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Executive Summary

I. Introduction
With the implementation of Chapter 58, Massachusetts’ landmark health 
care reform law, the Massachusetts Medical Society’s study of the physician 
workforce takes on an even more integral role in policymaking in the state. 
Effective July 1, 2007, residents of Massachusetts are mandated to carry 
health insurance.

The inevitable increase in patient demand is occurring in the midst of 
an increasing physician shortage. Among the new specialties showing strain 
are family practice and internal medicine, two of the most important to 
providing adequate preventive care and minimizing the use of emergency 
departments. Newly insured residents may find it difficult to get timely 
appointments with physicians due to these shortages. Due to continuing 
and emerging concerns about the availability of physicians in certain spe-
cialties and in certain geographic areas, with the help of prominent labor 
economists, the Massachusetts Medical Society (MMS) completed a study 
that builds upon the results of the previous five years of MMS Physician 
Workforce Studies. As the previous studies concluded, “The physician 
labor market in Massachusetts continues to be under extreme stress and the 
forces that pushed the market into this unenviable state are numerous and 
are not likely to be easily reversed.”�

“The task before those concerned about workforce issues is to educate 
policymakers about how changes in the physician workforce will affect cost, 
access, and quality, and to impress upon them that serious efforts to improve 
quality of care and reduce costs will not be effective unless qualified physicians 
are there to provide that care.”� Taking heed of this statement is more impor-
tant than ever as Massachusetts implements universal health care and attempts 
to provide affordable insurance to hundreds of thousands of residents. 

This year’s MMS Physician Workforce Study and the five previous 
studies give cause for concern as to whether there are enough practicing 
physicians in Massachusetts to handle the inevitable increased demand 

�	 Massachusetts Medical Society. Physician Workforce Study, 2002–2006. Available at  
www.massmed.org (accessed on April 16, 2007).

�	 Grover A. Critical care workforce: a policy perspective. Crit Care Med. 2006 Mar;34(3 Suppl):S7-11.  
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for health services that will come with health care reform, an aging 
population, and advances in technology. Significant change is necessary to 
improve conditions for physicians in Massachusetts, increase the workforce, 
and ensure patients have adequate access to high-quality, cost-effective care. 

Reinforcing the need for change, the 2006 MMS Physician Practice 
Environment Index Report� for Massachusetts and the United States declined 
for 13 and 11 straight years respectively, reflecting a continually deteriorating 
practice environment for physicians. This lengthy deterioration is a principle 
cause of accelerating physician shortages in specialty and primary care, 
difficulty recruiting and retaining physicians, and reduced patient access to 
care. Further, the rate of deterioration in Massachusetts was 26% faster than 
in the United States as a whole over the 14-year period (1992 to 2006). 

Historically, the rising costs of maintaining a practice, the ratio of housing 
prices to physician income, and increases in professional liability fees have been 
the dominant factors explaining the deterioration in the Massachusetts Index. 

As analysts continue to study the physician workforce in the United 
States, the paradigm of how to determine if there is a physician workforce 
shortage is shifting from a pure numerical analysis to a more compre-
hensive evaluation of the changing demographics and philosophy of new 
physicians, the practice environment, and the training provided in medical 
school. Findings show that the United States is not training enough of its 
own physicians, as approximately 22% of physicians in this country are 
foreign born and educated.� In 2004, Richard A. Cooper, MD, predicted 
a shortage of 200,000 physicians in the United States by the year 2020.� 

Studies reveal that medical students and residents are less likely than 
past generations to choose internal medicine or family practice as a spe-
cialty. Moreover, some specialties face problems attracting new physicians. 
Finally, there are an increasing number of women in the workforce now 
who often work fewer hours in clinical care than their male counterparts, 
and many male physicians wish to work fewer hours than those of previous 
generations.� Therefore, the amount of time physicians spend in patient 
care could decrease as more young physicians enter the workforce. New 
physicians and currently practicing physicians are reducing the hassles and 
costs of the current practice environment by choosing employment with  
 

�	 Massachusetts Medical Society. MMS Physician Practice Environment Index, April 2007. Available 
at www.massmed.org/pages/mmsindex.asp (accessed on April 16, 2007).

�	 Cooper RA, Aiken L. Health services delivery: reframing policies for global migration of nurses and 
physicians — a U.S. perspective. Policy Polit Nurs Pract 2006 Aug;7(3 Suppl):66S-70S. 

�	 Cooper RA. Weighing the evidence for expanding physician supply. Ann Intern Med 2004  
Nov 2;141(9):705-14.

�	 Cooper RA, Aiken L. Health services delivery: reframing policies for global migration of nurses and 
physicians — a U.S. perspective. Policy Polit Nurs Pract 2006 Aug;7(3 Suppl):66S-70S.
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hospitals instead of opening their own practices. In addition, physicians are 
migrating toward larger medical groups. 

Because of the changing dynamics of the physician workforce, as 
demonstrated in last year’s study and again in this year’s, new specialties 
are showing signs of strain on the labor market. New specialties such as 
family practice and internal medicine have now emerged as severe and 
critical respectively for the second year in a row, underscoring the warning 
from primary care physicians in Massachusetts and the nation that a work-
force shortage is imminent.� 

In addition to specific specialties facing shortages, Massachusetts 
faces the problem of a disproportionate supply of physicians in urban versus 
rural areas. Most hospitals and clinics are concentrated in the Boston 
metropolitan area. Specifically, teaching hospitals typically have less of a 
problem recruiting physicians. Although, in recent years, the physician 
recruiting firm at Merritt, Hawkins & Associates has reported an escala-
tion in requests for help from larger hospitals — hospitals that, in the 
past, needed less assistance filling vacancies. On the other hand, Western 
Massachusetts suffers from an even greater recruitment and retention 
problem than Boston. 

The state is in the process of implementing health care reform to 
insure hundreds of thousands of residents. Adequate physician supply is 
essential to the success of health care reform. Furthermore, physician work-
force shortages should not be minimized as we move toward initiatives 
such as pay for performance, quality measurements, and other cost control 
initiatives. Some of these programs may add administrative burden to the 
physician practice environment while intending to improve the overall 
health care system. Therefore, implementation of new programs, including 
Massachusetts’ new health care reform act, must be done with sensitivity to 
the current challenges in the physician practice environment.

The MMS evaluates the status of the current physician workforce 
through both primary and secondary research. This year, the Society also 
consulted economists James Howell, PhD, and Andrew Sum, PhD, in  
the development of the survey tools and in the analysis of the results. 
The MMS conducted the following primary research:

n	 A survey of a random sample of practicing physicians in com-
munity hospital and hospital settings throughout Massachusetts

n	 A survey of medical staff presidents in community hospitals 

�	 American College of Physicians. The Impending Collapse of Primary Care Medicine and Its  
Implications for the State of the Nation’s Health Care, January 30, 2006. Available at  
www.acponline.org/hpp/statehc06_1.pdf (accessed on February 28, 2007).
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n	 A survey of department chiefs in teaching hospitals

n	 A survey of medical directors of medical groups

n	 A survey of residency and fellowship program directors

n	 A telephone survey of physician offices in Massachusetts 
regarding wait times

n	 A telephone survey of Massachusetts residents regarding health 
care issues, including patient access to care

II. Snapshot of 2007 Findings — Across MMS 
Physician Workforce Study Surveys and Opinion Polls

Practicing Physicians’ Survey Responses
n	 The 2007 data again confirmed the increasing degree of stress 

in three labor markets that appeared on the critical and/or 
severe list for the first time in 2006 — internal medicine,  
family practice, and psychiatry.

n	 Roughly eight out of ten (83%) physicians surveyed reported 
that they find their medical careers either very rewarding or 
rewarding.

n	 Forty-three percent (43%) of physicians responded that they 
are very dissatisfied or dissatisfied with the current practice 
environment. If given the choice, only 51% of physicians 
would choose to practice medicine again as their profession. 

n	 Forty-eight percent (48%) of the physicians reported being 
very dissatisfied or dissatisfied with the number of hours they 
are able to spend on patient care versus administrative tasks. 

n	 Compared to their colleagues in other states, 61% of the physi-
cian respondents rate their current income level as very uncom-
petitive or uncompetitive. Eighty-six percent (86%) believe 
that over the next five years, their salary levels will either 
decline or remain the same.
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n	 Roughly one-half (48%) of the physicians surveyed responded 
that they are altering or limiting their practice because of the 
fear of being sued. Four specialties report that their practices 
have been significantly impacted by the threat of being sued: 
emergency medicine, neurosurgery, OB/GYN, and orthopedics.

n	 Eighty-three percent (83%) of physicians are maintaining or 
increasing their work hours, and almost half (47%) are very 
dissatisfied or dissatisfied with the number of hours they work 
versus their ability to pursue home life. 

n	 Thirty-seven percent (37%) of physicians are considering changing  
their profession due to the current practice environment. 

n	 Approximately one-quarter (24%) of physician respondents are 
planning or considering moving out of Massachusetts if the 
practice environment does not change. 

n	 Seventy percent (70%) of physician respondents are having 
difficulty filling physician vacancies, and 70% said the pool of 
physician applicants is inadequate to fill their vacant positions. 

n	 Thirty-two percent (32%) of practicing physicians responded 
that physician supply problems have made it necessary to alter 
the services they provide. 

n	 Additionally, almost three-quarters (72%) of physician respon-
dents indicated that their patients are having difficulty obtaining 
a timely specialty care consultation. 

Community and Teaching Hospital Survey Responses
n	 Sixty-eight percent (68%) of teaching hospitals and 83% of 

community hospitals are currently experiencing difficulty  
filling physician vacancies. 

n	 Seventy-two percent (72%) of community hospitals reported 
that physician supply problems necessitated altering the  
provision of services, and 68% reported adjusting professional  
staffing due to physician supply problems.

n	 Thirty-eight percent (38%) of teaching hospitals reported that 
physician supply problems necessitated altering the provision of 
services, and 45% reported adjusting professional staffing patterns. 

n	 In teaching hospitals, the highest job vacancy rates were  
in the vascular surgery, urology, neurosurgery, and  
OB/GYN specialties. 
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Medical Directors’ Survey Responses
n	 Seventy percent (70%) of medical directors responded that 

the average amount of time needed to recruit a physician has 
increased over the past 3 years. 

n	 Medical directors cited a median recruitment time of 11 to 12 
months, with nearly one-third claiming 18 months or longer.

n	 One-third of medical directors reported the need to alter  
services due to physician supply problems. 

n	 Almost one-half (47%) of the medical directors surveyed 
reported that physician supply problems have made it necessary 
to adjust staffing patterns.

n	 Over 40% of the medical directors (43%) responded that reten-
tion of physicians has changed, with all noting that retention 
has become more difficult. 

Residency/Fellowship Program Directors’ Responses 
n	 Each year, slightly more than one-half of residents pursue the 

next step in their medical career outside Massachusetts.

n	 Residency/fellowship program directors rate salary level and 
the practice environment as the least likely reasons a resident 
plans to begin his or her career in Massachusetts (7% and 17% 
respectively). Intellectual and research opportunities top the list 
of professional reasons residents plan to stay in the  
Commonwealth (85% and 71% respectively). 

Physician Office Telephone Survey
n	 The physician office poll showed that it is significantly more 

difficult to obtain an internal medicine appointment than it 
was a year ago. Just half (51%) of internists are accepting new 
patients, down from 64% in 2006 and 66% in 2005. 

n	 The average wait time among internal medicine physicians 
accepting new patients is up to 52 days — compared to 33 days 
in 2006 and 47 days in 2005. 

n	 Fewer internists report accepting Medicaid — 59% now, down 
from 73% in 2006 and 79% in 2005.

n	 The average wait time for a new patient appointment to see an 
OB/GYN increased from 34 days last year to 46 days this year.



�

Public Opinion Telephone Survey
n	 In 2006, 53% of patients who had an appointment with a 

primary care physician were able to see a doctor within a week 
of contacting the doctor. This year, just 42% were able to see  
a doctor within a week.

n	 Seventeen percent (17%) of respondents who had a serious (but  
not life threatening) medical problem say the wait for an appoint-
ment was a problem, up from 7% in the previous two surveys.

n	 Nearly three-quarters (74%) of residents oppose higher copays 
based on insurers’ internal quality and cost ratings of physicians. 

n	 In the past year, 41% of Massachusetts residents had a medical 
appointment in which they saw a nurse, a nurse practitioner, 
or a physician assistant, but not a doctor. Half (53%) of those 
who saw a non-physician health care provider did so by choice, 
35% because they couldn’t get an appointment with a medical 
doctor, and 6% said they didn’t know they weren’t seeing a 
physician until they arrived for their appointment.

III. Detailed Findings 
Outlined below are the detailed findings of the seven areas of primary 
research conducted for the 2007 MMS Physician Workforce Study  
(see the full report for complete results).

Survey of Practicing Physicians
Over the six-year period studied (2002 to 2007), the results derived from 
the restated survey questions provide a comprehensive picture of the 
current and past conditions in physician labor markets in Massachusetts. 
These results provide a comprehensive basis for differentiating important 
shifts across the physician specialty labor markets. 
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Table 1: Physician Specialties Classified as Critical or Severe Shortage, 2002 to 2007
Specialty 2007 2006 2005 2004 2003 2002

Neurosurgery Critical Severe Severe Critical Critical Severe
Anesthesiology Severe Severe Critical Severe Critical Critical
Cardiology Critical -- Severe Severe Critical Severe
Gastroenterology Severe Severe Severe -- Critical Severe
Radiology -- Critical -- Severe Critical Critical
Orthopedics -- Severe Severe Severe Severe --
General Surgery -- Severe Severe Severe Severe --
Internal Medicine Critical Critical -- -- -- --
Vascular Surgery Critical Severe -- -- Severe --
Family Practice Severe Severe -- -- -- --
Psychiatry Severe Severe -- -- -- --
Urology Severe * * * * *
Emergency Medicine -- Severe -- -- -- Severe
OB/GYN -- -- -- -- -- --
Pediatrics -- -- -- -- -- --

*2007 data only

Within this context, three important conclusions can be made.

n	 Four specialties have consistently faced critical and/or severe 
labor market conditions over the past six survey years:
•	 Neurosurgery
•	 Anesthesiology
•	 Cardiology
•	 Gastroenterology

For two of these specialties — neurosurgery and anesthesiology —  
labor market conditions were classified as critical or severe for all six years. 
The labor market conditions for the other two specialties — cardiology and 
gastroenterology — were classified as critical or severe in five of the last six 
years. Clearly, labor markets for these four specialties were stressed when the 
first survey was undertaken six years ago, and they have remained so over 
subsequent survey years.

This historical perspective is important not only because it provides 
considerable insight into the dynamics operating in physician labor markets 
over time, but also because it provides a meaningful context for evaluating 
the 2006–2007 survey results.
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n	 The second conclusion concerns physician labor market devel-
opments over the past two years. As the survey data in Table 1 
show, labor markets have clearly deteriorated for a much larger 
cluster of specialties. Note that for the past two years, the 
following four specialties have satisfied the criteria for critical 
and/or severe conditions:
•	 Internal medicine
•	 Vascular surgery
•	 Family practice 
•	 Psychiatry

A fifth specialty, urology, meets the criteria for severe labor market 
stress in 2007. This specialty was introduced in the 2007 survey.

Table 2: Specialties Categorized as Critical or Severe, 2007
Specialty 2007

Anesthesiology* Severe
Cardiology* Critical
Family Practice Severe
Gastroenterology* Severe
Internal Medicine Critical
Neurosurgery* Critical
Psychiatry Severe
Urology Severe
Vascular Surgery Critical

 *Specialties originally identified as facing critical or severe labor market conditions based on the historical  
  methodology outlined above 

n	 The final comment concerns the shift in physician labor 
market dynamics over the six survey years. Three specialties — 
internal medicine, family practice, and psychiatry — appeared 
on the critical and/or severe list for the first time in 2006. The 
2007 data again confirm the higher degree of stress in these 
labor markets. This points to a change in labor market behav-
ior among these three specialties — from nearly normal (2002 
to 2005) to considerably stressed (2006 and 2007).

Further, it should be noted that internal medicine remained catego-
rized as critical. In addition, vascular surgery shifted from severe in 2006 
to critical in 2007, and cardiology re-emerged as critical in 2007. These 
comments provide considerable insight into the contemporary behavior 
of physician labor markets in Massachusetts. Specifically, a six-year time 
frame is sufficiently long that we would expect to see at least some increase 
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in physician supply in response to the strong labor market demand that 
consistently emerges from our surveys. Said slightly differently, the initial 
survey in 2002 credibly established a strong, unmet demand for physicians 
in six specialties, and five years later, four of those specialties continue to 
operate under critical and/or severe conditions. 

Over time, labor markets have continued to deteriorate with  
virtually no supply-side response. The two exceptions are OB/GYN and 
pediatrics — two specialties that seem to operate in labor markets that 
function quite independently of the other thirteen.

To conclude, physician specialty labor markets in Massachusetts —  
at least, for the nine specialties noted above — seem to operate in a state 
of disequilibrium where significant demand for physicians goes unmet. 
Based on our experience in analyzing studies of the behavior of other 
labor markets, this is most uncharacteristic. This leads us to conclude that 
unless Massachusetts labor markets become more flexible and respond, this 
supply-demand gap will persist for some time to come. Given the outlook for 
increased patient demand for medical care, this is a most troubling conclusion.

Evaluating Physician Recruitment and Retention
Physician recruitment and retention issues confronted by medical staff 
presidents at community hospitals and department chiefs in teaching hospi-
tals are analyzed based on findings from the three primary survey sources: 
practicing physicians, community hospitals, and teaching hospitals.  
A summary of the key conclusions follows.

n	 First, all six workforce studies have demonstrated very clearly 
that community hospitals are in a class of their own when it 
comes to serious difficulties recruiting physicians from the 
existing labor pool. Specifically, approximately eight out of ten 
community hospitals reported that they had problems filling 
physician vacancies in order to maintain medical staff levels to 
provide adequate patient care (see Chart 1).
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Chart 1: Percent Reporting that Current Pool of Applicants  
Is Inadequate to Fill Vacant Positions or Expand Practice

n	 Second, although physician recruitment among practicing phy-
sicians has remained essentially unchanged over all six studies, 
the mean survey response rate is 13 months to recruit and fill 
each vacancy. Statistical variances suggest that it could take up 
to 23 months — a length of time that is potentially disruptive 
to meeting patient needs. The five specialties that experience 
the longest recruitment times are neurosurgery, urology, vascu-
lar surgery, gastroenterology, and orthopedics (see Table 3).

Table 3: Time Required for Recruitment Among Practicing 
Physicians, 2007

Specialty
Mean Over 5 Years 

(2002–2006)
2007 Mean  
in Months

Standard 
Deviation

Anesthesiology 10.4 10.8 6.8
Cardiology 13.7 16 7.3
Emergency Medicine 8.4 6.5 4.1
Family Practice 12.4 14.3 10
Gastroenterology 18.9 17.9 11.8
General Surgery 15.4 17.4 11
Internal Medicine 12.3 11.4 7.7
Neurosurgery 25.9 26.3 14.7
OB/GYN 13.2 14.1 7.9
Orthopedics 19.7 22 12.7
Pediatrics 9.3 8.7 6.2
Psychiatry 10.5 9.3 7.5
Radiology 13.6 11.2 4.6
Urology * 21.7 9.7
Vascular Surgery 16.5 19.3 11.7
Sample Mean 12.9 13.1 9.6

 *2007 data only
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n	 Finally, community hospitals continue to experience a rapidly 
rising adverse impact from physician shortages, especially in 
2007. During the period from 2003 to 2006, approximately 
one-half of the community hospitals responded that it was nec-
essary to adjust their service delivery patterns to meet patient 
demand. The 2007 survey showed that this ratio jumped to 
more than two-thirds of community hospitals — unquestion-
ably, a most disquieting development (see Chart 2).

Chart 2: Percent Reporting that Physician Supply Problems Have 
Necessitated Adjusting Staffing Patterns 

Survey of Medical Directors of Medical Groups
For the 2007 MMS Physician Workforce Study, a new survey with a series 
of parallel questions was addressed to the medical directors who currently 
act in leadership roles in physician practices. While the sample responses 
were somewhat limited,� it is nonetheless believed that medical directors 
are in a unique position to provide a more comprehensive view of the local 
labor market conditions in which they operate beyond that provided by the 
individual physician.

Five survey questions in particular are relevant to the discussion of 
the adverse effect current physician shortages have on efficiently maintain-
ing patient services, professional staffing practices, and retaining existing 
staff. Interestingly, responses from the medical directors closely match 
the responses from the practicing physicians. Following are the relevant 
responses to these questions.

�	 Virtually all of the survey responses were from single-specialty medical groups (64%) and the balance 
was from multi-specialty medical groups. The mean number of physicians employed in the single- 
specialty firms was 7, and the mean number of physicians employed in multi-specialty firms was 27.
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n	 One-third (33%) of the medical directors and 32% of the 
practicing physicians indicate that problems with physician 
supply have necessitated altering services.

n	 Almost one-half (47%) of medical directors and one-third 
(33%) of the practicing physicians reported that physician sup-
ply problems have made it necessary to adjust staffing patterns.

n	 More than 40% of both the medical directors (43%) and prac-
ticing physicians (42%) responded that physician retention has 
changed. Unfortunately, retaining physicians has become more 
difficult for all of the medical directors (100%) and almost all 
of the practicing physicians (98%).

Additionally, the medical directors were asked to identify physician 
specialties where there are specific shortages in their own communities. 
The specialties most frequently cited are outlined in Table 4.

Table 4: Medical Directors of Medical Groups —  
Physician Shortages in Their Communities

Specialty Percent (N=15)

Internal Medicine 60
Neurosurgery 40
Family Practice 27
Dermatology 27
Gastroenterology 20
Urology 20
General Surgery 13
Psychiatry 13
Vascular Surgery 13
Endocrinology 13
Anesthesiology 7
Emergency Medicine 7
OB/GYN 7
Orthopedic Surgery 7
Pediatrics 7
Radiology 7
ENT 7
Rheumatology 7
Maternal/Family Medicine 7

Clearly these additional comments, albeit based on a limited sample, provide 
valuable insight into the dynamics of physician labor markets in Massachusetts.
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Analysis of the Responses to Questions about Professional 
Liability Expenses
For the 12-year period ending in 2006, professional liability expenses in 
Massachusetts increased 127%, only slightly less than the 138% increase 
nationally.� Without question, rate increases of this magnitude are to be 
taken very seriously, because they adversely impact the physician’s direct 
cost of maintaining a practice. Over time, increases at these rates will 
financially weaken even the strongest physician’s practice. 

The results of the analysis in this section may be summarized as follows:

n	 First, over the six MMS Physician Workforce Studies, between 
one-quarter (24%) and nearly one-third (30%) of the physi-
cians surveyed reported that increases in liability fees exceeded 
15% of their total operating costs. This is not only trouble-
some, but it is also extremely financially severe.

n	 Second, in the 2007 study, roughly one-half of the physicians 
surveyed report that they are altering or limiting their practice 
because of the fear of being sued. Physicians in four specialties —  
emergency medicine, neurosurgery, OB/GYN, and orthopedics —  
report that their practices have been significantly impacted by 
the threat of being sued. 

n	 Finally, in 2007, among five specialties — OB/GYN, neurology,  
urology, general surgery, and orthopedics — significantly 
high ratios of those surveyed indicated that high professional 
liability rates are pushing them to make a career change. Note 
also that these are the very same specialties with high ratios 
of respondents that are dissatisfied with the Massachusetts 
practice environment and are currently contemplating a career 
move out of Massachusetts.

In regard to the twin issues of just how pervasive and sharp the rates 
of increase are in professional liability fees among the various specialties, 
the relevant survey data are displayed in Table 5. 

�	 Massachusetts Medical Society. Physician Practice Environment Index, 2006. Available at www.
massmed.org/index  (accessed on June 21, 2007).
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Table 5: How Have Your Professional Liability Rates Changed Over 
the Past Year (2007)?

Specialty
Percent of Respondents 

With Rate Increases Average Rate Increase

Urology 82 18%
Emergency Medicine 78 29
Neurosurgery 74 37
OB/GYN 69 38
Orthopedics 61 26
General Surgery 59 34
Cardiology 58 15
Family Practice 58 15
Internal Medicine 54 36
Psychiatry 52 25
Pediatrics 49 16
Gastroenterology 48 16
Anesthesiology 38 20
Vascular Surgery 33 14
Radiology 20 N/A
Sample Mean 56 27%

Aside from the fact that large percentages of the 15 specialties 
reported professional liability rate increases, one important conclusion may 
be derived from these data.

n	 For the sample as a whole, the average 2006 rate increase 
amounted to 27%, but note here also that there are signifi-
cant variations in the magnitude of the increases across the 
15 specialties. It should be noted that the average rate increase 
referenced above provides us with some insight into potentially 
wide ranges of premiums charged by the various professional 
liability insurance carriers. The average rates of increase among 
five specialties — OB/GYN, neurosurgery, internal medicine, 
general surgery, and emergency medicine — were greater than 
the sample mean.

Another way to look at the impact of professional liability expenses 
on physicians is to reorganize the survey data into a frequency distribution 
to illustrate the percent liability expenses account for in physicians’ total 
operating costs (see Chart 3).
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Chart 3: Percent of Total Operating Costs Allocated to Professional 
Liability Rates

These responses provide support for an important conclusion concern-
ing the characteristics of the aggregate sample:  

n	 Across the five study years, between one-quarter (24%) and 
30% of the physicians surveyed reported that increases in liabil-
ity fees exceeded 15% of their total operating expenses. This is 
not only troublesome, but it is also financially severe. The 15% 
figure was established as a threshold point at which operating 
profitability could be called into question.

Survey Results Concerning the Opinions of Program Directors 
of Residency/Fellowship Programs
Slightly more than half of residents and fellows pursue the next step in their 
medical careers outside Massachusetts. While the aggregate ratios show 
modest variations over time, it should be noted that during the 2004–2005 
academic year, there were 4,780 residents in Massachusetts-based 
programs.10 This translates into an annual out-migration of over 2,438 
residents. Given the continued tightness in the Commonwealth’s physician 
labor market, this is a trend that must be monitored as demand for patient  
 

10	 American Medical Association. State-Level Data for Accredited Graduate Medical Education 
Programs in the U.S., Aggregate Statistics on All Resident Physicians Actively Enrolled in Graduate 
Medical Education During 2004–2005, Massachusetts — Table 1. Total Number of Resident  
Physicians and Program Year 1 Resident Physicians in ACGME-Accredited and Combined Specialty 
GME Programs During 2004–2005. 
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services increases. One of the root causes of the physician shortage in 
Massachusetts derives from the unusually large ratio of residents and 
fellows who leave upon completion of their training. The data shown in 
Table 6 provide support for this generalization.11

Table 6: Program Directors’ Responses Regarding the Percentage  
of Residents/Fellows Who Left Massachusetts

Academic Year Percent of Residents/Fellows Who Left MA

1998–1999 54
1999–2000 58
2000–2001 59
2001–2002 55
2002–2003 52
2003–2004 52
2004–2005 51

Five of the preceding MMS studies on practicing physicians have also 
included a detailed set of questions to determine the professional and personal 
factors program directors believe play a critical role in their residents/fellows 
deciding to stay or leave Massachusetts (see Tables 7 and 8).

Table 7: Percent of Program Directors Who Rated the Practice 
Environment and Salary Levels Favorable for Residents/Fellows  
Who Plan to Work in Massachusetts, 2002–2005 (2007 Survey Data*)

Survey Year Practice Environment Salary Level

2002 20% 5%
2003 14 3
2004 15 7
2005 27 5
2007 17 7

*Data not available for 2006

Table 8: Percent of Program Directors Who Rated the Research and 
Clinical Opportunities Favorable for Residents/Fellows Who Plan  
to Work in Massachusetts, 2002–2005 (2007 Survey Data*)

Survey Year Research Opportunities Clinical Opportunities

2002 79% 37%
2003 85 35
2004 73 41
2005 70 48
2007 71 46

*Data not available for 2006

11	 Data were not collected over the past two years; these responses are reported to provide historical 
background. 
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The data displayed in Table 7 show very clearly that two of the dominant 
factors pushing young residents/fellows out of Massachusetts are the  
unfavorable practice environment and the uncompetitive salary levels.  
On a positive note, clearly the research opportunities in Massachusetts are 
perceived as a major factor in keeping physicians here. 

Physician Satisfaction, Attitudes Toward the Profession,  
and Future Career Plans
Attitudes among Massachusetts physicians about their professional careers 
and their opinions about the professional nature of their respective work sit-
uations are important factors that affect the workforce and the provision of 
quality patient care. It is in this context that the MMS Physician Workforce 
Study has always included in its surveys a series of questions about what is 
considered “physician satisfaction.”

In one sense, the work environment for physicians is not much differ-
ent from that of any other highly trained professional. There will always be 
the stress and strains of work. They are an integral element in any highly 
demanding work situation. In another sense, the work environment for phy-
sicians is quite different. After all, physicians are the frontline providers for 
the population’s health and wellness. It is in this context that all of us have 
grown to expect physicians to work at the highest level of professionalism 
despite the occupational adversities in their paths. 

The following provide a meaningful context in which to judge the 
responses to 12 specific questions concerning physicians’ attitudes toward 
their practice.

Inasmuch as the questions in the 2007 MMS Physician Workforce 
Study are generally consistent with the preceding five MMS studies, 
their results provide the opportunity to judge clearly the extent to which 
Massachusetts physicians’ attitudes may have changed over time as the 
physician practice environment continues to worsen.

As one reviews the detailed analysis of the survey responses, one con-
clusion is unmistakably clear: physician opinions and attitudes toward their 
practice environment have remained relatively uniform over time.  

n	 First, the aggregate sample data from the preceding MMS 
Physician Workforce Studies provide support for the conclusion 
that Massachusetts physicians remain committed to medicine, 
even in the face of a harsh practice environment. Roughly 8 out 
of 10 physicians surveyed report that they find their medical 
careers either very rewarding or rewarding (see Chart 4).
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•	 Twenty-five (25) to 40% of physicians responded that they are 
very satisfied or satisfied with the practice environment, but when 
disaggregated by specialty, sharp variances emerge (see Chart 5).

•	 Specifically, in the 2007 survey data, 9 out of the 15 specialties 
expressed much higher levels of dissatisfaction with the prac-
tice environment than the overall sample did, while only three 
specialties had dissatisfaction ratios well below the mean. 

n	 Second, while approximately three-fourths (76%) of the physi-
cians surveyed indicated that they plan to continue their practice 
in Massachusetts, we must attach considerable importance to the 
fact that 1 out of 4 physicians now practicing in Massachusetts 
indicated that they are contemplating making a career change or 
leaving the state if the practice environment does not improve. 
These survey results imply that 5,873 physicians are on the brink 
of leaving the state or the practice of medicine altogether. 

n	 Third, a careful review of the disaggregated data over the past 
four years shows that three specialties — general surgery, OB/
GYN, and orthopedics — have high ratios of physicians who 
are either contemplating out-of-state moves or career changes. 
An additional 4 specialties also have relatively high ratios  
of responses in 2007 indicating that many of them seem to 
be on the edge in terms of ending their current careers in 
Massachusetts: emergency medicine, family practice,  
urology, and vascular surgery. 

n	 Finally, the survey data again confirm that uncompetitive 
salary levels and low salary expectations five years into the 
future are a fundamental issue with the physician labor market 
problems now confronting Massachusetts. Specifically, the 
2003–2007 survey data show that two-thirds to three-fourths 
of physicians believe that their current salary levels are very 
uncompetitive or uncompetitive for their specialty vis-à-vis 
other states, and 86% believe that over the next five years, 
their salary levels will either decline or remain the same. 

Physician Attitudes Toward the Practice of Medicine
In the context of a deteriorating practice environment, it is critical to deter-
mine statistically the extent to which it has adversely impacted physician 
attitudes. Chart 4 provides specific time series data on the opinions and 
attitudes of Massachusetts physicians toward their profession. 
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Chart 4: Rating the Profession of Medicine

These survey results leave no doubt that the vast majority of physicians  
continue to consider their careers very rewarding or rewarding. 
Furthermore, the consistency of this finding shows little variation across 
the four age groups shown in Table 9. 

Table 9: Rating the Profession of Medicine — Responses 
Disaggregated by Age Group

Very Rewarding/Rewarding

Age Group 2007 Survey Data 2002–2006 Survey Mean

>60 Years of Age 87% 84%
50–59 Years of Age 81 82
40–49 Years of Age 81 80
<40 Years of Age 87 82
Sample 83% 82%

Physician Attitudes Toward the Practice Environment and 
Career Plans
In a most interesting way, the complex impact of the practice environment 
on physician attitudes is encapsulated in the responses displayed in Chart 5 
and Table 9.
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Chart 5: Satisfaction with the Current Practice Environment

These aggregated sample data show that over the past six years,  
attitudes among Massachusetts physicians have shifted toward less dissatis-
faction with the existing practice environment. 

On the surface, this conclusion is important if for no other reason 
than that it seems to counter many of the survey responses cited elsewhere 
in this and earlier studies, but the disaggregated analysis that follows will 
show that this conclusion does not convey the complete picture. But first, 
the survey results regarding physician satisfaction with the current practice 
environment are presented for the four age groups.

In Table 10, it is readily apparent that the mean dissatisfaction levels 
for the four age groups for both 2006 and 2007 are closely clustered 
around their respective sample means. 

Table 10: Satisfaction with the Current Practice Environment — 
Responses Disaggregated by Age Group

Very Dissatisfied/Dissatisfied

Age Group 2007 2006

>60 Years of Age 42% 45%
50–59 Years of Age 50 47
40–49 Years of Age 44 44
<40 Years of Age 34 28
Sample 43% 42%

Additional insight into these conclusions can be learned when the 
response data are further disaggregated by physician specialty. The relevant 
data are displayed in Table 11.

Not SureNoYes

2003 2004 2005 2006 200710

20

30

40

50

60

2002

53

60

55 49

42 43

29
25

28 33

39 40

18
15

17 18 19 17
Pe

rc
en

ta
ge

 o
f R

es
po

nd
en

ts



22

Table 11: Satisfaction with the Current Practice Environment — 
Responses Disaggregated by Specialty

Percent Within Specialties Who Were Dissatisfied  
or Very Dissatisfied

Specialty 2007 2006

Vascular Surgery 67 44
Urology 55 --
Neurosurgery 53 46
OB/GYN 49 59
Orthopedics 48 45
Psychiatry 48 47
Family Practice 47 40
General Surgery 45 48
Internal Medicine 45 45
Anesthesiology 43 28
Cardiology 41 33
Emergency Medicine 41 49
Gastroenterology 32 63
Pediatrics 30 27
Radiology 30 30
Sample Mean 43% 42%

The data disaggregated by physician specialty broaden our understanding 
about the conclusions derived on the basis of the declines in the dissatisfac-
tion ratios discussed above. More specifically, the generalizations made 
on the basis of the data contained in Chart 5 are, to be sure, statistically 
accurate, but one must keep in mind that they are means derived from 
highly aggregated sample data. A much more complete perspective can be 
developed from a careful review of the responses aggregated by specialty 
(shown in Table 11). Note specifically that there are significant differences 
between the highest and lowest dissatisfaction ratios. The lowest response 
rate in 2007 is for radiology and pediatrics (30%), while the highest is for 
vascular surgery (67%). The range of statistical disparity in the 2006 survey 
results is equally as great. These extremes strongly affect the statistical 
means displayed in Chart 5.

We may now begin to consider other important aspects derived from 
the study in order to build a complete picture of labor markets. Remember 
that the central cut and thrust of this analysis is to determine physician sat-
isfaction in the overall practice environment. There are many different ways 
to interpret these survey data, but one way to look at them is that roughly 
one-half of the physicians now practicing in Massachusetts feel either that 
(a) if given the chance, they would not choose a medical career again, or (b) 
they are unsure they made the right career choice.
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Chart 6: Considering the Current Practice Environment,  
Would You Choose Medicine as a Profession Again?

Chart 7: Are You Planning to Move Out of Massachusetts to Practice 
Medicine Because of the Current Practice Environment?

Quite encouragingly, these responses provide support for the conclu-
sion that roughly three-quarters of those surveyed plan to continue their 
practice in the Commonwealth. This positive conclusion seems to hold 
relatively firm over time and even in the face of what we believe is strong 
empirical evidence that the practice environment has continued to dete-
riorate over the past 13 years.12 Without elaboration, we must not overlook 
 
 

12	  Massachusetts Medical Society, Physician Practice Environment Index Report, 2007. Available at 
www.massmed.org (accessed June 21, 2007).
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the remaining quarter who responded that they are contemplating leaving 
or will do so if the environment does not change.

There is another option for overcoming the adverse practice environ-
ment: simply changing careers. The responses concerning this option are 
displayed in Charts 8 and 9.

Chart 8: Are You Contemplating a Career Change Because of the Current 
Practice Environment?

Inasmuch as only a relatively small ratio — 14% — responded that 
they were not certain, interpretation of these data shows that physicians’ 
attitudes about contemplating a career change are straightforward. First, 
quite encouragingly, while roughly two-thirds indicated that they expect 
to continue their medical careers in Massachusetts, almost one-quarter are 
considering new careers. Chart 9 shows the range of occupational alterna-
tives for physicians now practicing in Massachusetts who are currently 
contemplating a career change. 
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Chart 9: If You Are Contemplating a Career Change, What Career Will 
You Likely Choose? (2007)

The average age of the sample respondents is 53, and 25% are above 60 
years of age, so it is not surprising that 30% indicated that they expect 
to pursue early retirement. If such an exodus were to take place — even 
gradually, over several years — it would likely result in significant issues 
with the delivery of quality medical care. The selection of other new career 
options is not surprising since most are closely related to the more broadly 
defined health care industry. 

Regional Disparities Across the Principal Urban Labor Markets 
in Massachusetts
The geographic distribution of medical care facilities and health care person-
nel clearly impact the provision of medical care. In analyzing the findings of 
the physician surveys, we classified responses into one of the following five 
geographical areas based on the locations of the facilities and physicians:

n	 Boston metropolitan 
n	 New Bedford/Fall River/Barnstable County (Cape Cod)
n	 Pittsfield (Berkshire County)
n	 Springfield
n	 Worcester

In this section of the study, we will analyze the responses from 
practicing physicians across the five urban areas cited above. Overall, the 
respondents’ data by urban area is organized into three clusters: physician 
dissatisfaction with the current practice environment, difficulty filling 
existing vacancies, and finally, the dual issues of recruitment and retention 
and their impact on the provision of medical services.
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Before these issues are analyzed in detail, the two main findings can 
be summarized as follows:

n	 First, in the past two years, 37 to 54% of the physicians currently 
practicing in the five principal urban labor markets in  
Massachusetts are dissatisfied with the practice environment. 
This statistic underscores the very real, pervasive nature of physi-
cian dissatisfaction throughout the state over the past two years.

n	 The current physician shortages may have impacted access to 
care for patients, who reported longer waits for medical appoint-
ments. Also, approximately one out of three currently practicing 
physicians report that they have already had to alter services and/
or adjust professional staff to address current patient demand. In 
particular, it is especially difficult in New Bedford and Pittsfield,  
where a high percentage report that they have had to alter ser-
vices, and in New Bedford and Springfield, where the highest 
percentages have had to adjust staffing. 

In Chart 10, we display the survey results disaggregated across the five 
urban areas for those physicians who reported dissatisfaction with the 
current practice environment.

Chart 10: Percent of Physicians Dissatisfied with the Current Practice 
Environment

The survey data relating to difficulty filling existing vacancies across 
the five urban areas are summarized in Charts 11 and 12. Note that in both 
charts, the percent responses are reported only for those physicians who 
reported that they were experiencing some difficulty and/or significant 
difficulty filling vacancies.
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Chart 11: Percent of Respondents Experiencing Difficulty Filling 
Physician Vacancies

Chart 12:  Percent of Physicians Reporting that the Current Pool of 
Physician Applicants Is Inadequate to Fill Vacancies

Taken together, the data displayed in these two charts provide considerable 
insight into the disparities across the five urban labor markets. Two inter-
pretive comments are appropriate. 

n	 First, the data points to an obvious difficulty filling physician 
vacancies in Pittsfield because an inadequate number of appli-
cants are willing to practice in rural Berkshire County. This 
conclusion was noted in all of the earlier MMS studies, and 
these results were confirmed in the 2007 responses. 

n	 Second, somewhat surprising is that 2007 saw a sharp increase 
in the number of respondents in the Boston metropolitan area 
who find it increasingly difficult to recruit physicians because 
of a limited pool of applicants. 
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The Role of Gender in the Practice of Medicine in Massachusetts
Increasingly, gender plays a significant role in medicine. According to the 
American Medical Association, almost one in four (27%) of the currently 
practicing physicians in the United States are female. This is in sharp 
contrast to the mid-1970s, when the ratio amounted to only one in eleven 
(9%).13 Notably, in 2006 approximately half (49%) of the medical students 
in U.S. medical schools were female.14 

Recent changes among the total population of practicing 
Massachusetts physicians trace out the evolution of similar patterns. 

While these dynamics have been appreciated for quite some time, 
they have not been addressed in earlier MMS Physician Workforce Studies. 
In this year’s report, we provide disaggregated portions of the responses 
to the 2007 survey in order to gain a much better understanding of the 
opinions and attitudes of male versus female physicians. 

Outlining the statistical gender parameters of the past five MMS  
surveys will prove helpful to this discussion. The relevant data are  
displayed in Table 12.

Table 12: Gender Characteristics of MMS Survey Respondents,  
2003–2007

2003 2004 2005 2006 2007

Percent Male 74 70 70 70 65
Percent Female 26 30 30 30 35

The increasing participation of females in the medical profession in 
Massachusetts is clearly evident in the MMS sample data. While this shift 
is significant in itself, women physicians’ opinions and attitudes about their 
profession are of crucial significance in meeting future health care needs.

In our discussion we will not be able to answer these questions as 
fully as we would like, but we will provide considerable new insight and 
several answers to them. Before we examine the analysis in detail, though, 
it will be helpful to state the four principal conclusions that can be derived 
from this analysis.

n	 First is that the MMS survey data provide considerable support 
that there are only modest disparities between female and male 
attitudes concerning the practice environment in Massachusetts. 

13	 American Medical Association. Physician Characteristics and Distribution in the U.S., 2007 
Edition. 

14	 American Association of Medical Colleges. FACTS Table 18: Total Enrollment by Sex and 
School, 2002–2006. Available at www.aamc.org/data/facts/2006/factsenrl.htm (accessed  
June 22, 2007).
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n	 Second is that there are some differences between the amount 
of time given to patient care. The survey data support the 
conclusion that during an average clinical practice work-week, 
male physicians provide 39 hours of patient care, while female 
physicians provide 32 hours. 

n	 Third, in terms of expectations about future income growth, 
it is virtually impossible to imagine any professional occupa-
tion’s members believing their income levels five years hence 
would be below current levels, but this is the case for between 
one-third and one-fifth of the female physicians currently 
practicing in Massachusetts (Chart 13). Overall, though, 
male physicians are more concerned regarding potential salary 
expectations, with between one-half and one-third responding 
that they expect their salary levels to be lower in five years.

Chart 13: Percent of Survey Respondents with Five-Year Salary 
Expectations Below Current Level by Gender

n	 Finally, given that approximately one-third to one-half of 
female physicians practicing in Massachusetts are dissatisfied 
with the practice environment and approximately one-quarter 
are contemplating a career change (see Chart 14), it is very 
difficult to envision retaining significant numbers of the 
existing female labor force to even partially fill 100,000 new 
physician vacancies, which the Council on Graduate Medical 
Education forecasts will exist by the year 2020.15

15	 Council on Graduate Medical Education. Sixteenth Report: Physician Workforce Policy 
Guidelines for the United States, 2000–2020, January 2005. Available at  
www.cogme.gov/report16.htm (accessed July 6, 2007).
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Chart 14: Percent of Physicians Indicating that a Career Change Is Likely 

IV. Patient Access to Health Care 
As Massachusetts attempts to accomplish insuring nearly all of its residents, 
an adequate physician supply is vitally important. Preventing illnesses and 
minimizing chronic conditions can lower health care costs and improve 
quality of life. Therefore, data that lends insight into whether patients are 
gaining timely access to health care is an essential indicator of the adequacy 
of the physician workforce supply. 

The annual MMS Survey of Practicing Physicians includes a series of 
five questions on issues surrounding patient access to care from the physi-
cian perspective. Second, to complement those questions, the MMS com-
missioned two telephone surveys of Massachusetts residents and physician 
offices.

The depth of knowledge on physician shortages is greatly enhanced by 
using three surveys, which frequently underscore the same problem areas. 
Among the three surveys some of the major conclusions are as follows: 

n	 Access to primary care physicians continues to worsen.

n	 In general, people with lower incomes and without insurance 
experience more difficulty accessing care.

n	 The ability of a physician to refer patients to specialists is 
becoming more of a problem.

n	 Fewer respondents today are able to schedule an appointment 
with a doctor within a week of calling. 

n	 New patients have longer wait times to see a physician  
compared to existing patients. 
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Waiting for an Appointment

Primary Care Physician Visits
As we have consistently found in previous years, the time patients wait for 
an appointment can be an indicator of a strained specialty or, from the 
patient viewpoint, overcrowded physician offices. Shown in Table 13 is 
the average number of days a new or existing patient was or is currently 
expected to wait to secure an appointment with either of the two principal 
primary care specialists. 

Table 13: From Today, How Long (in Days) Would a Patient Wait  
for a Routine or Regular Office Visit?

New Patient Existing Patient

Specialty 2007 2006 2005 2007 2006 2005

Family 
Practice

19.5 25.5 20.7 10.2 12.1 12.0

Internal 
Medicine

34.4 29.6 33.7 17.1 16.0 15.2

Total Sample 26.2 25.6 26.2 15.4 14.7 15.3

Physician Satisfaction Survey
The reason for singling out these primary care specialties is that they are 
usually considered the entry point for medical care as well as the referral 
source for the more complex system of specialists. These data provide 
support for three important generalizations:

n	 First is the consistency across the total sample in the physicians’ 
responses concerning the number of days a patient must wait 
before securin g an appointment. And not surprising is that for 
new patients, on the average, it takes 10 days longer to access 
a physician’s care than it does for an existing patient.

n	 Second is the somewhat surprising conclusion that the lag time 
to receive an appointment with a family practitioner is some-
what shorter than for the replies in the total sample.

n	 Finally, wait times are noticeably longer to secure an appointment 
with an internal medicine specialist compared to a family 
physician.

The findings above are reinforced by the results of the survey of 
physician offices and the public opinion survey. 
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Physician Office Telephone Survey 

n	 Just over half (51%) of internists are accepting new patients, 
down from 64% in 2006 and 66% in 2005. The average wait 
time among those accepting new patients is up, as well — to 
52 days, compared to 33 days in 2006 and 47 days in 2005. In 
addition, fewer internists are accepting Medicaid — 59% now, 
down from 73% in 2006 and 79% in 2005.

n	 A greater percentage of the five specialty practices surveyed 
were accepting new patients, including 79% of cardiology 
practices, 87% of gastroenterology practices, 88% of ortho-
pedic surgery practices, and 92% of OB/GYN practices. The 
percentages of such practices accepting Medicaid patients  
were generally similar.

Public Opinion Telephone Survey 

n	 According to the public opinion survey, less than half (42%) of 
all respondents who made an appointment to see a primary care 
physician could be seen within a week, down from 53% both in 
2005 and 2006. The same trend is reported regarding appoint-
ments with specialists, or when scheduling procedures. Over 
one-fifth (21%) had to wait more than a month to receive an 
appointment with a primary care provider.
•	 In the public opinion survey, the most commonly cited reason 

for delays was overcrowded doctors’ offices (23%), up 13% 
from last year, followed by scheduling problems (16%), a lack 
of insurance (12%), and the need to wait for a referral (10%).

Specialist Visits
As demonstrated throughout this study, many specialties continue to show 
labor market stress. Therefore, the practicing physician, public opinion, 
and physician office surveys asked a variety of questions to gather data to 
show how long patients wait for appointments and how difficult it is to 
refer patients to specialists. The amount of time a patient must wait for an 
appointment is an indicator of difficulty accessing care, especially when the 
medical problem is serious. Shown in Table 14 are the average wait times 
required to obtain an appointment with a specialist. Note that these times 
are expressed in terms of days and are from the perspective of the physicians 
currently practicing in the 12 specialties. 
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Table 14: From Today, How Long (in Days) Would a Patient Wait for a 
Routine or Regular Office Visit?

New Patient Existing Patient

Specialty 2007 2006 2005 2007 2006 2005

Anesthesiology* 33.7 22.6 30.1 24.6 14.7 19.4
Cardiology* 24.8 28.9 21.8 19.7 20.6 12.9
Gastroenterology* 33.6 37.0 39.1 23.9 19.0 24.3
General Surgery* 8.9 12.0 9.8 8.1 7.8 6.6
Neurosurgery* 21.7 43.3 38.1 18.3 23.2 27.7
OB/GYN 40.4 25.6 35.2 29.3 20.1 25.4
Orthopedics* 18.4 20.5 23.2 10.7 12.6 11.1
Pediatrics 25.1 21.6 24.7 17.2 15.7 20.9
Psychiatry 24.2 23.2 18.8 9.6 9.1 8.3
Radiology* 7.0 10.1 5.4 6.4 9.1 8.3
Urology† 23.7 -- -- 23.0 -- --
Vascular Surgery 23.2 18.0 16.7 12.0 8.8 9.5
Total Sample 26.2 25.6 26.2 15.4 14.7 15.3

*Specialties classified as operating in critical/severe labor market conditions in at least four of the last six years

†2007 data only 

Practicing Physician Satisfaction Survey
Again, a number of different conclusions can be drawn, each depending 
on one’s detailed interest in a particular specialty, but two interesting 
generalizations can be made about these responses. 

n	 First, in 2007, for new patients there is a somewhat longer wait 
time in three specialties — anesthesiology, gastroenterology and 
OB/GYN. Two of these specialties currently operate in very 
stressed labor markets (anesthesiology and gastroenterology).

n	 Second is that in only one specialty — gastroenterology — was 
the number of wait days for new patients longer than the 
sample means for all three years. 

In order to gain a patient perspective of access to specialists, Opinion 
Dynamics Corporation included questions related to specialist visits in the 
public opinion and physician office telephone surveys.
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In the public opinion survey, respondents who visited a cardiologist, 
orthopedist, gastroenterologist, OB/GYN, or who had a colonoscopy 
or mammogram in the past three years were asked about the wait time 
between making the appointment and seeing the doctor, and whether the 
wait caused a problem. 

Table 15: Access to Specialists — Patient Perspective

Specialist/
Procedure

Visited or Had 
Procedure

Less than  
One-Week 

Wait

More than 
Two-Week 

Wait
Wait Caused 

Problem

Cardiologist 20% 31% 36% 1%
Orthopedist 28 28 32 17
GI 20 19 45 7
OB/GYN* 39 19 52 7
Colonoscopy 33   8 57 1
Mammogram* 77 14 52 3

*Asked only of women

Some important conclusions can be derived from this data:
n	 For the first time since 2003, less than half (43%) of all of the 

respondents report being able to see a doctor in a few days or 
less. Close to one-fifth (18%) say they had to wait one to two 
weeks (up from 11% a year ago), and one-quarter (25%) had to 
wait more than two weeks for the appointment. 

n	 In the past year, the number of respondents who say wait times 
are a problem in these circumstances has increased: 17% of 
respondents who have had to take care of a serious but non-life 
threatening medical problem say the wait for an appointment 
was a problem, up from 7% in the prior two surveys.

n	 In the majority of cases (64%), respondents say the wait was 
a result of the doctor not being able to see a patient sooner. In 
most other cases (23%), patients say their own schedule made 
it hard to see the doctor sooner.

Public Policy: Public Opinion Survey
For five years, the public opinion survey has gauged reactions to public 
policy actions that could be or are being undertaken to address the medical 
access issue. 
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n	 Nearly three-quarters (74%) of residents oppose higher copays 
based on insurers’ internal quality and cost ratings of physi-
cians. While we only asked one question on this topic, the 
overwhelming opposition we found indicates that this is an 
idea the public is unlikely to embrace.

n	 As we have seen in the past, a majority of the public opposes 
requiring patients to pay a larger portion of their medical costs 
through higher copays and deductibles. Over half (54%) of 
the respondents are strongly opposed the idea, while 17% are 
somewhat opposed to it. At the same time, the percentage of 
respondents who strongly oppose the idea has dropped in the 
past year, from 65% in 2006 to 54% in 2007.

n	 College graduates are less likely to be opposed to this idea than 
are people who do not have a college degree. While nearly 
two-thirds (66%) of people without a college degree strongly 
oppose the idea of requiring patients to pay a larger share of 
their medical costs, the same is true of only 44% of those with 
a college degree.

n	 Finally, respondents were asked if they are aware that a variety 
of sources began posting information regarding the quality  
and cost of care provided by medical groups and some  
individual physicians. About one-third (32%) of respondents 
responded that they are aware this information is available.

n	 Over half (54%) of the respondents say they are very or some-
what likely to use this information now that they know it is 
available, 24% are very likely, and 30% are somewhat likely.

V. Conclusions and Policy Considerations 
The Massachusetts Medical Society’s six consecutive years of data from its 
comprehensive Physician Workforce Studies again concludes that many 
specialties, including primary care, continue to demonstrate extreme stress.

The stakes are high. The success of the renowned health care 
reform effort, Chapter 58, depends in part on the existence of an ade-
quate number of physicians to care for the thousands of new people who 
will now have better access to the Commonwealth’s extraordinary health 
care resources. Without enough physicians, the promise of universal 
coverage becomes illusory.
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Some of the causes of these shortages are endemic to the region’s eco-
nomic fabric, such as high housing and energy costs. These complex issues 
are being addressed in many sectors of the community, and are beyond the 
scope of this report. But resolving some of the other causes of the shortages 
is well within the purview of the Commonwealth’s political, business, and 
health care leaders.

Focus on Physician Workforce Development
Work with stakeholders to ensure a robust physician workforce. Acute 
shortages exist in such specialties as anesthesia, cardiology, gastroenterology, 
and neurosurgery, and there is a significantly growing problem in primary 
care. While there is a need for resolution across specialties, good coordina-
tion of care through primary care is essential in order to delivery quality, 
cost-effective health care. Many groups, particularly the American College 
of Physicians and its Medical Home, propose promising new models for 
delivering health care today. These and other approaches must be examined 
and pilots implemented to determine if the ideas have merit. Without 
careful workforce planning — now — across the physician workforce  
marketplace, Massachusetts will suffer exactly when we have moved to 
increase access to care through new insurance models.

Medical Education Debt Reduction
Work with all stakeholders to ensure a robust physician workforce by 
introducing new legislation that allows for medical education debt  
reduction for those who commit to a yet-to-be-determined number of 
years of clinical practice in Massachusetts. 

Administrative Simplification
Reduce overwhelming administrative burdens, which have placed undue 
economic stress on physician practices and adversely affected timely access 
to care for patients. Policymakers must also ensure that the ongoing efforts 
to measure and report on the quality and cost of health care do not add 
to these administrative burdens.
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Full Report

Introduction
With the implementation of Chapter 58, Massachusetts’ landmark health 
care reform law, the Massachusetts Medical Society’s study of the physician 
workforce takes on an even more integral role in policymaking in the state. 
Effective July 1, 2007, residents of Massachusetts must have health insur-
ance. The inevitable increase in patient demand is occurring in the midst 
of an increasing physician shortage. Among the new specialties showing 
strain are family practice and internal medicine, two of the most important 
to providing adequate preventive care and minimizing the use of emergency 
departments. Newly insured residents may find it difficult to get timely 
appointments with physicians due to these shortages. Due to continuing 
and emerging concerns about the availability of physicians within certain 
specialties and in certain geographic areas, the Massachusetts Medical 
Society (MMS), with the help of prominent labor economists, completed 
a study that builds upon the results of the previous five years of MMS 
Physician Workforce Studies.� 

Background
“The task before those concerned about workforce issues is to educate 
policymakers about how changes in the physician workforce will affect 
cost, access, and quality, and to impress upon them that serious efforts 
to improve quality of care and reduce costs will not be effective unless 
qualified physicians are there to provide that care.”� Taking heed of this 
statement is more important than ever as Massachusetts implements 
universal health care and attempts to provide affordable insurance to 
hundreds of thousands of residents. This year’s MMS Physician Workforce 
Study and the five previous studies give cause for concern as to whether 
there are enough practicing physicians in Massachusetts to handle the 
inevitable increased demand for health services that will come with 
health care reform, an aging population, and advances in technology. 
Significant change is necessary to improve the conditions for physicians in 
Massachusetts, increase the workforce, and ensure patients have adequate 
access to high-quality, cost-effective care.  

�	 Massachusetts Medical Society. Physician Workforce Study, 2002-2005. Available at  
www.massmed.org (accessed on April 16, 2007).

�	 Grover, A. Critical care workforce: a policy perspective: Crit Care Med. 2006 Mar;34(3 Suppl):S7-11  
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Reinforcing the need for change, the 2006 MMS Physician Practice 
Environment Index� for Massachusetts and the United States has declined 
for 13 and 11 straight years respectively, reflecting a practice environment 
for physicians that continues to deteriorate. This lengthy deterioration 
is a principle cause of accelerating physician shortages in specialty and 
primary care, difficulty recruiting and retaining physicians, and reduced 
patient access to care. Further, historically, the rate of deterioration in 
Massachusetts has been 26% faster than in the United States as a whole. 
Over the 14-year period (1992 to 2006), the dominant factors explaining 
the deterioration in the Massachusetts Index have been the rising costs of 
maintaining a practice, the ratio of housing prices to physician income, and 
increases in professional liability fees.

As analysts continue to study the physician workforce in the United 
States, the paradigm of how to determine if there is a physician workforce 
shortage is shifting from a pure numerical analysis to a more compre-
hensive evaluation of the changing demographics and philosophy of new 
physicians, the practice environment, and the training provided in medical 
school.� Findings show that the United States is not training enough of its 
own physicians, as approximately 22% are foreign born and educated.� In 
2004, Richard A. Cooper, MD, a renowned health care workforce analyst, 
predicted a shortage of 200,000 physicians in the United States by the 
year 2020.� 

Studies reveal that medical students and residents are less likely to 
choose internal medicine or family practice as a specialty than past genera-
tions. Moreover, some specialties face problems attracting new physicians. 
Finally, there are an increasing number of women in the workforce who 
often work fewer hours in clinical care than their male counterparts, and 
many male physicians wish to work fewer hours than those of previous 
generations.� So, to compound matters, the amount of time physicians 
spend in patient care could decrease as more young physicians enter  
the workforce. 

While it is important to understand the career plans and work styles 
of new physicians in the workforce, the same problems that cause great 
frustration for currently practicing physicians still exist and will impact 

�	 Massachusetts Medical Society. MMS Physician Practice Environment Index Report. Available at 
www.massmed.org/mmsindex (accessed on April 16, 2007).

�	 Cooper, RA, Aiken, L. Health services delivery: reframing policies for global migration of nurses and 
physicians — a U.S. perspective. Policy Polit Nurs Pract. 2006 Aug;7(3 Suppl):66S-70S.

�	 Cooper, RA, Aiken, L. Health services delivery: reframing policies for global migration of nurses and 
physicians — a U.S. perspective. Policy Polit Nurs Pract. 2006 Aug;7(3 Suppl):66S-70S.

�	 Cooper RA. Weighing the evidence for expanding physician supply. Ann Intern Med. 2004  
Nov 2;141(9):705-14.

�	 Cooper, RA, Aiken, L. Health services delivery: reframing policies for global migration of nurses and 
physicians — a U.S. perspective. Policy Polit Nurs Pract. 2006 Aug;7(3 Suppl):66S-70S.
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the physicians of tomorrow. This year’s practicing physician survey for the 
2007 MMS Physician Workforce Study reinforced the MMS Physician 
Practice Environment Index findings that professional liability rates are 
a major factor in the deterioration of the physician practice environment. 
Interestingly, the comparable U.S. Index did not reflect this factor as a 
major problem for 2006. One explanation may be that many states passed 
tort reform legislation within the past couple of years.� Although the 
political climate in Massachusetts has made liability reform particularly 
difficult here, the MMS was able to secure a reduction in prejudgment 
interest rates in 2005, resulting in some cost reductions. Further initiatives 
are now pending at the State House.  

Tort reform is only one solution to the problem. However, profes-
sional liability rates are increasing the cost of doing business. Cost-
conscious purchasers and health plans continuously implement new ideas 
to cut health care costs and improve the quality of health care. The most 
recent trends are implementing cumbersome prior authorization processes 
for certain treatments and services, and tiering or ranking individual 
physicians based on potentially inaccurate data and flawed methodologies. 
Furthermore, purchasers are incorporating pay-for-performance programs 
as a way to potentially reduce costs while improving quality of care. All 
of these new programs require large amounts of administrative time, and 
some of them are costly. Physicians are equally concerned about quality 
and cost issues, but as the frontline providers of health care, they must first  
struggle to stay in business in an increasingly unfriendly environment, recruit  
and retain physicians to adequately serve the patient population, and deliver 
the best care possible in a highly technological and litigious environment. 

In addition to new programs and reporting requirements, physicians 
are faced with the technological evolution to electronic health records 
(EHRs), a substantial investment for any physician group, but even more 
so for a small group or solo practitioner. Because these programs and tech-
nologies are so new, one cannot be sure what consequences they will bring. 
They could initially be a burden, requiring new investments and additional 
time from an already overworked profession. Conversely, if steps are taken 
by all parties to correct critical problems such as the accuracy of data used 
in public reporting, provide resources for technological upgrades, and 
perfect quality measurements, then these changes may well improve the 
profession. Regardless, it is apparent that physicians will need to stay aware 
of this evolution and will require assistance to transition smoothly to a new 
transparent, hi-tech environment. 

�	 American Medical Association, Medical Liability Reform — NOW! A compendium of facts  
supporting medical liability reform and debunking arguments against reform. July 19, 2006.  
www.ama-assn.org/go/mlrnow
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Not surprisingly, new physicians and currently practicing physi-
cians are choosing to reduce the hassles and costs of the current practice 
environment by choosing employment with hospitals instead of opening 
their own practices. Physicians are also migrating toward larger medical 
groups. According to a recent study, “a growing number of physicians, 
both in-practice doctors and residents, are interested in becoming hospital 
employees, mostly to reduce the stress and ‘hassle factors’ inherent to pri-
vate practice.” The same study of final-year residents found that free time 
has become extremely important to young physicians. “In 1999, only 13% 
of final-year residents surveyed said that the ‘availability of free time’ was 
a cause for a significant level of concern as they considered their first prac-
tice. By contrast, in 2006, 63% of final-year residents said the ‘availability 
of free time’ was a cause for significant concern.”� 

Because of the changing dynamics of the physician workforce, as 
demonstrated in last year’s and this year’s workforce study again, new 
specialties are showing signs of strain on the labor market. Specialties such 
as family practice and internal medicine have now emerged as severe and 
critical respectively for the second year in a row, underscoring the warning 
from primary care physicians in Massachusetts and the nation that a work-
force shortage is imminent.10 

In addition to specific specialties facing shortages, Massachusetts 
faces the problem of a disproportionate supply of physicians in urban versus 
rural areas. Most hospitals and clinics are concentrated in the Boston met-
ropolitan area, and more specifically, teaching hospitals typically have less 
of a problem recruiting physicians. Although, in recent years, the physician 
recruiting firm at Merritt, Hawkins, and Associates has reported an escala-
tion in requests for help filling vacancies from larger hospitals — hospitals 
that needed less assistance in the past. Still, Western Massachusetts suffers 
from an even greater recruitment and retention problem than Boston.  

In an attempt to help alleviate the physician shortages described 
above, the American Association of Medical Colleges (AAMC) announced 
that the class size of medical school enrollees increased for the second 
consecutive year, a 2.2% increase from last year. As part of the study, the 
AAMC highlighted Boston University School of Medicine, because it  
expanded enrollment by 15% in 2006, which is the third largest enroll-
ment increase in the nation.11 While this is a good sign of movement in the  

�	 “2006 Survey of Final Year Medical Residents,” A Summary Report. Merritt, Hawkins and  
Associates. Available at www.merritthawkins.com/pdf/mha2006residentsurvey.pdf (accessed  
February 2007). 

10	 “The Impending Collapse of Primary Care Medicine and Its Implications for the State of the 
Nation’� s Health Care,” American College of Physicians; January 30, 2006. Available at 
www.acponline.org/hpp/statehc06_1.pdf (accessed February 28, 2007).

11	  U.S. Medical School Enrollment Continues to Climb. American Association of Medical Colleges. 
October 18, 2006.  
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right direction toward increasing the supply of physicians, it is only a start. 
According to Dr. Cooper, “the number of physicians per capita has pla-
teaued because the United States has added very few medical schools since 
1980 and the number of residency programs has been stable since 1995.”12  

In 2006, a group family practice and internal medicine physicians 
increased awareness of this imminent shortage of physicians in their 
specialty, and simultaneously advocated for the creation of a new model 
of family medicine — the “medical home.” Developed by the American 
Association of Family Physicians, the model includes “a personal medi-
cal home, patient-centered care, a team approach to care, elimination 
of barriers to access, advanced information systems including electronic 
health records (EHRs), redesigned, more functional offices, whole-person 
orientation, care provided in a community context, a focus on quality 
and safety, enhanced practice finance, and a defined basket of services.”13 
Their objective is to improve the quality of patient care, while at the same 
time improving the practice environment and salaries of family physicians. 
Similarly, geriatricians offered a solution to their specialty’s workforce 
shortage by recommending that medical schools teach the primary prin-
ciples of the geriatrics specialty to all students, and then those who choose 
to become geriatricians become consultants overseeing the care of the 
most complicated cases of elderly patients.14

While each year steps are taken to improve the physician workforce 
supply, it is important that we continue to examine in detail the physician 
workforce in Massachusetts and its effect on patient access to care as the 
health care environment continues to evolve. The state is in the process 
of implementing health care reform to insure hundreds of thousands of 
residents. Adequate physician supply is essential to the success of health 
care reform. Furthermore, physician workforce shortages should not be 
minimized as we move toward initiatives such as pay for performance, 
quality measurements, and other cost-control initiatives. Some of these 
programs, while intended to improve the overall health care system, 
may add administrative burden to the physician practice environment. 
Therefore, implementation of new programs, specifically Massachusetts’ 
new health care reform act, must be done with sensitivity to the current 
challenges in the physician health care environment.  

12	 Cooper RA, Aiken L. Health services delivery: reframing policies for global migration of nurses and 
physicians — a U.S. perspective. Policy Polit Nurs Pract. 2006 Aug;7(3 Suppl):66S-70S.

13	 Spann S., Task Force Report 6. Report on Financing the New Model of Family Medicine. Annals  
of Family Medicine, www.annfammed.org, Vol. 2, Supplement 3, November/December 2004. 

14	 “Despite Aging U.S. Population, Few Physicians Specialize in Treatment for the Elderly.”  
Kaiser Daily Health Policy Report. October 18, 2006.
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Methodology
With the help of prominent labor economists, the MMS completed this 
year’s study, which builds upon the results of the previous five years of 
Physician Workforce Studies. To evaluate the status of the current physi-
cian workforce, both primary and secondary research was conducted. The 
society also consulted economists James Howell, PhD, and Andrew Sum, 
PhD, in the development of the survey tools and in the analysis of the 
results. Given the large scope of the project, primary data (e.g., surveys and 
telephone polls) and secondary data (e.g., a review of existing databases and 
literature) were used to properly examine issues affecting the Massachusetts 
physician workforce. Results from each of the surveys were aggregated to 
maintain the confidentiality of the respondents. The MMS conducted the 
following primary research:

n	 A survey of a random sample of practicing physicians in  
community and hospital settings throughout Massachusetts

n	 A survey of medical staff presidents in community hospitals

n	 A survey of department chiefs in teaching hospitals

n	 A survey of medical directors of medical groups

n	 A survey of residency/fellowship program directors

n	 A telephone survey of physician offices in Massachusetts 
regarding appointment wait times

n	 A telephone survey of Massachusetts residents regarding health 
care issues including patient access to care

The response rates for each of the MMS mailed surveys are described 
in Table 1.

Table 1: Response Rate Summary

Survey Type

Number of Surveys 
Mailed (Excluding 

Returned Mail) Completed Response Rate

Practicing Physicians 7,145 1,295 18.1%
Department Chiefs  
at Teaching Hospitals

116 65 56.0

Medical Staff Presidents  
at Community Hospitals

68 35 51.5

Medical Directors  
of Medical Groups

75 15 20.0

Residency/Fellowship  
Program Directors

110 60 54.5
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Survey of Practicing Physicians
The largest component of this study was a survey mailed to 7,145 practicing 
physicians in October 2006. The survey was mailed to physicians licensed 
through the Commonwealth of Massachusetts Board of Registration 
in Medicine who have full and active licenses and a primary address in 
Massachusetts. The survey mailing included both MMS members and non-
members who were randomly selected from 15 specialties (anesthesiology, 
cardiology, emergency medicine, family practice, gastroenterology, general 
surgery, internal medicine, neurosurgery, OB/GYN, orthopedics, pediatrics, 
psychiatry, radiology, urology, and vascular surgery). Each survey was sent 
with a cover letter and a postage-paid return envelope. 

The surveys were serially numbered for a second follow-up mailing 
to non-responders, which occurred in November 2006. Returned surveys 
totaled 1,295 for a response rate of 18%. The survey asked physician 
respondents to provide information regarding the availability of physician 
supply, recruitment efforts, alteration of services, and adjustment of staffing 
due to physician vacancies, shortages in specific specialties, and/or retention. 
In addition, questions were asked to measure physician satisfaction with the 
practice of medicine in Massachusetts and the impact of professional liability 
concerns. Tracking the geographic location of responders made it possible 
to aggregate results by metropolitan statistical areas (MSA), allowing for 
statistical analysis by region. The MSA grouping methodology was based 
on the Dartmouth Atlas on Health Care methodology. In addition, the data 
was analyzed by physician age group and gender.

Survey of Medical Staff Presidents at Community Hospitals
Inasmuch as community hospitals are a critical element in the provision 
of health care services, in December 2006, a survey was also mailed to the 
medical staff presidents of 68 acute-care community hospitals throughout 
Massachusetts. Each survey was sent with a cover letter and a postage-paid 
return envelope. The surveys were serially numbered for a second follow-up 
mailing to non-responders, which occurred in January 2007. Thirty-five 
surveys were returned for a response rate of 52%. Results from the surveys 
were aggregated to maintain the confidentiality of the respondents. The 
survey asked respondents to provide information regarding the availability of 
physician supply, recruitment efforts, alteration of services, and adjustments 
to staffing due to physician vacancies, shortages in specific specialties, 
and/or retention at their facility. The questions asked were identical to the 
questions asked for the 2004, 2005, and 2006 MMS Physician Workforce 
Studies and were written to be comparable to the questions asked in the 
surveys of practicing physicians and teaching hospital department chiefs.
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Survey of Department Chiefs at Teaching Hospitals
This survey was very similar to those used for the 2002 through 2006 
MMS Physician Workforce Studies. The survey asked department chiefs 
of anesthesiology, cardiology, emergency medicine, primary care, general 
surgery, gastroenterology, neurosurgery, OB/GYN, orthopedics, pediatrics, 
psychiatry, radiology, urology, and vascular surgery at 10 teaching hospitals 
questions regarding physician full-time equivalents (FTEs) currently 
employed, FTE vacancies, new hires, and separations during the previ-
ous six months. It also asked for the department chiefs’ experience with 
the adequacy of the physician applicant pool, recruitment time to fill a 
physician vacancy, alteration of services and adjustments to staffing due 
to unfilled vacancies, and retention of existing staff physicians. A total of 
116 surveys were sent with cover letters and postage-paid return envelopes. 
Additional follow-up mailings were also sent to non-responders. Sixty-five 
surveys were returned for a response rate of 56%. Results from the surveys 
were aggregated to maintain the confidentiality of the respondents.

Survey of Residency/Fellowship Program Directors
In order to focus on the factors affecting residents’ and fellows’ location 
decisions, we surveyed residency and fellowship program directors. The 
survey mailings targeted individuals in 15 specialties at 10 teaching 
hospitals, as follows: 

n	 Specialties: Anesthesiology, cardiology, emergency medicine, 
family practice, gastroenterology, general surgery, internal 
medicine, neurosurgery, OB/GYN, orthopedics, pediatrics, 
psychiatry, radiology, urology, and vascular surgery

n	 Teaching Hospitals: Boston Medical Center, Massachusetts 
General Hospital, Brigham and Women’s Hospital, Beth  
Israel Deaconess Medical Center, Children’s Hospital,  
Baystate Medical Center, University of Massachusetts 
Memorial Medical Center, Caritas St. Elizabeth’s Medical 
Center, Lahey Clinic, and New England Medical Center

The survey asked a number of historical questions about program 
openings and applications over the previous year, as well as the number 
of trainees who stayed in or left Massachusetts between 2000 and 
2005. Residency and fellowship program directors were also asked how 
Massachusetts rated (favorably/unfavorably) with respect to professional 
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and personal factors. This survey was identical to the program director 
survey used in the 2002 through 2005 MMS Physician Workforce Studies. 
A total of 110 surveys were sent with cover letters and postage-paid return 
envelopes. Additional follow-up mailings were also sent to non-responders. 
Sixty surveys were returned for a response rate of 54.5%.

To conduct the mailings, using the American Medical Association’s 
Graduate Medical Education Directory, staff contacted each of the 
residency and fellowship programs to explain the goal of the study. The 
survey was sent in November 2006, included a cover letter, a survey for the 
program director, and a postage-paid return envelope.

Survey of Medical Directors of Medical Groups
This survey was based on questions asked of both the medical staff 
presidents at community hospitals and the department chiefs at teaching 
hospitals. The survey asked questions relevant to the recruitment, reten-
tion, separations, and vacancies of physicians within each respondent’s 
medical group. It also asked questions regarding currently employed FTEs, 
and the percentage of time spent in clinical patient care, research, teaching, 
and administration. It also asked questions regarding the need to alter 
services and adjust staffing patterns. A total of 75 surveys were sent with 
cover letters and postage-paid return envelopes (excludes returned mail). 
A follow-up mailing was conducted to all non-responders. Fifteen surveys 
were returned for a response rate of 20%. 

Telephone Survey of Massachusetts Patients — Access to Care
Opinion Dynamics Corporation completed surveys of 400 Massachusetts 
residents by telephone in April 2007. This is the fifth annual survey of its 
kind. The survey gathered information about the accessibility of health 
care services and respondents’ satisfaction with the care provided. The 
type of information obtained from respondents allowed for analysis of the 
results by region, age, and other demographic information.

Telephone Survey of Physician Offices — Access to Care
This study was conducted between February and March 2007 by Opinion 
Dynamics Corporation among physician offices in 14 Massachusetts 
counties: Barnstable, Berkshire, Bristol, Dukes, Essex, Franklin, Hampden, 
Hampshire, Middlesex, Nantucket, Norfolk, Plymouth, Suffolk, and 
Worcester. Offices were called for the purpose of scheduling a new-patient 
appointment. Non-emergency reasons were given for the appointments 
to get an idea of wait times for routine care. The non-emergency reasons 
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were unique for each specialty and were given as follows: a heart check-up 
for cardiology, chronic heartburn for gastroenterology, a new primary 
care physician for internal medicine and family practice, pain in the knee 
for orthopedic surgery, a routine or “well-woman” exam for OB/GYN, 
and a new primary care physician for family practice/general practitioner. 
Medical offices were selected randomly from the American Medical 
Association Physician Masterfile. In order to provide an adequate sampling 
of physicians, 100 offices within each of the six specialties were contacted, 
for a total of 600. A total of 1,167 contacts were made to achieve the 600 
completed calls.

Quotas were set within each county based on the county’s percentage 
of such specialists relative to the total number within the state. That is, 
if 3% of the cardiologists in Massachusetts were located in Barnstable, 
then results were taken from 3 cardiologists in Barnstable (assuming the 
n for cardiologists equaled 100). The same sample design was used for all 
specialties to ensure that contacts were evenly distributed throughout the 
physician population.

Data Entry and Analysis
All returned surveys were logged, and responses were entered into a data-
base for cleaning and categorization. The databases were imported into a 
statistical software package for analysis.

Sample Characteristics
Please see Appendix A for a detailed discussion of sample characteristics.

Snapshot of 2007 Findings — Across MMS Physician 
Workforce Study Surveys and Opinion Polls

Practicing Physicians’ Survey Responses
n	 The 2007 data again confirmed the increasing degree of stress 

in three labor markets that appeared on the critical and/or 
severe list for the first time in 2006: internal medicine, family 
practice, and psychiatry.

n	 Roughly eight out of ten (83%) physicians surveyed report 
that they find their medical careers either very rewarding or 
rewarding.
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n	 Forty-three percent (43%) of physicians responded that they 
are dissatisfied or very dissatisfied with the current practice 
environment. Only 51% of physicians, if given the choice, 
would choose to practice medicine again as a profession. 

n	 Forty-eight percent (48%) of the physicians reported being dis-
satisfied or very dissatisfied with the number of hours they are 
able to spend on patient care versus administrative tasks. 

n	 Compared to their colleagues in other states, 61% of the physi-
cian respondents rate their current income level as uncompeti-
tive or very uncompetitive. Eighty-six percent (86%) believe 
that over the next five years, their salary levels will either 
decline or remain the same.

n	 Roughly one-half (48%) of the physicians surveyed reported 
that they are altering or limiting their practice because of 
the fear of being sued. According to survey data, four  
specialties — emergency medicine, neurosurgery, OB/GYN, 
and orthopedics — report that practice has been signifi-
cantly impacted by the threat of being sued. 

n	 Eighty-three percent (83%) of physicians are maintaining or 
increasing their work hours, and almost half (47%) are dissatis-
fied or very dissatisfied with the number of hours they work 
versus their ability to pursue home life. 

n	 Thirty-seven (37%) of physicians are considering changing 
their profession due to the current practice environment. 

n	 Approximately one-quarter (24%) of physician respondents 
are planning or considering a move out of Massachusetts if the 
practice environment does not change.  

n	 Seventy percent (70%) of physician respondents are having 
difficulty filling physician vacancies and 70% said the pool of 
physician applicants is inadequate to fill their vacant positions. 

n	 Thirty-two percent (32%) of practicing physicians responded 
that physician supply problems have made it necessary to alter 
the services they provide. 

n	 Additionally, almost three-quarters (72%) of physician 
respondents indicated that their patients are having difficulty 
obtaining a timely specialty care consultation. 
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Community and Teaching Hospital Survey Responses
n	 Sixty-eight percent (68%) of teaching hospitals and 83% of 

community hospitals are currently experiencing difficulty fill-
ing physician vacancies. 

n	 Seventy-two percent (72%) of community hospitals reported 
that physician supply problems necessitated altering the provi-
sion of services, and 68% reported adjusting professional staff-
ing due to physician supply problems.

n	 Thirty-eight percent (38%) of teaching hospitals reported that 
physician supply problems necessitated altering the provision of 
services, and 45% reported adjusting professional staffing patterns. 

n	 In teaching hospitals, the highest job vacancy rates were in the 
vascular surgery, urology, neurosurgery, and OB/GYN specialties. 

Medical Directors’ Survey Responses
n	 Seventy percent (70%) of medical directors responded that 

the average amount of time required to recruit a physician has 
increased over the past three years. 

n	 Medical directors cited a median recruitment time of 11 to 12 
months, with nearly one-third claiming 18 months or longer.

n	 One-third reported the need to alter services due to physician 
supply problems. 

n	 Almost one-half (47%) of medical directors reported that phy-
sician supply problems have made it necessary to adjust staff-
ing patterns.

n	 Forty-three percent (43%) of the medical directors responded 
that retention of physicians has changed.

Residency/Fellowship Program Directors’ Responses
n	 Each year, slightly more than one-half of the residents in the 

Commonwealth pursues the next step in their medical careers 
outside Massachusetts.

n	 Residency/fellowship program directors rate salary level (7%) 
and the practice environment (17%) the least likely reasons resi-
dents plan to begin their careers in Massachusetts. Intellectual 
(85%) and research (71%) opportunities top the list of profes-
sional reasons residents plan to stay in the Commonwealth. 
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Physician Office Telephone Survey 
n	 The physician office poll showed that internal medicine 

appointments are significantly more difficult to obtain than 
they were a year ago. Just half (51%) of internists are accepting 
new patients, down from 64% in 2006 and 66% in 2005.  

n	 The average wait time among internal medicine physicians 
accepting new patients is up — to 52 days compared to 33 
days in 2006 and 47 days in 2005.  

n	 Fewer internists report accepting Medicaid — 59% now, down 
from 73% in 2006 and 79% in 2005.

n	 The average wait time for a new-patient appointment with an 
OB/GYN increased from 34 days in 2006 to 46 days in 2007.

Public Opinion Telephone Survey
n	 In 2006, 53% of those who had an appointment with a pri-

mary care physician were able to see a doctor within a week  
of contacting them — this year, just 42% were able to see a 
doctor within a week.

n	 Seventeen percent (17%) of respondents who needed care for a 
serious but non-life threatening medical problem said the wait 
for an appointment was a problem, up from 7% in the previ-
ous two surveys.

n	 Nearly three-quarters (74%) of residents oppose higher copays 
based on insurers’ internal quality and cost ratings.  

n	 Forty-one percent (41%) of Massachusetts residents reported 
that they had a medical appointment in the previous year in 
which they saw a nurse, a nurse practitioner, or a physician’s 
assistant, but not a doctor. Half (53%) of those who saw a non-
physician health care provider did so by choice, 35% because 
they couldn’t get an appointment with a medical doctor, and 
6% said they didn’t know they weren’t seeing a physician until 
they arrived for the appointment.
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The Structure of the Report
The following sections will be discussed in detail in the report:

n	 Section 1: Determination of Shortages by Specialty from the 
Survey of Practicing Physicians 

n	 Section 2: Evaluating the Issue of Physician Recruitment and 
Retention as Seen by Medical Staff Presidents in Community 
Hospitals, Department Chiefs in Teaching Hospitals, Medical 
Directors of Medical Groups, and Practicing Physicians

n	 Section 3: Analysis of the Responses to Questions about Pro-
fessional Liability Expenses

n	 Section 4: Survey Results Regarding the Opinions of Program 
Directors of Residency/Fellowship Programs

n	 Section 5: Physician Satisfaction, Attitudes toward the Profes-
sion, and Future Career Plans

n	 Section 6: Regional Disparities across the Principal Urban 
Labor Markets in Massachusetts

n	 Section 7: The Role of Gender in the Practice of Medicine in 
Massachusetts

n	 Section 8: Patient Access to Health Care 

n	 Section 9: Conclusions and Policy Considerations
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Section 1: Determination  
of Shortages by Specialty 
from the Survey of 
Practicing Physicians

1.1 — Section Methodology: Introductory Comments 
The implicit assumption underpinning all workforce studies is that labor 
markets are flexible enough to respond to dynamically changing circum-
stances and that over time, they will achieve new, stable equilibrium. For 
reasons that are becoming increasingly clear, this has not proved to be the 
case for physician labor markets in Massachusetts. 

Over the past six MMS Physician Workforce Studies, two specialties —  
anesthesiology and neurosurgery — have been classified consistently as 
operating with critical or severe labor shortages. Further, two additional 
specialties — cardiology and gastroenterology — have operated with the 
same labor market shortages in five of the past six survey years.

The point here is that a six-year time period should have been suf-
ficient to produce supply adjustments, but that is not the case.

Further, the 2007 survey results show that labor market conditions 
among five additional specialties deteriorated to the point that they are 
now a major concern: family practice, internal medicine, psychiatry,  
urology, and vascular surgery.

We have now reached the point where one-third of all practicing 
physicians have reported being forced to alter services (32%) and adjust 
their staffing patterns (33%), and over two-thirds of all community 
hospitals have been forced to alter existing services (72%) and adjust 
professional staffing patterns (68%) to satisfy patient demand. Teaching 
hospitals have not fared much better; 38% report altering services and 
45% adjusting staffing. 

In the context of this most disquieting development, one must 
recognize that rapidly rising physician practice operating costs coupled 
with constantly constrained or reduced reimbursement rates have meant 
that physician salary levels have risen less rapidly than would otherwise 
be expected in the face of widespread shortages. In short, Massachusetts 
physician labor markets have been too rigid to respond to continuing and 
growing labor shortages.

Over time, these adverse conditions have begun to weigh heavily 
on the career outlook among many practicing physicians in the state. 
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Specifically, in terms of future income growth, slightly more than one out 
of three physicians currently practicing in Massachusetts expects that five 
years from now, his or her salary level will be lower than it is presently. 
This is most disquieting as economic growth almost always results in rising 
incomes. Assuming this dynamic continues and the challenging practice 
environment persists, physician shortages can be expected to worsen.

1.2 — The Six Survey Questions
The six questions that follow were designed to measure subjectively and 
empirically the degree of stress in physician labor markets. The ques-
tions were used in all six MMS surveys, including the 2007 survey. The 
responses to these key questions are the basis for important conclusions 
drawn about labor market conditions. Responses to these questions, asked 
of practicing physicians in Massachusetts, helped determine if shortages 
existed, and if so, for which specialties.

n	 Adequacy of Physician Applicant Pool to Fill Vacant Positions
•	 Question 19: Is the current pool of physician applicants 

adequate to fill your vacant positions or expand your practice?

n	 Specialties Where Filling Existing Vacancies Is Difficult 
•	 Question 20: Are you currently experiencing difficulty in  

filling physician vacancies?

n	 Specialties Where Supply Problems Make It Necessary to Alter 
Services or Adjust Professional Staffing Patterns
•	 Question 21: Have physician supply problems made it neces-

sary for you to alter the services you provide?
•	 Question 22: Have physician supply problems made it  

necessary for you to adjust your professional staffing patterns?

n	 Specialties Where Recruitment Time and the Average Time It 
Takes to Recruit a Physician Have Increased
•	 Question 25: Over the past three years, has the amount of 

time needed to recruit physicians changed? If yes, by how 
much time (increased/decreased by number of months)?

n	 Specialties Where Staff Retention Is More Difficult
•	 Question 26: Over the past three years, has your ability to 

retain your existing staff of physicians changed? If yes, has 
retaining physicians in your practice become more difficult 
or easier?
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Each of these questions is analyzed sequentially in Section 1.3.  
In order to categorize the degree of intensity of labor market shortages  
as critical or severe, we established the following criteria: 

n	 For a physician specialty to be considered “critical” in terms of 
its labor market tightness, responses to the six key questions 
must meet the following criteria:
•	 Responses to at least two out of six questions must equal or 

exceed 50%.
•	 Responses to the remaining questions must equal or exceed 

20%.
•	 Responses to all six questions must be greater than the mean 

for each of the respective six questions for all physician special-
ties combined.

n	 For a physician specialty to be considered “severe” in terms of 
its labor market tightness, responses to the six key questions 
must meet the following criteria:
•	 Responses to one out of six questions must equal or exceed 

50%.
•	 Responses to at least five out of six questions must equal or 

exceed 20%.
•	 Responses to any three out of six questions must be greater 

than the mean for each of the respective six questions for all 
physician specialties combined.

Section 1.3 — Results Summarized as a Six-Year Trend
The results derived from the restated survey questions provide a com-
prehensive picture of the current and past conditions of physician labor 
markets in Massachusetts (see Table 2). These statistical results provide a 
comprehensive basis for differentiating important shifts across physician 
specialty labor markets. Within this context, three important conclusions 
can be made.
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Table 2: Physician Specialties Classified as Critical or Severe, 2002 to 2007†

Specialty 2007 2006 2005 2004 2003 2002

Neurosurgery Critical Severe Severe Critical Critical Severe
Anesthesiology Severe Severe Critical Severe Critical Critical
Cardiology Critical ---- Severe Severe Critical Severe
Gastroenterology Severe Severe Severe ---- Critical Severe
Radiology ---- Critical ---- Severe Critical Critical
Orthopedics ---- Severe Severe Severe Severe ----
General Surgery ---- Severe Severe Severe Severe ----
Internal Medicine Critical Critical ---- ---- ---- ----
Vascular Surgery Critical Severe ---- ---- Severe ----
Family Practice Severe Severe ---- ---- ---- ----
Psychiatry Severe Severe ---- ---- ---- ----
Urology Severe * * * * *
Emergency Medicine ---- Severe ---- ---- ---- Severe
OB/GYN ---- ---- ---- ---- ---- ----
Pediatrics ---- ---- ---- ---- ---- ----

	 *2007 data only
	 †For detailed data on how specialties answered the six key questions that categorize them as critical or 

severe, see Table 4.

Four specialties have consistently faced critical and/or severe labor 
market conditions over the past six survey years. A review of the data 
shown in Table 2 shows that four specialties satisfy these criteria:

n	 Neurosurgery

n	 Anesthesiology

n	 Cardiology

n	 Gastroenterology

For two of these specialties — neurosurgery and anesthesiology —  
labor market conditions have been classified as critical or severe for all  
six years. The labor market conditions for the other two specialties —  
cardiology and gastroenterology — have been classified as such in five of  
the past six years. Clearly, labor markets for these four specialties were 
stressed when the first survey was undertaken six years ago, and they have 
remained so over subsequent survey years.

This historical perspective is important, not only because it provides 
considerable insight into the dynamics operating in physician labor markets 
over time, but also because it provides a meaningful context for judging 
the 2006–2007 survey results.
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The second conclusion concerns physician labor market developments 
over the past two years. As the survey data show in Table 2, labor markets 
for a much larger cluster of specialties have clearly deteriorated. Note that 
for the past two years, the following four specialties have satisfied the 
criteria for critical and/or severe conditions:

n	 Internal medicine

n	 Vascular surgery

n	 Family practice 

n	 Psychiatry

A fifth specialty — urology — meets the criteria for severe labor mar-
ket stress for 2007. This specialty was first introduced in the 2007 survey.

 At this point, it may be helpful to single out those specialties catego-
rized as critical or severe in 2007. 

Table 3: Specialties Categorized as Critical or Severe, 2007
Specialty 2007

Anesthesiology* Severe
Cardiology* Critical
Family Practice Severe
Gastroenterology* Severe
Internal Medicine Critical
Neurosurgery* Critical
Psychiatry Severe
Urology Severe
Vascular Surgery Critical

	 *The specialties originally identified as facing critical or severe labor market conditions based on the 
historical methodology outlined above and displayed in Table 4

The final comment concerns the shifts in physician labor market 
dynamics over the six survey years. Three specialties — internal medicine, 
family practice, and psychiatry — appeared on the critical and/or severe 
list for the first time in 2006. The 2007 data again confirmed the higher 
degree of stress in these labor markets. This points to a shift among these 
three specialties from nearly normal labor market behavior over the period 
from 2002 to 2005 to considerably stressed in 2006 and 2007.

Further indicating a swing to much tighter labor market conditions 
in 2007, internal medicine remained categorized as critical. In addition, 
vascular surgery shifted from severe in 2006 to critical in 2007, and cardi-
ology re-emerged as critical in 2007. This provides considerable insight into 
the contemporary behavior of physician labor markets in Massachusetts. 
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Specifically, a six-year timeframe is sufficiently long that we would expect 
to see at least some physician supply improvement in response to the strong 
labor market demand that consistently emerges from our surveys. Said 
slightly differently, since the initial survey in 2002 credibly established 
strong, unmet demand for physicians in six specialties, four of those con-
tinue to operate in critical and/or severe conditions five years later. 

Labor markets have continued to deteriorate over time with virtually 
no supply-side response. The two exceptions are OB/GYN and pediatrics —  
two specialties that seem to be operating in labor markets that function 
quite independently of the other thirteen.

To conclude at this point, physician specialty labor markets in 
Massachusetts — at the least for the nine specialties noted in Table 3 —  
seem to operate in a state of disequilibrium where significant demand for 
physicians goes unmet. Based on our experience in analyzing studies of the 
behavior of other labor markets, this is most uncharacteristic. This leads us 
to conclude that unless Massachusetts labor markets become more flexible 
and respond, this supply-demand gap will continue for some time to come. 
Given the outlook for increasing patient demand for medical care, this is  
a most troubling conclusion.

For a more detailed clarification of the 2007 labor market severity, 
see Table 4.
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Table 4: Specialties Facing Critical or Severe Occupational Shortages in the Last Six Years

20
07

  
In

a
d

e
q

u
a

t
e 

Po
o

l 
o

f 
P

h
y

si
c

ia
n

s

20
02

–2
00

6 
  

A
v

e
r

a
g

e

20
07

  
C

h
a

n
g

e 
in

 R
e

c
r

u
it

m
e

n
t
  

T
im

e

20
02

–2
00

6 
 

A
v

e
r

a
g

e

20
07

  
C

h
a

n
g

e 
in

 R
e

t
e

n
t

io
n

20
02

–2
00

6 
 

A
v

e
r

a
g

e

20
07

 S
ig

n
if

ic
a

n
t
  

D
iff

i
c

u
lt

y 
Fi

l
l

in
g

 
Va

c
a

n
c

ie
s

20
02

–2
00

6 
 

A
v

e
r

a
g

e

20
07

  
A

lt
e

r
e

d
 S

e
r

v
ic

e
s

20
02

–2
00

6 
 

A
v

e
r

a
g

e

20
07

  
A

d
ju

st
e

d
 S

t
a

ff
in

g

20
02

–2
00

6 
 

A
v

e
r

a
g

e

Specialties Designated as Critical or Severe in All Six Years

Anesthesiology 58.5% 71.3% 60.5% 47.6% 48.0% 39.5% 26.9% 36.3% 33.3% 38.9% 64.2% 61.0%
Neurosurgery 77.8% 63.3% 80.0% 47.8% 57.1% 28.6% 66.7% 51.8% 41.2% 47.3% 38.9% 47.7%
Specialties Designated as Critical or Severe in Five of Six or Four of Six Years

Cardiology 61.4% 53.9% 78.6% 51.7% 61.8% 25.3% 37.8% 36.2% 39.0% 28.9% 45.2% 37.4%
Gastroenterology 52.6% 64.0% 55.6% 54.1% 33.3% 17.3% 31.0% 49.2% 28.6% 40.7% 25.0% 36.0%
General Surgery 54.0% 43.4% 46.7% 41.9% 45.8% 29.9% 24.0% 28.4% 23.3% 24.3% 24.1% 29.2%
Orthopedics 51.5% 56.0% 43.1% 48.8% 22.2% 23.9% 28.1% 37.8% 28.3% 34.6% 25.0% 36.1%
Radiology 66.7% 76.1% 25.0% 58.7% 11.1% 28.6% 12.5% 46.6% 37.5% 29.6% 75.0% 62.5%
Specialties Designated as Critical or Severe in at Least One Year

Emergency 
Medicine 29.1% 38.2% 42.1% 26.8% 34.7% 24.1% 12.0% 15.8% 16.7% 21.5% 35.2% 34.4%

Family Practice 58.6% 38.5% 62.5% 24.8% 54.7% 21.2% 35.4% 20.6% 34.7% 26.1% 26.8% 23.5%
Internal 
Medicine 63.7% 45.6% 61.8% 40.1% 48.2% 25.4% 34.1% 26.7% 36.5% 29.2% 36.6% 30.1%

Psychiatry 33.9% 31.0% 52.6% 38.9% 51.7% 27.1% 34.7% 23.5% 38.6% 32.5% 29.9% 30.8%
Urology* 81.8%     -- 90.0%     -- 50.0%     -- 40.0%     -- 20.0%     -- 20.0%     --
Vascular Surgery 86.7% 55.5% 91.7% 40.9% 85.7% 18.2% 71.4% 24.7% 50.0% 17.3% 71.4% 26.7%
Specialties Not Designated as Critical or Severe in One Year

OB/GYN 48.4% 31.3% 47.7% 31.6% 28.0% 23.2% 24.4% 20.6% 34.9% 21.1% 36.1% 26.0%
Pediatrics 22.9% 19.1% 35.6% 16.6% 20.7% 12.3% 8.0% 7.1% 17.8% 14.6% 15.4% 14.3%
Sample Mean 49.7% 43.6% 55.1% 39.0% 42.2% 24.9% 28.9% 27.0% 31.7% 27.8% 32.6% 32.4%

	 *2007 data only
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Section 2: Evaluating 
the Issue of Physician 
Recruitment and Retention 
as Seen by Medical Staff 
Presidents in Community 
Hospitals, Department 
Chiefs in Teaching 
Hospitals, Medical 
Directors of Medical 
Groups, and Practicing 
Physicians

In this section of the study, the issues surrounding physician recruitment 
and retention are analyzed on the basis of findings from the four primary 
survey sources: practicing physicians, community hospitals, medical 
groups, and teaching hospitals. The detailed analyses contained in this 
section constitute an important element of the overall MMS Physician 
Workforce Study. They address the adequacy of physician labor markets in 
terms of their ability to fill existing vacancies and difficulties experienced 
with regard to physician retention. The potential adverse consequences of 
physician shortages on the provision of patient services are also assessed.  
A summary of the key conclusions follows.

n	 First, all six workforce studies have demonstrated very clearly 
that community hospitals are in a class of their own when 
it comes to serious difficulty recruiting physicians from the 
existing labor pool. Approximately eight out of ten community 
hospitals reported that they had problems filling physician 
vacancies in order to maintain medical staff levels to provide 
adequate patient care (see Chart 1).

n	 Second, although physician recruitment among practicing phy-
sicians has remained essentially unchanged over all six studies, 
the mean survey response rate is 13 months to recruit and fill 
each vacancy. Statistical variances suggest that it could take up 
to 23 months — a length of time that is potentially disruptive 
to meeting patient needs. Five specialties can be singled out 
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as experiencing the longest recruitment times: neurosurgery, 
urology, vascular surgery, gastroenterology, and orthopedics 
(see Table 7).

n	 Finally, community hospitals continue to experience a rapidly 
rising adverse impact from physician shortages, especially in 
2007. During the period from 2003 to 2006, approximately 
one-half of the community hospitals responded that it was nec-
essary to adjust their service delivery patterns to meet patient 
demand. The 2007 survey shows that this ratio jumped to 
more than two-thirds of community hospitals — unquestion-
ably, a most disquieting development (see Chart 4).

2.1 — The Adequacy of the Physician Applicant Pool 
and the Degree of Difficulty to Recruit
In the more detailed comments that follow, the analytical basis for the 
three important conclusions described above will be elaborated. First are 
the issues of the adequacy of the existing physician labor supply to fill 
vacancies and the degree of difficulty recruiting physicians. The results of 
the questions asked regarding these first two issues are analyzed below and 
displayed in Charts 1 and 2.

Before commenting specifically on the details contained in these 
charts, it should be noted that we have plotted only the percent of respon-
dents who indicated that the current pool of physicians is inadequate and 
the percentage of respondents who indicated that they are experiencing 
difficulty recruiting replacement physicians. Two important conclusions 
are abundantly clear; specifically:

n	 First are the perceptions about the adequacy of the applicant 
pool to fill vacancies. Over the five years of MMS Physi-
cian Workforce Studies, community hospitals seem to be in a 
class of their own when it comes to being able to compete for 
physicians from the existing labor market supply.  While there 
has been some improvement in the perception of the appli-
cant pool in 2007, the difficulties experienced by community 
hospital presidents trying to fill existing physician vacancies 
border on crisis level when compared to the experiences among 
practicing physicians and teaching hospital department chiefs. 

n	 Second is the degree of difficulty filling existing vacancies. 
Again, the survey data plotted in Charts 1 and 2 provide 
additional empirical support for the important conclusion that 
though community hospitals have improved, they are in a class 
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of their own and must deal with greater difficulty filling physi-
cian vacancies than practicing physicians and teaching hospi-
tals, which have very slightly but consistently improved.

Chart 1: Percent Reporting that Current Pool of Applicants Is 
Inadequate to Fill Vacant Positions or Expand Practice

Chart 2: Percent Responding that They Are Currently Experiencing 
Difficulties Filling Physician Vacancies

There is some concern that medical staff presidents at community 
hospitals and practicing physicians follow a similar trend in responding to 
difficulty filling physician vacancies. It will be helpful to comment on the 
specialties singled out by community hospital medical staff presidents as 
being in shortage. The list of 15 specialties is displayed in Table 5.
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Table 5: Specialties in Shortage in Community Hospitals

Percent of Community Hospitals Identifying Specialty 
Shortages at Their Hospitals

Specialty 2007 2003–2006

Internal Medicine 54 40
General Surgery 49 28
Family Practice 43 29
Orthopedics 40 33
Neurosurgery 37 40
Psychiatry 34 27
Radiology 34 26
Anesthesiology 31 35
OB/GYN 31 25
Cardiology 29 27
Gastroenterology 26 32
Urology* 20 --
Emergency Medicine 14 9
Pediatrics 14 5
Vascular Surgery 9 20
Sample Mean 30 27

	 *2007 data only

A number of conclusions can be derived from these ratios depending 
on one’s specific interest in a single specialty, but two general conclusions 
seem most relevant to interpreting the survey results. First is that over the 
first four MMS surveys, among community hospitals, only five specialties 
were reportedly experiencing recruitment shortages in excess of 30%. 
Second is that the 2007 data show that the number of specialties singled 
out as experiencing shortages in excess of 30% rose to nine.  

2.2 — The Amount of Time Required to Recruit  
a Physician
In this discussion, the responses to a cluster of three specific questions 
concerning the time required to recruit a physician across the 15 specialties 
are analyzed, but before we begin, it will be helpful to establish the broad 
parameters concerning recruitment among practicing physicians, teaching 
hospitals, and community hospitals. The key data are shown in Table 6.
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Table 6: Over the Past Three Years, Has the Amount of Time Needed to 
Recruit Physicians Changed? If Yes, Has Recruiting Physicians to Your 
Practice Increased?

2007 
Yes, Amount 
of  Time Has 

Changed

2003–2006 
Mean 

Yes, Amount 
of Time Has 

Changed 

2007
Percent 

Reporting  
an Increase

2003–2006
Percent 

Reporting 
an Increase

Teaching Hospital 
Department Chiefs 48 57 78 96

Community Hospital 
Staff Presidents 88 89 83 97

Practicing Physicians 55 56 97 98

These responses provide additional insight into the physician recruit-
ment issues among community hospitals vis-à-vis practicing physicians 
and teaching hospitals. These data seem to describe a slightly different 
situation, possibly one that is somewhat less grim than our commentary 
above. Note specifically that a higher ratio of community hospital staff 
presidents report that recruitment challenges have changed over the past 
three years, but all three agree that recruitment has become more difficult. 
More details on the complex dimensions of physician labor markets will be 
presented in the subsequent analysis.

In terms of community hospitals, the sample data, while more than 
adequate for aggregated comparisons, was insufficient for disaggregated 
analysis on a specialty-by-specialty basis. Further, when reviewing the 
time series data displayed in some of the following tables, it will be noted 
that there is a certain amount of discontinuity in the amount of historical 
data available. This reflects the dynamically evolving nature of the survey 
questionnaire.

We can now turn our attention to the first question in this cluster. 
Shown in Table 7 are the responses to a question concerning the amount of 
time to recruit among practicing physicians.
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Table 7: Time Required for Recruitment among Practicing Physicians
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Anesthesiology 10.4 10.8 6.8 9.9 5.4 11 6.4 10.7 5.4 9.6 5.8 10.6 6
Cardiology 13.7 16 7.3 10.3 6 12.1 5.6 15.9 12 14.4 8.6 12.7 9.2
Emergency Medicine 8.4 6.5 4.1 9.9 9.9 8.6 7.6 8.6 6.9 8.4 5.4 8.6 5.6
Family Practice 12.4 14.3 10 13.6 9.5 11.5 7.3 12.7 8 10.1 6.8 11.7 10
Gastroenterology 18.9 17.9 11.8 17.4 10 20 13.4 19.9 10.3 19.1 12 22.3 13.2
General Surgery 15.4 17.4 11 14.1 7.4 15.8 10.2 16.1 10.6 13.7 8.5 12.8 6.5
Internal Medicine 12.3 11.4 7.7 12.7 8 12 9.6 12.8 8.9 12.5 12.1 10.3 6.9
Neurosurgery 25.9 26.3 14.7 18.7 11.6 27.9 15.2 29.9 22.4 26.5 17.8 22.9 16.7
OB/GYN 13.2 14.1 7.9 14 10.5 14.1 10.7 12.3 7.3 11.7 7.9 12.8 9.4
Orthopedics 19.7 22 12.7 19 12.7 21.1 13.1 18.9 10.5 17.4 10.7 14.6 9
Pediatrics 9.3 8.7 6.2 10.3 10.9 8.9 6.7 9.9 8.8 8.8 6.1 7.8 4.8
Psychiatry 10.5 9.3 7.5 10.2 6.2 10.7 8.9 10.6 8.8 11.9 12.7 11.1 7.7
Radiology 13.6 11.2 4.6 13.8 8.2 14.2 7.3 15.2 9.5 13.5 8.1 14.9 9.3
Urology* 21.7 21.7 9.7 -- -- -- -- -- -- -- -- -- --
Vascular Surgery 16.5 19.3 11.7 13.3 8.5 18.2 8 20 12.4 11.8 7.7 17 15.4
Sample Mean 12.9 13.1 9.6 12.8 9.2 12.8 9.9 13.3 9.7 12.4 9.6 11.9 8.7

	 *2007 data only

These data from the MMS Survey of Practicing Physicians provide 
support for three important conclusions:

n	 First is that there is a rather amazing consistency in terms of the 
aggregate sample means and their respective standard deviations 
across the five annual MMS surveys. To translate this into spe-
cifics, this means that physician recruitment, on average, takes 
approximately 13 months, but variations for individual physician  
recruitment could take as few as 4 months or as long as 22 months.

n	 Second is that it is extremely easy to identify those specialties 
where recruitment times are the greatest. Consistently over the five 
previous practicing physician surveys, the following four specialties 
can be singled out as experiencing the longest recruitment times 
among practicing physicians: gastroenterology, neurosurgery, 
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	 orthopedics, and vascular surgery. A fifth specialty — urology —  
is also a clear candidate for inclusion in this list, even though 
this specialty was introduced into the 2007 survey for the first 
time. For three of these specialties — gastroenterology, neuro-
surgery, and orthopedics — this conclusion is not surprising, 
because they have consistently been categorized as operating in 
critical or severe labor market conditions over most of the past 
six survey years (see Table 2, page 54).

n	 Third, it is interesting to note that only a single specialty —  
emergency medicine — reported the number of months in the 
single digit range every year.

Taken together, the second and third conclusions provide consider-
able insight into the extremes in which physician labor markets in 
Massachusetts operate. But make no mistake about these conclusions; 
whenever recruitment time is a year or longer, a certain amount of addi-
tional burden is placed on the physician’s practice.

We may broaden the analysis by comparing the recruitment times for 
practicing physicians and those for department chiefs in teaching hospitals. 
The relevant data are shown in Table 8. These data cover only three survey 
years, and the responses from practicing physicians are the same as those 
shown in Table 7.
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Table 8: Time Required for Physician Recruitment among Practicing Physicians and Teaching Hospital 
Department Chiefs

2007 2006 2005

Specialty

Practicing 
Physicians, 

Mean in 
Months

Teaching 
Hospital 

Department 
Chiefs, Mean in 

Months

Practicing 
Physicians, 

Mean in 
Months

Teaching 
Hospital 

Department 
Chiefs, Mean in 

Months

Practicing 
Physicians, 

Mean in 
Months

Teaching 
Hospital 

Department 
Chiefs, Mean in 

Months

Anesthesiology 10.8 7.5 9.9 8.8 11.0 8.0
Cardiology 16.0 11.0 10.3 12.5 12.1 7.8
Emergency 
Medicine 6.5 6.0 9.9 14.7 8.6 5.3

Family Practice 14.3 7.0 13.6 12.0 11.5 5.7
Gastroenterology 17.9 5.5 17.4 11.0 20.0 16.7
General Surgery 17.4 9.2 14.1 11.0 15.8 7.5
Internal Medicine 11.4 9.8 12.7 15.8 12.0 7.5
Neurosurgery 26.3 16.0 18.7 9.0 27.9 22.7
OB/GYN 14.1 7.2 14.0 14.8 14.1 10.5
Orthopedics 22.0 8.0 19.0 23.8 21.1 15.0
Pediatrics 8.7 27.0 10.3 15.6 8.9 14.4
Psychiatry 9.3 9.7 10.2 14.8 10.7 6.6
Radiology 11.2 9.0 13.8 17.8 14.2 7.2
Urology* 21.7 14.3 -- -- -- --
Vascular Surgery 19.3 11.0 13.3 5.5 18.2 11.5
Sample Mean 13.1 9.7 12.8 13.8 12.8 10.9

	 *2007 data only

Quite obviously, these comparative data provide additional insight into the complex variations in recruitment 
times by specialty and between practicing physicians and teaching hospitals. The most obvious conclusion is, of 
course, the much shorter mean monthly recruitment times among those specialties that can be most effectively 
practiced in a teaching hospital setting. These include gastroenterology, general surgery, neurosurgery, OB/GYN, 
orthopedics, urology, and vascular surgery.

We can conclude this discussion by broadening the analysis to include the responses to survey questions 
about whether the amount of time required to recruit has increased. Teaching hospitals’ and practicing physicians’ 
responses to this question are shown in Table 9.
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Table 9: Over the Past Three Years, Has the Average Amount of Time Required to Recruit Physicians Changed?
2007 2006

Specialty

Practicing 
Physicians 

Responding 
Yes

Percent 
Reporting 

an 
Increase

Teaching 
Hospital 

Department 
Chiefs 

Responding Yes

Percent 
Reporting 

an 
Increase

Practicing 
Physicians 

Responding 
Yes

Percent 
Reporting 

an 
Increase

Teaching 
Hospital 

Department 
Chiefs 

Responding Yes

Percent 
Reporting 

an 
Increase

Anesthesiology 61% 95% 17% 0% 58% 92% 33% 50%
Cardiology 79 100 67 100 56 100 67 100
Emergency 
Medicine 42 82 20 100 52 100 67 75

Family Practice 63 100 100 100 51 100 0 0
Gastroenterology 56 100 50 100 56 100 0 0
General Surgery 47 100 20 100 53 100 33 100
Internal Medicine 62 98 75 100 63 99 50 100
Neurosurgery 80 88 100 100 56 100 67 100
OB/GYN 48 100 40 100 50 100 60 100
Orthopedics 43 95 33 100 79 100 40 67
Pediatrics 36 93 50 100 26 95 60 100
Psychiatry 53 97 50 100 61 100 67 100
Radiology 25 100 100 100 68 100 50 75
Urology* 90 89 50 100 -- -- -- --
Vascular Surgery 92 100 50 100 67 100 100 100
Sample Mean 55% 97% 48% 97% 56% 99% 53% 89%

	 *2007 data only

While there are a number of different conclusions that may be 
derived from these data sets, we will limit our remarks to the 2007 survey 
results. The responses are by themselves most interesting, especially when 
judged in the context of the nine specialties singled out as facing the most 
critical or severe shortages confronting the health care system in 2007  
(see Table 3, page 55). The comments cited below tell us a great deal about 
variations in recruitment issues between practicing physicians and teaching 
hospitals. 

n	 First, note that with regard to the amount of time to recruit for 
10 specialties, the ratios among practicing physicians are higher 
than among the department chiefs in teaching hospitals. The 
higher levels of responses are also found in 7 specialties that 
reported higher levels of recruitment time in the previous year. 
Without doubt, these time disparities represent the competitive 
structure of labor markets between new hires among practicing 
physicians and teaching hospitals (see Table 9). 
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n	 Second, note that among the remaining three specialties,  
in two — family practice and internal medicine — shortages 
most usually occur in the practicing physician setting and not 
in teaching hospitals due to the limited use of primary care 
specialties in teaching hospitals. In terms of the third specialty, 
psychiatry, physicians in this specialty seem to be exceedingly 
difficult to recruit in both labor markets.

2.3 — Issues Surrounding Physician Retention
In this section, we will address the issues of physician retention. Before we 
examine the details by specialty, the key statistical parameters need to be 
established. These are shown in Table 10.

Table 10: Over the Past Three Years, Has Your Ability to Retain Your 
Existing Staff of Physicians Changed? If Yes, Has Retaining Physicians 
in Your Practice Become More Difficult?

2007 
Retention  

Has 
Changed

2003–2006 
Mean 

Retention  
Has 

Changed

2007 
Become 
More 

Difficult

2003–2006 
Mean

Become 
More 

Difficult

Teaching Hospital 
Department Chiefs 48% 51% 93% 93%

Community Hospital 
Staff Presidents 66 72 92 98

Practicing Physicians 42 52 98 98

There is considerable parallelism between these responses on the issue 
of physician retention and those shown in Table 6 concerning physician 
recruitment. To be more specific, in both cases, the responses to the ques-
tion about changes in labor market conditions in community hospitals 
are much higher than those for teaching hospital department chiefs and 
practicing physicians, but all three agree that physician retention and 
recruitment have become much more difficult. Together, this parallelism 
provides a most interesting dimension to the contemporary dynamics of 
existing physician labor markets in Massachusetts. 

To expand the survey results on the issue of retention, the 2006 and 
2007 survey data shown in Table 11 are also interesting because there is 
near unanimity of opinion that physician retention has become more dif-
ficult. With only few exceptions, these are the views of both community 
hospitals and teaching hospitals across all physician specialties.
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Table 11: Over the Past Three Years, Has Your Ability to Retain Your Staff of Physicians Changed?  
If Yes, Has it Become Easier or More Difficult? (Practicing Physicians and Teaching Hospitals)

2007 2006

Specialty

Practicing 
Physicians 
Changed

Percent 
More 

Difficult

Teaching 
Hospital 

Department 
Chiefs 

Changed

Percent 
More 

Difficult

Practicing 
Physicians 
Changed

Percent 
More 

Difficult

Teaching 
Hospital 

Department 
Chiefs 

Changed

Percent 
More 

Difficult

Anesthesiology 48% 96% 33% 100% 67% 94% 50% 67%

Cardiology 62 100 67 100 38 100 67 100
Emergency 
Medicine 35 94 40 100 64 96 33 50

Family Practice 55 98 100 100 38 100 100 100
Gastroenterology 33 100 25 100 24 100 0 0
General Surgery 46 100 20 100 45 100 33 100
Internal 
Medicine 48 97 33 100 45 98 50 100

Neurosurgery 57 100 100 67 37 100 100 100
OB/GYN 28 100 75 100 33 100 60 100
Orthopedics 22 100 50 100 36 100 20 100
Pediatrics 21 96 50 100 25 94 40 100
Psychiatry 52 98 33 50 52 100 83 80
Radiology 11 0 60 100 49 100 50 75
Urology* 50 100 50 100 -- -- -- --
Vascular Surgery 86 100 50 100 57 100 25 100
Sample Mean 42% 98% 48% 93% 43% 98% 49% 88%

	 *2007 data only

We may now turn the discussion to the final element in this section; 
namely, the impact of tight physician labor markets on the provision of 
health care services.

2.4 — Sources of New Physician Hires in 
Massachusetts Teaching Hospitals
The questionnaire used in conducting the 2006 survey of department 
chiefs in Massachusetts teaching hospitals collected information on the 
number of new hires by physician specialty over the previous six months 
and the sources of those new hires. Respondents to the survey were asked 
to report the number of new hires that graduated from U.S. medical 
schools and the number of international medical graduates (IMGs). 
Estimates of the number of new hires and the institutional sources of  
the new hires are displayed in Tables 12 and 13.
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Table 12: Number and Source of New Physician Hires by Departments in 
Teaching Hospitals, 2006 — U.S. Medical Graduates versus IMGs

Type of Hires
Mean Number of Hires 

per Institution Total Number of Hires

All New Hires 4.02 237
U.S. Medical Graduates 3.18 188
IMGs 0.84 49
IMGs as % of New Hires -- 20.7

Data on new hires were provided by 59 respondents to the MMS 
Survey of Teaching Hospital Department Chiefs. A total of 237 new hires 
were made between March and August 2006. Of these new hires, 49 or 
nearly 21% were IMGs. Reliance on IMGs to meet the staffing needs of 
teaching hospitals has been rising somewhat over the past two years. In the 
2005 survey of department chiefs, only 19% of the new hires were IMGs.15

Table 13: Number of IMG Hires as a Percent of New Hires by Physician 
Specialty, 2006

Type of Hires New IMG Hires All New Hires
IMGs as Percent  

of New Hires

Anesthesiology 7 26 26.9

Cardiology 0 7 0.0
Emergency Medicine 3 15 20.0
Family Practice 1 15 6.7
Gastroenterology 1 4 25.0
General Surgery 0 14 0.0
Internal Medicine 7 40 17.5
Neurosurgery 0 3 0.0
OB/GYN 4 23 17.4
Orthopedics 0 15 0.0
Pediatrics 11 16 68.8
Psychiatry 5 26 19.2
Radiology 10 25 40.0
Urology 0 3 0.0
Vascular Surgery 0 1 0.0

Reliance on IMGs to meet physician staffing needs varied quite 
considerably by physician specialty. Among the 15 specialties for which hire 
data were requested, there were no new hires over the past six months in 
six of the specialties, including cardiology, general surgery, and urology. Of 
the 9 specialties in which some new hiring had occurred, IMGs accounted 

15	 See Massachusetts Medical Society, Physician Workforce Study, June 2006, p. 65.
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for 25% or more of the hires in anesthesiology, gastroenterology, pediatrics, 
and radiology. In the prior year, IMGs accounted for an above share of new 
hires in three of these same physician specialties (all but gastroenterology). 
Difficulties filling vacancies have led some hospitals and departments 
to expand the range of their recruitment activities to graduates of inter-
national medical schools. These findings raise serious questions about 
Massachusetts’ ability to compete for new graduates of medical schools 
across the United Sates.

2.5 — Physician Shortages as an Underlying Cause 
for Altering Services and/or Adjusting Professional 
Staffing Patterns
This analysis is one of the most important sections in the MMS Physician 
Workforce Study. To be very specific, it is one thing to establish that 
physician labor markets in Massachusetts are under severe stress and that 
shortages in a number of critical specialties are very troublesome, but it is 
clearly another to link these shortages to the real world provision of medi-
cal care.

In this section, we will analyze the responses to two specific questions 
about whether physician shortages have necessitated the alteration of medi-
cal services and/or have caused adjustments in staffing patterns among 
practicing physicians, teaching hospitals, and community hospitals.

In regard to the first issue — that is, the impact of physician short-
ages on the provision of medical services — the survey responses are 
displayed in Chart 3. In regard to the second, the responses are shown  
in Chart 4.
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Chart 3: Percent Responding that Physician Supply Problems Have 
Necessitated Altering the Provision of Services

Interpretation of the responses to these important questions is fairly 
straightforward; specifically:

n	 Community hospitals have experienced a rapidly rising adverse 
impact from physician shortages over the past two years.  

n	 The percent of practicing physicians and teaching hospitals 
forced to alter services — while somewhat lower than the 
percent of community hospitals — must still be judged as 
disturbingly high.

These two findings point out rather clearly the pervasive impact of 
physician shortages on the Massachusetts hospital system.

At this point, we can summarize the principal conclusions of this 
analysis. The survey responses shown in these two charts vividly dramatize 
the serious consequences that the current physician shortages have had 
on the ability of these organizations to effectively provide patient services. 
This point goes to the very core of the issue with which the Massachusetts 
health care system is currently confronted.
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Chart 4: Percent Responding that Physician Supply Problems Have 
Necessitated Adjustment in Staffing Patterns

Survey of Medical Directors at Medical Groups
For the 2007 MMS Physician Workforce Study, a new survey with a series 
of parallel questions was addressed to medical directors currently providing  
leadership in physician practices. While the sample responses were some-
what limited,16 it is nonetheless believed that medical directors are in a 
unique position to provide a more comprehensive view of the local labor 
market conditions in which they operate beyond the views provided by 
the individual physician.

A series of five survey questions are relevant to the discussion of the 
effect of current physician shortages on efficiently maintaining patient ser-
vices, the adverse impact on professional staffing practices, and the reten-
tion of existing staff. Interestingly, responses from the medical directors 
closely match the responses from the practicing physicians. The relevant 
responses to these questions are displayed in the bullets that follow.

n	 One-third (33%) of the medical directors and 32% of the prac-
ticing physicians indicated that problems with physician supply 
have necessitated altering services.

n	 Almost one-half (47%) of medical directors and one-third 
(33%) of the practicing physicians reported that physician sup-
ply problems have made it necessary to adjust staffing patterns.

n	 Over forty percent of the medical directors (43%) and practicing  
physicians (42%) responded that retention of physicians has 
changed. Unfortunately, retaining physicians has become more 

16	 Virtually all of the survey responses were from single specialty medical groups (64%) and the balance 
were from multi-specialty medical groups. The mean number of physicians employed in the single 
specialty firms was 7, and the mean number of physicians employed in multi-specialty firms was 27.
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difficult for all of the medical directors (100%) and almost all 
of the practicing physicians (98%) who responded.

Additionally, medical directors were asked to identify physician 
specialties where there are specific shortages in their own communities. 
The specialties most frequently cited are listed in Table 14.

Table 14: Medical Director Responses — Specialties Identified as Being 
in Shortage 

Specialty

Percent

(N=15)

Internal Medicine 60
Neurosurgery 40
Family Practice 27
Dermatology 27
Gastroenterology 20
Urology 20
General Surgery 13
Psychiatry 13
Vascular Surgery 13
Endocrinology 13
Anesthesiology 7
Emergency Medicine 7
OB/GYN 7
Orthopedic Surgery 7
Pediatrics 7
Radiology 7
Otolaryngology 7
Rheumatology 7
Maternal/Family Medicine 7

Clearly, these additional comments, albeit based on a limited sample, 
provide additional and valuable insight into the dynamics of physician 
labor markets in Massachusetts.
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2.6 — Job Vacancy Rates by Physician Specialty for 
Physicians in Teaching Hospitals 
One method used by labor market analysts to identify the existence of 
occupational shortages and surpluses involves using data on job vacancies 
and unemployment in specific occupations.17 The comparative degree of 
labor shortages/surpluses is measured by the ratio of the estimated number 
of job vacancies to the estimated number of unemployed workers in a given 
occupation. Vacancies well in excess of the number of unemployed imply 
the existence of an occupational shortage.

Beginning in 2005, the MMS Survey of Department Chiefs in 
Teaching Hospitals included a set of questions on the number of job 
vacancies in selected physician specialties.18 This year, respondents to  
the survey were asked to identify the number of vacancies in a given  
physician specialty at the end of August 2006. Only job vacancies  
for which the hospital was making active efforts to recruit were to  
be reported.

Of the 63 surveys completed by department chiefs, 56 provided 
data on both full-time equivalent employment and job vacancies.19 The 
distribution of these 56 responses by the number of job vacancies at the 
end of August 2006 is displayed in Table 15. Approximately one-fourth of 
the survey respondents reported no available job openings, another 46% 
reported only one to two job vacancies, and close to 10% reported seven or 
more job openings. The mean number of job vacancies in the 56 depart-
ments was 2.86.

17	 For a review of the alternative uses of job vacancy data, see Andrew Sum, “Issues Related to the 
Purposes, Collection, Analysis, and Interpretation of Job Vacancy Data,” Paper Prepared for A U.S. 
Bureau of Labor Statistics Conference on Job Vacancy Statistics, Washington, D.C., 1978.

18	 For a review of job vacancy rates in 2005 by physician specialty in teaching hospitals, see  
Massachusetts Medical Society, Physician Workforce Study, Waltham, Massachusetts, June 2006.

19	 These were 65 surveys returned by department chiefs in teaching hospitals for which employment data 
were provided. Only 58 of these 65 surveys also provided data on the number of job vacancies in their 
departments. Our vacancy rate estimates apply only to those 58 responses for which both employment 
and job vacancy data were available.
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Table 15: Distribution of Teaching Hospital Departments by Reported 
Number of Job Vacancies at the Time of the 2006 Survey (N=56)

Number of Job Vacancies in 
Department

Number of Responses 
with Such a Number 

of Vacancies
Percent of Total 

Responses

0 13 23.2
1–2 26 46.4
3–4 6 10.7
5–6 6 10.7
7–9 1 1.8
10 or More 4 7.1
Mean Number of Job Vacancies 2.86

By multiplying the mean number of job vacancies in these 56 
departments by the number of responding departments, we can obtain an 
estimate of the total number of physician vacancies: 160. Given the total 
full-time equivalent employment of 1,823 physicians in these departments, 
the 160 job vacancies yield an overall job vacancy rate of 8.1%. This job 
vacancy rate is nearly two percentage points higher than that prevailing in 
August 2006 (a vacancy rate of 6.3%).

Table 16: Estimated Number of Physician Vacancies and Full-Time 
Equivalent Employment Levels in Responding Massachusetts  
Teaching Hospitals, 2006 

Total Vacancies in Reporting Departments 160
Full-Time Equivalent Employment  
of Physicians in These Departments

1,823

Vacancy Rate (V ÷ V + E) 8.1%

The 8% job vacancy rate for selected physician specialties in teaching 
hospitals can be put in perspective by comparing it with both the overall 
job vacancy rate in Massachusetts during the second quarter of 2006 and 
the job vacancy rates in selected major industries and occupations. The 
findings of the 2006 job vacancy survey conducted by the Massachusetts 
Department of Workforce Development yielded an overall job vacancy 
rate of 3%.20 During the second quarter of 2006, job vacancy rates in 
Massachusetts varied quite widely across both major industry and occupa-
tional groups. Across industries of the state, job vacancy rates ranged from 
lows of .7% in utilities and 1.3% in public administration to highs of 4.4% 
in health care industries and 4.7% in accommodation and food services.  
 

20	  See Massachusetts Department of Workforce Development, Massachusetts Job Vacancy Survey:  
Hiring Trends by Industry and Occupation, Second Quarter 2006, Boston, 2007.
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The state’s health care industries were characterized by the highest and 
second highest job vacancy rates over the past two years (2005 and 2006). 
Across twenty-two major occupational groups, job vacancy rates in the 
second quarter of 2006 ranged from lows of 1.2 to 1.8% in legal, office, 
construction, and production occupations to highs of 4.4 to 4.5% in health 
care practitioner and technical occupations and health care support occu-
pations and 5.9% in life and physical science occupations.21 For more  
specialized occupational groups (e.g., medical scientists, chemical 
engineers, nursing instructors, etc.) there were 15 occupations that had a 
vacancy rate of 8.0% or higher. Thus, the 8.3% job vacancy rate for the 
15 physician specialties covered by the 2006 MMS Survey of Department 
Chiefs would rank among the very highest in the state.22

The survey covered 15 different physician specialties including cardi-
ology, internal medicine, neurosurgery, OB/GYN, and radiology. For each 
of the 15 specialties, we analyzed data on full-time equivalent employment 
and job vacancies to estimate job vacancy rates (see Table 16). Job vacancy 
rates for the 15 physician specialties varied quite considerably, ranging from 
lows of 3.5% in emergency medicine and 5.2 to 5.3% in family practice 
and gastroenterology to highs of 16 to 19% in neurosurgery, urology, and 
vascular surgery. It should be noted that employment levels for responding 
hospitals in these latter three occupations were quite low. High vacancy 
rates were not accompanied by a high absolute number of job vacancies. 
The anesthesiology, internal medicine, and OB/GYN occupations were 
characterized by the largest number of job openings, and the latter two 
of these three specialties also had very high job vacancy rates of 11.2 and 
12.4% respectively.

21	 See Massachusetts Department of Workforce Development, op. cit., “Table 5: Statewide Job Vacancies 
by Major Occupational Group.”

22	 Medical scientists, respiratory therapists, and nursing instructors had vacancy rates above those of  
all 15 physician specialties combined in the second quarter of 2006.
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Table 17: Estimates of Full-Time Equivalent Employment,  
Job Vacancies, and Vacancy Rates by Physician Specialty in 
Massachusetts Teaching Hospitals

Specialty Employment Vacancies Job Vacancy Rate

Vascular Surgery 17 4 19.0
Urology 18 4 18.2
Neurosurgery 21 4 16.0
OB/GYN 191 27 12.4
Pediatrics 120 16 11.8
Internal Medicine 151 19 11.2
General Surgery 68 7 9.3
Orthopedics 65 6 8.5
Radiology 241 19 7.3
Cardiology 90 7 7.2
Anesthesiology 285 20 6.6
Psychiatry 47 3 6.0
Gastroenterology 90 5 5.3
Family Practice 200 11 5.2
Emergency Medicine 219 8 3.5
Total 1,823 160 8.1

Chart 5: The Six Physician Specialties with the Highest Job Vacancy Rates 
in 2006

The four physician specialties with the highest job vacancy rates in 
2005 and in 2006 are listed in Table 18. In the 2006 survey, the highest 
vacancy rates were in the vascular surgery, urology, neurosurgery, and 
OB/GYN specialties. The urology field was not covered in the 2005 job 
vacancy survey. Of the other three specialties making the top-four list in 
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2006, two of them (neurosurgery and vascular survey) also were among the 
four highest in 2005. The job vacancy rate reported for OB/GYN was con-
siderably higher in the 2006 survey than it was in the 2005 survey (12.4% 
vs. 4.5%), indicating a growing shortage in this physician specialty in the 
state’s teaching hospitals.

Table 18: Comparing the Four Physician Specialties with the Highest Job 
Vacancy Rates in 2005 and 2006

2005 Survey 2006 Survey

Orthopedics Vascular Surgery
Internal Medicine Urology

Neurosurgery Neurosurgery
Vascular Surgery OB/GYN

	

2.7 — Job Vacancies Reported by Medical Directors
The 2006 surveys of the physician workforce in Massachuse3tts included 
a survey of the medical directors of medical groups across the state. Fifteen 
surveys were completed by medical directors. The questionnaires for this 
group also included a set of questions on full-time equivalent employment 
and job vacancies for all physicians in their respective medical groups. The 
total number of FTE physicians in these 15 medical groups combined was 
604 and the number of job vacancies was estimated at 63, yielding a job 
vacancy rate of 9.5% (see Table 19). This job vacancy rate is more than one 
full percentage point higher than the job vacancy rate for the 15 physician 
specialties in the state’s teaching hospitals. 

Table 19: Estimates of Full-Time Physician Employment, Job Vacancies, 
and Job Vacancy Rates from the Survey of Medical Directors (N=15)
Variable Value

Estimated Full-Time Equivalent Employment 604
Job Vacancies 63
Job Vacancy Rate 9.5%

Medical directors were asked to provide information on new hires, sepa-
rations, and vacancies for the three specialties accounting for the largest num-
ber of physicians in their medical groups; however, they were not asked to 
provide data on the exact number of physicians employed in these specialties. 
Thus, we cannot estimate vacancy rates for these individual specialties. We 
can, however, compare the amount of new hiring activity with the reported 
number of vacancies to identify difficulties filling available job openings.
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In Table 20, we list the three physician specialties citied most often 
by medical directors as accounting for the greatest number of FTEs. In 
2007, the three most frequently cited specialties were internal medicine, 
pediatrics, and family medicine. For each specialty listed, the medical 
directors identified the number of new hires and separations over the 
past six months as well as the number of vacancies. For all specialties and 
selected physician specialties listed on the survey form, we calculated the 
number of new hires and vacancies and the ratio of vacancies to new hires. 
The findings are presented in Table 21. For all specialties combined, there 
were twice as many existing vacancies as new hires in the past 6 months. 
For internal medicine job slots, there were 2.3 times as many vacancies as 
new hires over the past 6 months. These results suggest a considerably long 
lag time between posting a vacancy and being able to fill it. When asked 
how long it takes to recruit a physician for their organizations, the medical 
directors cited a median recruitment time of 11 to 12 months, with nearly 
one-third claiming 18 months or longer. Seventy percent (70%) responded 
that the average amount of time needed to recruit a physician had increased 
over the past 3 years. Long lag times in recruitment would be expected to 
have adverse effects on the timeliness of the delivery of health care services 
in these institutions.

Table 20: The Physician Specialties Cited Most Often by Medical Directors 
as Accounting for the Largest Number of Physicians in Their Group

Specialty Times Cited

Internal Medicine 9
Pediatrics 5
Family Medicine 5

	  

Table 21: New Hires and Vacancies in the Physician Specialties Cited by 
Medical Directors as Accounting for the Largest Number of Physicians

Specialty New Hires Vacancies
Vacancies/ 
New Hires

All 26 51 2.0
Internal Medicine 16 37 2.3
Pediatrics/Family Medicine/
OB/GYN 9 12 1.3
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Section 3: Analysis of the 
Responses to Questions 
about Professional Liability 
Expenses

During the 12-year period ending in 2006, professional liability expenses 
in Massachusetts increased 127%, only slightly less than the 138% increase 
nationally.23 Without question, rate increases of this magnitude should be 
taken very seriously, because they adversely impact the physician’s direct 
cost of maintaining a practice. Over time, increases at this rate will finan-
cially weaken even the strongest physician’s practice. 

While these generalizations are entirely valid, they are nonetheless 
generalizations based on data for 15 very different specialties with signifi-
cant variations in risk. In order to develop a more complete understanding 
of the scope and impact of professional liability expenses on a physician’s 
practice, one must establish just how pervasive they are within each spe-
cialty and how steep the increases have been over time.

But before we address these important issues in detail, the results of 
the analysis in this section can be summarized as follows:

n	 First, over the six MMS Physician Workforce Studies, between 
one-quarter (24%) and 30% of the physicians surveyed 
reported that increases in liability fees exceeded 15% of their 
total operating costs. This is not only troublesome — it is also 
extremely financially severe (see Chart 6).

n	 Second, in the 2007 study, roughly one-half of the physicians 
surveyed report that they are altering or limiting their practices 
because of the fear of being sued. Four specialties — emergency  
medicine, neurosurgery, OB/GYN, and orthopedics — report 
that their practices have been significantly impacted by the 
threat of being sued.

n	 Finally, in 2007, among five specialties — OB/GYN, neurology,  
urology, general surgery, and orthopedics — significantly 
high ratios of those surveyed indicated that high professional 
liability rates are pushing them to make a career change. Note 
also that these are the very same specialties with high ratios 
of respondents who are dissatisfied with the Massachusetts 

23	 Massachusetts Medical Society, Physician Practice Environment Index Report, 2006. Available at 
www.massmed.org/index (accessed June 21, 2007).
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practice environment and are currently contemplating a career 
move outside of Massachusetts.

With regard to the twin issues of just how pervasive and sharp the 
rates of increase in professional liability fees are among the various special-
ties, the relevant survey data are displayed in Table 22.

Table 22: How Have Your Professional Liability Rates Changed over the 
Past Year?

Specialty

Percentage of 
Respondents with Rate 

Increases
Average Percent Rate 

Increase

Urology 82 18
Emergency Medicine 78 29
Neurosurgery 74 37
OB/GYN 69 38
Orthopedics 61 26
General Surgery 59 34
Cardiology 58 15
Family Practice 58 15
Internal Medicine 54 36
Psychiatry 52 25
Pediatrics 49 16
Gastroenterology 48 16
Anesthesiology 38 20
Vascular Surgery 33 14
Radiology 20 N/A
Sample Mean 56 27

Aside from the fact that large percentages of the 15 specialties 
reported professional liability rate increases, one important conclusion can 
be derived from these data. For the sample as a whole, the average 2006 
rate increase amounted to 27%, but also note that there are significant 
variations in the magnitude of these increases across the 15 specialties. The 
average rate increase provides us with some insight into potentially wide 
ranges of premiums charged by the various professional liability insurance 
carriers. The average rates of increase among five specialties —  
OB/GYN, neurosurgery, internal medicine, general surgery, and emer-
gency medicine — were greater than the sample mean.

Another way to look at the impact of professional liability expenses 
on physicians is to reorganize the survey data into a frequency distribution 
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showing the percent liability expenses account for in physicians’ total oper-
ating costs. First, the data will be presented for the entire sample; the data 
will then be disaggregated by physician specialty.

Chart 6: What Percent of Your Total Operating Costs Do Professional 
Liability Rates Represent?
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These responses provide support for an important conclusion con-
cerning the characteristics of the aggregate sample. Across the five study 
years, between one-quarter and 30% of the physicians surveyed reported 
that increases in liability fees exceeded 15% of their total operating 
expenses. This is not only troublesome — it is also financially severe.  
Based on conversations with physicians, the 15% figure was established  
as a threshold point at which operating profitability could be called  
into question.

A final way to statistically identify the specific specialties that expe-
rienced significant increases in their professional liability costs is to single 
out those for which liability expenses accounted for more than 15% of total 
operating costs. This statistical measure provides us with an important 
financial parameter in addition to those specialties where strong rate 
increases per se have already been noted. These data are shown in Table 23.



83

Table 23: Physician Practices with Professional Liability Costs that 
Exceed 15 Percent of Total Operating Costs

Specialty 2007 2003–2006 Mean

Neurosurgery 100% 61%
OB/GYN 71 76
General Surgery 54 54
Emergency Medicine 43 24
Orthopedics 37 36
Radiology 33 22
Vascular Surgery 33 47
Anesthesiology 27 21
Pediatrics 19 9
Psychiatry 17 21
Urology 17 --
Cardiology 15 8
Family Practice 15 14
Internal Medicine 14 14
Gastroenterology 0 13
Sample Mean 27% 26%

These ratios fit logically into the pattern shown in Table 23; namely, 
there are three specialties for which professional liability fees strongly 
impact the profitability of physicians’ practices. These are neurosurgery, 
OB/GYN, and general surgery.

The final two statistical dimensions in this section on the adverse 
impacts of high professional liability expenses on the physician practice 
focus on whether the premiums have caused physicians to limit the scope 
of practice or forced practice changes because of the fear of being sued. The 
detailed responses to these two questions are shown in Tables 24 and 25.
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Table 24: Altering or Limiting the Scope of Practice Due to Rising 
Professional Liability Rates and the Fear of Being Sued

Have Professional Liability 
Rates Caused You to Limit the 

Scope of Your Practice?

Have You Altered or Limited 
Your Practice Because of the 

Fear of Being Sued?

Specialty

Yes 
2007

Mean 
2004–2006

Yes

2007
Mean 

2004–2006

Anesthesiology 6% 7% 35% 40%
Cardiology 7 11 48 34
Emergency  
Medicine 8 10 69 61

Family Practice 24 24 51 49
Gastroenterology 11 18 35 60
General Surgery 33 32 59 56
Internal Medicine 7 10 46 47
Neurosurgery 53 36 63 61
OB/GYN 40 36 74 61
Orthopedics 26 50 60 62
Pediatrics 7 10 39 38
Psychiatry 8 8 37 40
Radiology 13 19 50 52
Urology* 9 -- 46 --
Vascular Surgery 7 21 40 40
Sample Mean 14% 17% 48% 48%

*2007 data only

There are a number of conclusions these disaggregated responses  
support, but two seem most important:

n	 First is that for most specialties, professional liability expenses 
do not seem to have caused physicians to limit the scope of 
their practice, but the fear of a suit does play a significant role 
among approximately one-half of the physician respondents, 
especially in emergency medicine, family practice, general 
surgery, neurosurgery, OB/GYN, orthopedics, and radiology.

n	 Second is to note specifically the four specialties in which par-
ticularly high ratios of physicians have reported across the four 
MMS surveys that the threat of a suit has forced them to alter 
or limit their practices (see Table 24). Not surprisingly, these 
four are also cited above: emergency medicine, neurosurgery, 
OB/GYN, and orthopedics.
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We will conclude this analysis of the impact of professional liability 
expenses on the physician practice with what must be considered the ulti-
mate question: have professional liability insurance costs influenced physi-
cians’ decisions to make a career change? The responses to this question are 
shown in Table 25.

Table 25: Have Professional Liability Insurance Costs Influenced Your 
Decision to Make a Career Change?

Percent that Answered Yes

Specialty 2007 2003–2006 Mean

OB/GYN 58 56
Neurosurgery 50 43
Urology* 36 --
General Surgery 31 34
Orthopedics 26 33
Family Practice 16 12
Vascular Surgery 13 33
Cardiology 11 11
Emergency Medicine 11 23
Gastroenterology 11 21
Internal Medicine 10 15
Anesthesiology 7 13
Psychiatry 6 7
Pediatrics 4 7
Radiology 0 18
Sample Mean 14 20
*2007 data only

The very high response ratios for five specialties — OB/GYN, neuro
surgery, urology, general surgery, and orthopedics — are of special note. In 
the 2007 survey, the response rates among these five specialties were also 
the highest among all survey respondents in terms of dissatisfaction with 
the Massachusetts practice environment (see Table 32, page 93) and in 
terms of seeking a career change because of the harsh practice environment 
(see Table 34, page 99). It should also be noted that two of these special-
ties — neurosurgery and general surgery — had high responsse ratios for 
the number of physicians currently contemplating a career move outside of 
Massachusetts (see Table 34, page 99).

To say the very least, this discussion points to the empirical reality 
that physician attitudes toward their practice environment, the desire for  
a career change, and professional liability fees are all interlaced to produce 
a dynamic that is adversely impacting physicians’ effectiveness.
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Section 4: Survey Results 
Regarding the Opinions 
of Program Directors 
of Residency/Fellowship 
Programs

In 2007, medical school program directors were asked to respond to four 
specific questions regarding their residents. We begin our analysis in this 
section with the responses of program directors concerning the percentage 
of their residents and fellows who left Massachusetts.

One of the root causes of the physician shortage in Massachusetts 
derives from the unusually large ratio of residents and fellows who leave 
upon completion of their training. The data shown in Table 26 provide 
support for this generalization.24

Table 26: Program Directors’ Responses Regarding the Percentage  
of Residents/Fellows that Left Massachusetts

Academic Year
Percentage of Residents/Fellows that  

Left Massachusetts

1998–1999 54
1999–2000 58
2000–2001 59
2001–2002 55
2002–2003 52
2003–2004 52
2004–2005 51

Slightly more than one-half of residents and fellows pursue the next 
step in their medical careers outside Massachusetts. While the aggregate 
ratios show modest variations over time, it should be noted that during the 
2004–2005 academic year, there were 4,780 residents in Massachusetts-
based programs.25 Since 51% pursued their careers elsewhere, this translates 
into an out-migration of over 2,438 residents. Given the continued tight-
ness in the Commonwealth’s physician labor market, this is a trend that 
 

24	 Data were not collected over the past two years; these responses are reported to provide historical 
background.

25	 State-Level Data for Accredited Graduate Medical Education Programs in the US, Aggregate 
Statistics on All Resident Physicians Actively Enrolled in Graduate Medical Education During 2004–
2005, Massachusetts — Table 1. Total Number of Resident Physicians and Program Year 1 Resident 
Physicians in ACGME-Accredited and Combined Specialty GME Programs During 2004–2005.
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must ultimately be monitored — especially in the wake of an increased 
demand for patient services.

The five preceding MMS Physician Workforce Studies have also 
included a detailed set of questions to determine the professional and 
personal factors program directors believe play a critical role in the deci-
sion-making process of their residents and fellows to either stay or leave 
Massachusetts. The results are shown in Tables 27 and 28 and will be 
presented in detail in subsequent analysis.  

The dominant factors that affect residents’ and fellows’ decisions 
regarding where to practice are summarized in Table 29. The data dis-
played in these tables provide important insight into program directors’ 
assessments of the opinions and attitudes of their residents and fellows. For 
analytical purposes, we are most interested in differentiating the views for 
those who are favorably inclined to stay in Massachusetts from those who 
plan to seek practice opportunities outside the state.

Table 27: Percentage of Program Directors Rating the Practice 
Environment and Salary Levels Favorable for Residents/Fellows Who 
Plan to Work in Massachusetts (2002–2005, 2007 Survey Data*)
Survey Year Practice Environment Salary Level

2002 20% 5%
2003 14 3
2004 15 7
2005 27 5
2007 17 7

	 *Data not available for 2006

Table 28: Percentage of Program Directors Rating the Research and 
Clinical Opportunities Favorable for Residents/Fellows that Plan to 
Work in Massachusetts (2002–2005, 2007 Survey Data*)
Survey Year Research Opportunities Clinical Opportunities

2002 79% 37%
2003 85 35
2004 73 41
2005 70 48
2007 71 46

	 *Data not available for 2006

The data displayed in Table 27 show very clearly that two of the 
dominant factors pushing young residents and fellows out of Massachusetts 
are the unfavorable practice environment and the uncompetitive salary 
levels. On the positive side, the research opportunities in Massachusetts 
clearly are perceived as a major factor keeping physicians in Massachusetts.  
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Without question, the attitudes of the residents and fellows are 
important. Indeed, they must be taken seriously, because they are most 
likely discussed with their counterparts throughout the country, thus 
potentially prejudicing early career physicians — as well as established 
physicians — about the less-than-attractive practice environment in 
Massachusetts. The long-term impact of these circumstances is very clear; 
specifically, it is most unlikely that an adequate number of physicians will 
be drawn to Massachusetts to meet the growing demand for medical care.

We can conclude this section by presenting the complete set of data 
concerning seven professional factors and nine personal factors that impact 
the Massachusetts-trained resident and/or fellow’s decision to pursue a 
career here. These are shown in Table 29.

Table 29: 2007 Survey Results Regarding Factors that Affect Residents’  
and Fellows’ Choice of Location, as Seen by Program Directors

 Professional Factors
Massachusetts   

Favorable
Massachusetts 

Neutral
Massachusetts  
Unfavorable

Research Opportunities 71% 27% 2%
Clinical Opportunities 46 32 22
Intellectual Opportunities 85 15 0
On-Call Schedule/Work Hours 17 74 9
Diverse Patient Demographics 34 64 2
Practice Environment 17 28 55
Strength of Peer Group 71 26 3
 
Personal Factors

Salary Level 7% 20% 73%
Salary Arrangement 5 32 63
Cost of Living 1 7 92
Housing Costs 1 7 92
Tax Environment in Massachusetts 1 47 52
Proximity to Extended Family 47 49 4
Local Amenities 63 35 2
Geographic Location 66 34 0
Community Issues 52 38 10
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Section 5: Physician 
Satisfaction, Attitudes 
toward the Profession,  
and Future Career Plans

Attitudes among Massachusetts physicians about their professional careers 
and their opinions about the professional nature of their respective work 
situations are important factors that affect the workforce and the provi-
sion of quality patient care. It is in this context that the MMS Physician 
Workforce Study has always included in its surveys a series of questions 
about what has grown to be considered “physician satisfaction.”

In one sense, the work environment for physicians is not much differ-
ent from that of any other highly trained professional. There will always be 
the stress and strains of work. They are an integral element in any highly 
demanding work situation. In another sense, the work environment for the 
physician is quite different.  After all, physicians are the frontline providers 
for the population’s health and wellness.  It is here that all of us have grown 
to expect physicians to work at the highest level of professionalism in spite 
of whatever occupational adversities may be in their path. 

For many years, there has been considerable discussion that the physi-
cian practice environment in Massachusetts has deteriorated. With the 
creation of the MMS Physician Practice Environment Index26 in 2002, the 
extent of this deterioration, as well as the factors contributing to it, have 
been empirically documented. Specifically, in each of the past 13 years, 
the Massachusetts practice environment has deteriorated. Further, the rate 
of deterioration in Massachusetts has been 26% faster than in the United 
States as a whole. Historically, the dominant factors explaining the deterio-
ration in the Massachusetts Index have been the rising costs of maintaining 
a practice, the ratio of housing prices to physician income, and increases 
in professional liability fees.

 
 

26	 The Massachusetts Medical Society (MMS) Physician Practice Environment Index Report is a statisti-
cal indicator of nine selected factors that impact the delivery of patient care in Massachusetts and the 
United States. The indicators are as follows: 1) applications to medical schools, 2) percent of physicians 
over 55 years of age, 3) median physician income levels, 4) ratio of median housing prices to median 
physician income, 5) mean number of hours spent on patient care activities, 6) physician cost of doing 
business, 7) number of visits per emergency department, 8) change in average malpractice rates, and 
9) number of advertisements for physician employment in the New England Journal of Medicine. 
Source: Massachusetts Medical Society, Physician Practice Environment Index, 2007. Available at 
www.massmed.org/mmsindex (accessed June 21, 2007).
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The following provide a meaningful context in which to judge the 
responses to 12 specific questions concerning physician attitudes toward 
their profession.

Inasmuch as the questions in the 2007 Physician Workforce Study 
are generally consistent with those asked in the preceding MMS studies, 
their results provide the opportunity to judge clearly the extent to which 
Massachusetts physicians’ attitudes may have changed over time as the 
physician practice environment continues to worsen.

As one reviews the detailed analysis of the survey responses, one con-
clusion seems to be unmistakably clear: physician opinions and attitudes 
regarding the practice environment have remained relatively uniform over 
time, as related below:

n	 First, the aggregate sample data over all six MMS Physician 
Workforce Studies provide support for the conclusion that 
Massachusetts physicians remain committed to medicine, even 
in the face of a harsh practice environment. Roughly eight out 
of ten physicians surveyed reported that they find their medi-
cal careers either very rewarding or rewarding (see Chart 7).

n	 Second, twenty-five to forty percent (25 to 40%) of physicians 
responded that they are very satisfied or satisfied with the prac-
tice environment, but when disaggregated by specialty, there 
are sharp variances. Specifically, in the 2007 survey data,  
9 of the 15 specialties expressed much higher levels of dis-
satisfaction with the practice environment than the overall 
sample, while only 3 specialties had dissatisfaction ratios well 
below the mean.  

n	 Third, while approximately three-quarters (76%) of the physi-
cians surveyed indicated that they plan to continue to practice 
in Massachusetts, we must attach considerable importance 
to the fact that one out of four physicians indicated that they 
are contemplating making a career change or leaving the state 
if the practice environment does not improve. These survey 
results imply that 5,873 physicians are on the brink of leaving 
the state or the practice of medicine altogether. 

n	 Fourth, a careful review of the disaggregated data over the past 
four years shows that four specialties — general surgery,  
OB/GYN, orthopedics, and neurosurgery — have high ratios 
of physicians who are either contemplating out-of-state moves 
or career changes. An additional four specialties also have 
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relatively high ratios of responses in 2007 indicating that many 
of them seem to be on the edge in terms of ending their cur-
rent careers in Massachusetts; these are emergency medicine, 
family practice, urology, and vascular surgery.

n	 Finally, again this year, the survey data confirm that uncom-
petitive salary levels and low salary expectations five years into 
the future are a fundamental issue with the physician labor 
market problems now confronting Massachusetts. Specifically, 
the 2003 to 2007 survey data show that two-thirds to three-
quarters of physicians believe that their current salary levels are 
very uncompetitive or uncompetitive for their specialty vis-à-
vis other states, and 86% believe that over the next five years, 
their salary levels will either decline or remain the same.

5.1 — Physician Attitudes toward the Practice of 
Medicine
In the context of a deteriorating practice environment, it is critical to 
determine statistically the extent to which the deterioration has adversely 
impacted physician attitudes. Chart 7 provides specific time series data on 
the attitudes of Massachusetts physicians toward their profession. 

Chart 7: Rating Medicine as a Profession

These survey results leave no doubt that the vast majority of physi-
cians continues to consider medicine a very rewarding or rewarding profes-
sion. Furthermore, the consistency of this finding shows little variation 
across the four age groups shown in Table 30.  
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Table 30: Satisfaction with the Profession of Medicine,  
Disaggregated by Age Group

Very Rewarding/Rewarding

2007 Survey Data 2002–2006 Survey Mean

>60 Years of Age 87% 84%
50–59 Years of Age 81 82
40–49 Years of Age 81 80
<40 Years of Age 87 82
Sample 83% 82%
	  
5.2 — Physician Attitudes toward the Practice 
Environment and Career Plans
In this section, we will analyze a number of the critical dimensions of the 
practice environment and their effect on physicians. In a most interesting 
way, the complex impact of the practice environment on physician attitudes 
is encapsulated in the responses displayed in Chart 8 and in Table 31.

Chart 8: Satisfaction with the Current Practice Environment
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These aggregated sample data show that over the past six years, there 
has been a shift among Massachusetts physicians toward becoming less 
dissatisfied with the existing practice environment. On the surface, this 
conclusion is important, if for no other reason than that it seems to counter 
many of the survey responses cited elsewhere in this and earlier surveys, 
but in the disaggregated analysis that follows, it will become apparent that 
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this conclusion does not convey the complete picture. But first, the survey 
results displayed in Chart 8 are presented for the four age groups.

In Table 31, it is readily apparent that the mean dissatisfaction levels 
for the four age groups for both years are closely clustered around their 
respective sample means. 

Table 31: Satisfaction with the Current Practice Environment, 
Disaggregated by Age Group

Very Dissatisfied/Dissatisfied

Age Group 2007 2006

>60 Years of Age 42% 45%
50–59 Years of Age 50 47
40–49 Years of Age 44 44
<40 Years of Age 34 28
Sample 43% 42%

Additional insight into these conclusions can be gained when the 
response data are further disaggregated by physician specialty. The relevant 
data are displayed in Table 32.

Table 32: Satisfaction with the Current Practice Environment, 
Disaggregated by Specialty

Percent within Specialties that Were Dissatisfied  
or Very Dissatisfied

Specialty 2007 2006

Vascular Surgery 67 44
Urology* 55 --
Neurosurgery 53 46
OB/GYN 49 59
Orthopedics 48 45
Psychiatry 48 47
Family Practice 47 40
General Surgery 45 48
Internal Medicine 45 45
Anesthesiology 43 28
Cardiology 41 33
Emergency Medicine 41 49
Gastroenterology 32 63
Pediatrics 30 27
Radiology	 30 30
Sample Mean 43 42
*2007 data only
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The data disaggregated by physician specialty broaden our under-
standing about the conclusions derived on the basis of the declines in the 
dissatisfaction ratios discussed above. More specifically, the generalizations 
made on the basis of the data contained in Chart 8 are, to be sure, statisti-
cally accurate, but one must keep in mind that they are means derived 
from highly aggregated sample data. A much more complete perspective 
can be gleaned from a careful review of the responses disaggregated by spe-
cialty, as shown in Table 32. Note specifically that there are significant dif-
ferences between the highest and lowest dissatisfaction ratios by specialty. 
The lowest response rate in 2007 is for radiology and pediatrics (at 30%), 
while the highest is for vascular surgery (67%). The range of statistical dis-
parity in the 2006 survey results is equally great. These extremes strongly 
affect the statistical means displayed in Chart 8.

We will now begin to consider other important findings derived from 
the study in order to paint a complete picture of physician labor markets 
in Massachusetts.  

Chart 9: Considering the Current Practice Environment, Would You 
Choose Medicine as a Profession Again?
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In Chart 9, it is most interesting to note that even in the face of what 
is widely acknowledged as a deteriorating practice environment, the physi-
cian respondents are divided as to whether they would choose a medical 
career if given the opportunity to start over. There are many different ways 
to interpret these survey data, but one way to look at them is that roughly 
one-half of the physicians now practicing in Massachusetts feel that, if 
given the chance, they would either not choose a medical career or are not 
sure they made the right career choice.
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Additional insight into these responses can be gained by disaggregat-
ing the 2006–2007 survey data by specialty.

Table 33: Considering the Current Practice Environment, Would You 
Choose Medicine as a Profession Again? (Disaggregated by Specialty)

Percent within Specialties that Responded No

Specialty 2007 2006

General Surgery 27 25
Internal Medicine 24 20
Family Practice 23 24
Emergency Medicine 21 26
Neurosurgery 21 20
Psychiatry 21 21
Orthopedics 20 27
Cardiology 19 19
OB/GYN 17 28
Anesthesiology 16 14
Gastroenterology 16 27
Pediatrics 13 16
Radiology 11 19
Urology* 36 --
Vascular Surgery 7 44
Sample Mean 21 21

	 *Specialty added in 2007

The 2006 and 2007 response rates are interesting in that most are 
tightly clustered around the mean. Because of this distribution, interpreta-
tion of these survey results is straightforward; namely, there is a significant 
percentage concentrated between 16 and 25% of physicians currently 
practicing in Massachusetts who, irrespective of their specialties, would not 
choose medicine as a career if they had a second chance. The unusually 
high negative response rate for urology must be recognized as symptomatic 
of a specialty that is now operating under considerable labor market stress. 
The responses for urology are not a complete surprise. Signs of stress in this 
specialty’s workforce were precisely the reason the specialty was added to 
the study this year. The sharp decline between 2006 and 2007 in vascular 
surgery reflects sampling or response rate variations in the two-year period.
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Chart 10: Are You Planning to Move out of Massachusetts to Practice 
Medicine Because of the Current Practice Environment?
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Quite encouragingly, these responses provide strong support for the 
conclusion that roughly three-quarters of those surveyed plan to continue 
to practice in the Commonwealth. This positive conclusion seems to hold 
relatively firm over time and even in the face of what we believe is strong 
empirical evidence — as opposed to physician attitudes — that the practice 
environment has continued to deteriorate over the past 13 years.27  

Without elaboration, we must not overlook the remaining quarter 
who responded that they are contemplating leaving or will leave if the 
environment does not change. Given that the total physician supply 
amounts to 24,470, this implies that, on average, over the past six years, 
5,783 physicians are operating at the margin of staying or leaving the state. 

There is another option to overcome the adverse practice environ-
ment; this is to simply change careers. The responses concerning this 
option are displayed in Charts 11 and 12.

27	 Massachusetts Medical Society, Physician Practice Environment Index Report, 2007. Available at 
www.massmed.org/mmsindex (accessed June 21, 2007).
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Chart 11: Are You Contemplating a Career Change Because of the 
Current Practice Environment?
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Inasmuch as only a relatively small ratio — 14% — responded that 
they were uncertain, interpretation of these data shows that physicians’ 
attitudes about contemplating a career change are straightforward. Quite 
encouragingly, roughly two-thirds indicated that they expect to continue 
their medical careers in Massachusetts, and almost one-quarter are consid-
ering new careers.

Shown in the Chart 12 is the range of occupational alternatives for 
physicians now practicing in Massachusetts who are currently contemplat-
ing a career change. 
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Chart 12: If You Are Contemplating a Career Change, What Career Will 
You Likely Choose?

Inasmuch as the average age of the sample respondents is 53, and 
25% are above 60 years of age, it is not surprising that 30% indicated 
that they expect to pursue early retirement. If such an exodus were to 
take place — even gradually over several years — it would likely mean 
disastrous consequences for the delivery of quality medical care.

The selection of other, new career options is not surprising, for most 
are closely related to the more broadly defined health care industry.  

At this point, it is important to integrate the survey data regarding 
physicians moving out of state and the data regarding physicians changing 
careers into an analytically meaningful table in which we are able to high-
light those specialties where the response rates exceeded the sample means 
in each of the preceding four years. These data are shown in Table 34.
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Table 34: Specialties for which Responses to Planning a Career Change or Moving out of Massachusetts Were 
Equal to or Greater than the Overall Mean for 2007 or the Previous Years

2007 2006 2005 2004

Specialty Ye
s,

 P
l

a
n

 o
n

 
C

a
r

e
e

r
 C

h
a

n
g

e

Ye
s,

 M
o

v
e 

O
u

t
 o

f 
M

a
ss

a
c

h
u

se
t

t
s

Ye
s,

 P
l

a
n

 o
n

 
C

a
r

e
e

r
 C

h
a

n
g

e

Ye
s,

 M
o

v
e 

O
u

t
 o

f 
M

a
ss

a
c

h
u

se
t

t
s

Ye
s,

 P
l

a
n

 o
n

 
C

a
r

e
e

r
 C

h
a

n
g

e

Ye
s,

 M
o

v
e 

O
u

t
 o

f 
M

a
ss

a
c

h
u

se
t

t
s

Ye
s,

 P
l

a
n

 o
n

 
C

a
r

e
e

r
 C

h
a

n
g

e

Ye
s,

 M
o

v
e 

O
u

t
 o

f 
M

a
ss

a
c

h
u

se
t

t
s

Anesthesiology --% 16% --% --% 26% 15% --% 16%
Cardiology -- -- -- 12 -- -- -- --
Emergency Medicine 36 9 -- -- -- -- -- --
Family Practice 25 10 -- -- 26 -- -- --
Gastroenterology 24 11 37 10 -- -- 28 --
General Surgery 28 12 29 12 29 9 29 --
Internal Medicine 26 -- 27 8 -- -- -- --
Neurosurgery 35 11 -- -- 30 15 30 15
OB/GYN 29 9 28 -- 31 -- 31 --
Orthopedics 26 -- 37 17 36 8 36 8
Psychiatry -- 10 -- -- -- -- -- --
Radiology -- -- -- 16 -- -- -- --
Urology* 27 9 * * * * * *
Vascular Surgery 27 20 -- -- -- -- -- --
Sample Mean 24% 9% 24% 8% 25% 6% 25% 6%

	 *Specialty added in 2007

Because these data tell us a great deal about the opinions and attitudes 
among practicing physicians, it is valuable to highlight the three most 
important conclusions:

n	 First, the 2007 survey data are quite different from the data obtained 
in earlier years in that there is a rather dramatic increase in the 
number of specialties with means equal to or greater than the sample 
means, indicating higher ratios of physicians who may choose another 
career or to move out of Massachusetts.

n	 Second, over time, four specialties — general surgery, OB/GYN, 
orthopedics, and neurosurgery — have consistently been singled out 
as occupations where relatively high ratios of practicing physicians are 
either contemplating moves out of state or new careers. 

n	 Finally, in 2007, four additional specialties — emergency medicine, 
family practice, urology, and vascular surgery — show up as emerg-
ing labor market problem areas with physicians either contemplating 
moves out of state or new careers.
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5.3 — Physician Attitudes toward Current Income 
Levels, Salary Expectations, and the Trade-Off 
between Work Demands and Other Interests
Since 2003, the MMS Survey of Practicing Physicians has collected data 
on the competitiveness of physician salaries in Massachusetts. Each year, 
two specific questions were asked. The first relates to salary, or income, 
competitiveness. The results are displayed Chart 13.

Chart 13: How Do You Rate Your Income Today Compared to Your 
Specialty in Other States? 
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The second question relates to income expectations over the next five 
years. The responses are displayed in Chart 14.

Chart 14: Over the Next Five Years, How Would You Rate Your Salary 
Expectations?
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The obvious conclusions to be derived from these survey results are 
unmistakably clear; specifically, physician salary levels are very uncompetitive 
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or uncompetitive vis-à-vis other states, and the overwhelming majority of 
physicians (57% in 2007) expect their salary levels either to remain at their 
current levels or to be below current levels over the next five years. 

It is in this context that one must recognize the hard reality that uncom-
petitive salaries and low salary expectations are a likely reason for much of 
the physician labor market problems now confronting Massachusetts. 

We will conclude this section of the analysis with comments on the 
work demands on Massachusetts physicians. What follows is a series of 
two charts and a table. The first chart shows the average number of hours 
worked per week, the second shows the changes in the hours worked as 
reported over the past six survey years, and finally, the table displays the 
number of hours worked by specialty.

Chart 15: How Many Hours, on Average, Do You Work per Week?
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Chart 16: In the Context of Your Practice over the Last Year,  
Have Your Work Hours Increased, Decreased, or Remained Unchanged?
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Table 35: Percentage of Survey Respondents Who Increased Their Work 
Hours in the Past Year

Specialty 2007 Survey 2004–2006 Survey Mean

Neurosurgery 68% 44%
Urology 64 --
Anesthesiology 58 45
Radiology 56 44
Cardiology 55 43
Family Practice 49 43
Orthopedics 47 56
Vascular Surgery 47 63
General Surgery 42 50
Internal Medicine 42 44
OB/GYN 34 36
Pediatrics 33 32
Psychiatry 33 33
Gastroenterology 32 39
Emergency Medicine 28 35
Sample Mean 41% 41%

Inasmuch as these data are largely self-explanatory, the interpretative 
comments will focus on the three most important points.

n	 First, the average 2007 work week for the physicians respond-
ing to the MMS survey amounts to 53.9 hours. Forty percent 
(40%) of the responding physicians reported that they work 60 
or more hours per week.

n	 Note that during the time period between 2004 and 2006, 
only two specialties are well above the sample mean (+10%), 
but in 2007, five are well above it (+10%). These data provide 
additional support that certain specialties are continuing to 
experience tightening labor markets.  

n	 Finally, the percentage of respondents who indicated that their 
work hours increased over the past year provide insight into 
the occupational demands on the various specialties. While it 
should be noted that all 15 specialties reported increased work 
hours over the 2004 to 2006 survey period, 9 of these special-
ties are currently experiencing labor market shortages. Labor 
market shortages are not the sole driver of increased work 
hours, however; it could be that longer hours may be the 
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					     only means for sustaining income levels — demonstrating yet 	
				    another symptom of the deteriorating professional environment.  

We will conclude this discussion concerning the various dimensions of 
the physician workload by examining the average number of hours worked 
each week by function (see Table 36).

Table 36: Average Work Hours per Week by Function

Specialty
Average Hours 
of Patient Care

Average Hours 
of Research

Average Hours 
of Teaching

Average 
Hours of 

Administration
Average Total 

Hours

Neurosurgery 56.7 2.0 2.9 8.0 69.6
Urology 50.5 1.8 3.9 7.4 63.6
Orthopedics 47.0 2.7 5.7 9.6 65.0
Vascular Surgery 45.7 3.6 8.9 11.4 69.6
Anesthesiology 43.2 3.1 12.4 6.9 65.6
OB/GYN 41.7 1.4 3.8 9.8 56.7
General Surgery 41.7 4.1 5.5 9.7 61.0
Gastroenterology 40.5 5.0 3.6 6.1 55.2
Cardiology 40.2 5.0 5.7 8.6 59.5
Internal Medicine 35.4 3.6 3.7 12.6 55.3
Pediatrics 33.6 3.1 3.0 8.5 48.2
Family Practice 33.2 0.6 4.2 12.4 50.4
Psychiatry 30.4 2.6 3.8 9.1 45.9
Emergency Medicine 30.1 3.4 3.7 9.1 46.3
Radiology 28.0 4.3 5.1 4.9 42.3
Sample Mean 36.4 3.0 4.4 10.1 53.9
Sample Average  
Percent of Time Spent by Function 67% 6% 8% 19% 100%

	
Without doubt, there are a number of conclusions that can be derived 

from these data, but four are most important.

n	 First is that for the sample as a whole, only 67% of hours in a typi-
cal work week are devoted to patient care. While this is significant 
in itself, what one must also note are the large variations in the 
average hours worked in direct patient care across the 15 specialties. 
The 56.7 average weekly hours that neurosurgeons spend provid-
ing patient care is nearly twice the amount provided by radiologists, 
emergency medicine physicians, and psychiatrists.  
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 n	 Note that internal medicine, family practice, and vascular 
surgery all report administrative hours well above the mean 
compared to all of the other specialties. This is interesting 
because the two primary care specialties, internal medicine and 
family practice, appear for the first time in 2006 and 2007 as 
experiencing critical or severe labor shortages. 

n	 Finally, that 19% of the physician work week is devoted to sat-
isfy administrative demands is not only surprising, but it also 
must be judged as most disturbing. Said another way, for every 
36 hours of each week the physician spends in patient care, an 
additional 10 hours must be allocated to addressing adminis-
trative demands.  

In all six studies, a series of questions were included about “trade-off” 
issues; that is, patient care versus administrative work, physician income 
versus hours worked, and hours worked versus pursuing personal interests. 
The time series responses for each of these survey questions over the six 
survey years are plotted in Charts 17, 18, and 19.

Chart 17: How Satisfied Are You With the Number of Hours You Are Able 
to Spend on Patient Care Versus Administration?
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Chart 18: How Satisfied Are You with the Trade-Off between Your 
Income and the Number of Hours You Work?
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Chart 19: How Satisfied Are You with the Number of Hours You Work per 
Week versus Your Ability to Pursue Home Life and/or Personal Interests?
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Interpretation of these survey results is very straightforward: approxi-
mately one-half of the physicians responding indicated that they were very 
dissatisfied/dissatisfied with their work-related trade-offs regarding all 
three issues.
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In order to identify those specialties where the trade-off levels are 
most significant, the data in Table 37 show the specific response rates by 
specialty. The percentages are based only on the 2007 survey results.  

Table 37: Survey Results for the Three Trade-Off Questions 
Disaggregated by Physician Specialty, 2007 Survey Data

Percent within Specialty Who Were  
Dissatisfied or Very Dissatisfied

Specialty
Income Versus 
Hours Worked

Hours Worked 
Versus Other 

Interests

Hours Spent 
on Patient 

Care Versus 
Administrative 

Issues

Anesthesiology 50 57 26
Cardiology 55 59 34
Emergency Medicine 28 28 33
Family Practice 51 46 65
Gastroenterology 38 42 40
General Surgery 57 46 28
Internal Medicine 58 53 61
Neurosurgery 68 68 37
OB/GYN 56 47 46
Orthopedics 55 46 46
Pediatrics 43 38 37
Psychiatry 53 40 46
Radiology 22 44 22
Urology 55 64 73
Vascular Surgery 80 80 60
Sample Mean 52 47 48

	  
Interpretation of these survey ratios is not as consistent as one would like, 
but two conclusions are readily apparent:  

n	 First, in three specialties — internal medicine, urology, and 
vascular surgery — the rates are consistently above 50% for 
all three questions, indicating dissatisfaction in most areas of 
work.  

n	 Second, among four specialties — emergency medicine, gas-
troenterology, pediatrics, and radiology — the response rates 
to the three trade-off issues are in the very low range. Clearly, 
this reflects a much higher — or less troublesome — level of 
practice satisfaction than exists among the other specialties.
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5.4 — Massachusetts Physicians’ Satisfaction  
with the Balance of Hours Spent on Patient Care 
versus Administrative Tasks and Income Relative  
to Work Hours
Similar to the format of surveys in earlier years, the 2007 Survey of 
Practicing Physicians asked physicians to rate their satisfaction with the 
current balance of hours spent on patient care versus administrative tasks 
and the trade-off between their income and the number of hours they 
work.28 In this section of the report, we will analyze physicians’ responses 
to these questions and analyze the statistical links between their reported 
levels of satisfaction and their willingness to change careers or move their 
medical practices out of Massachusetts.

On the question regarding satisfaction with the current balance of 
hours spent on patient care versus administrative duties, physicians were 
given five response categories from which to choose, ranging from “very 
satisfied” to “very dissatisfied.” In analyzing their responses to this ques-
tion, we combined the “very satisfied” and “satisfied” responses into one 
category and the “very dissatisfied” and “dissatisfied” responses into a 
second category. The “neutral” responses constitute the third category.

Only slightly more than one-third of the physicians reported that 
they were satisfied or very satisfied with the existing balance of hours spent 
on patient care versus administrative tasks (see Table 38 and Chart 20). 
Another 18% voiced a neutral opinion on this question; however, close 
to one-half of the respondents indicated that they were either dissatisfied 
or very dissatisfied with the number of hours they were able to devote to 
patient care (Table 38 and Chart 20). The percentage of physicians express-
ing dissatisfaction with their balance of hours spent on patient care versus 
administrative tasks was statistically identical to the percent providing such 
responses in 2006 (47.4% vs. 47.2%).29

Table 37: Degree of Physician Satisfaction with the Current Balance of 
Hours Spent on Patient Care versus Administrative Tasks (N=1,252)
Degree of Satisfaction Number Percent

Very Satisfied/Satisfied 430 34.3
Neutral 229 18.3
Very Dissatisfied/Dissatisfied 593 47.4
Total 1,252 100.00

	

28	 See Massachusetts Medical Society Physician Satisfaction Survey, 2007.
29	 See Massachusetts Medical Society Physician Workforce Study, June 2006.
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Chart 20: Percent Distribution of Physicians by Their Degree of 
Satisfaction with the Current Balance of Hours Spent on Patient Care 
versus Administrative Tasks

In the 2006 analyses of physician satisfaction or dissatisfaction with 
the balance of hours spent on patient care versus administrative tasks, we 
compared the responses to respondents’ views on making career changes 
and possibly relocating outside of the state. Findings of those analyses 
revealed fairly strong statistically significant links between satisfaction with 
the balance of work hours and willingness to consider career changes and 
relocating outside the Commonwealth. Similar and expanded analyses of 
these relationships follow.

Nearly one-fourth of the entire sample of physicians responded that 
they were contemplating a career change because of the current practice 
environment in Massachusetts, and another 14% were unsure whether 
they would change careers (Table 39 and Chart 21). The percentage of 
physicians reporting a willingness to change careers was strongly related 
to their degree of dissatisfaction with the balance of hours spent between 
patient care and administrative duties (Table 39 and Chart 22). The share 
of Massachusetts physicians reporting a willingness to change careers 
ranged from a low of 2% among those who were very satisfied with their 
balance of work hours to 19% among those who were neutral to a high of 
51% among the physicians who were very dissatisfied with their balance 
of work hours (Chart 22). The physicians who were very dissatisfied with 
their balance of work hours were 25 times as likely as their peers who were 
very satisfied to consider changing careers.
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Table 39: Physicians Contemplating a Career Change Because of the Current Practice 
Environment in Massachusetts by Their Satisfaction with the Number of Hours They Are Able to 
Spend on Patient Care versus Administrative Tasks

Degree of 
Satisfaction

Yes No Not Sure Total

Number Percent Number Percent Number Percent Number Percent

Very Satisfied 2 2.0 95 95.0 3 3.0 100 7.0
Satisfied 48 14.5 254 77.0 28 8.5 330 26.4
Neutral 43 18.8 156 68.1 30 13.1 229 18.3
Dissatisfied 125 28.2 233 52.5 86 19.4 444 35.5
Very Dissatisfied 76 51.0 47 31.5 26 17.4 149 11.9
Total 294 23.5 785 62.7 173 13.8 1252 100

	 Chi-Square = 170.7 
Degrees of Freedom = 8 
Sig. = 0.01

Chart 21: Physicians Contemplating a Career Change Because of the 
Current Practice Environment in Massachusetts
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Chart 22: Physicians Contemplating a Career Change Because of the 
Current Practice Environment in Massachusetts by Their Satisfaction 
with the Number of Hours They Are Able to Spend on Patient Care 
versus Administrative Tasks
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To test whether satisfaction/dissatisfaction with work-hour balance 
was statistically independent of a willingness to change careers, we con-
ducted a chi-square analysis. The null hypothesis underlying the chi-square 
test is that the two variables are statistically independent of each other; that 
is, the willingness of a physician to change careers is independent of his or 
her degree of satisfaction with the current work-hour balance. The statisti-
cal analysis yielded a chi-square statistic of 170.7, which is statistically 
significant at the .01 level. The null hypothesis of independence between 
the degree of satisfaction with the current work-hour balance and a willing-
ness to change careers was soundly rejected.

The relationship between physicians’ degree of satisfaction with 
their incomes relative to their work hours and their willingness to con-
sider a career change was also examined (see Table 40 and Chart 23). 
Contemplating a career change was strongly associated with physicians’ 
degree of satisfaction with the trade-off between their incomes and the 
hours they work. Only 5% of the physicians who were very satisfied with 
their incomes relative to their work hours were considering a career change, 
and the share rose to only 9% for those who were satisfied with their cur-
rent income/work-hour balance. In contrast, 27% of the physicians who 
were dissatisfied with their incomes were considering a career change, and 
this ratio rose to just under 50% for those who were very dissatisfied with 
their income/work-hour trade-off. The relative difference between the top 
and bottom of the satisfaction scale with respect to career changes was 
more than 9 to 1. A chi-square test of the independence between satisfac-
tion with income relative to work hours and a willingness to change careers 
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yielded a chi-square statistic of nearly 213, which is statistically significant 
at the .01 level. The null hypothesis of independence between satisfaction 
with the trade-off of income and work hours and a willingness to change 
careers was strongly rejected. The physicians who were dissatisfied with 
their incomes relative to their work hours were far more likely to report a 
willingness to change careers.

Table 40: Physicians Contemplating a Career Change Because of the Current Practice 
Environment in Massachusetts by Their Satisfaction with the Trade-Off between Income and 
Number of Work Hours

Degree of 
Satisfaction

Yes No Not Sure Total

Number Percent Number Percent Number Percent Number Percent

Very Satisfied 4 5.3 68 90.7 3 4.0 75 6.0
Satisfied 29 9.5 260 85.2 16 5.2 305 24.3
Neutral 38 17.2 155 70.1 28 12.7 221 17.6
Dissatisfied 121 27.3 230 51.9 92 20.8 443 35.3
Very Dissatisfied 104 49.5 71 33.8 35 16.7 210 16.7
Total 296 23.6 784 62.5 174 13.9 1,254 100%

	 Chi-Square = 212.8  
Degrees of Freedom = 8  
Sig. = 0.01

Chart 23: Physicians Contemplating a Career Change Because of the 
Current Practice Environment in Massachusetts by Their Satisfaction 
with the Trade-Off between Income and Number of Work Hours
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5.5 — Satisfaction with the Current Work 
Environment and Plans to Move out of State
Physicians responding to the survey were also asked whether they planned 
to move out of state due to the current practice environment. Nearly 9% 
of all respondents cited a willingness to move out of state, another 15% 
were not sure whether they would move, and the remaining 76% stated 
that they were not planning to move out of state. Nine percent (9%) of  
the respondents indicated plans to move out of state — approximately 
one percentage point more than indicated plans to move in 2006.  
These reported plans should not be treated lightly by economic and state 
health policymakers. Between July 2000 and July 2006, nearly 14% of 
the resident population of Massachusetts moved out of the state to other 
states across the country, and the number of out-migrants to other 
states exceeded the number of in-migrants from other states by more 
than 280,000.30

Chart 24: Physicians Planning to Move out of Massachusetts to Practice 
Medicine Because of the Current Practice Environment

The fraction of physicians who cited plans to move out of 
Massachusetts rose with their level of dissatisfaction with the balance 
of hours devoted to patient care versus administration (see Table 41 and 
Chart 25). Only 3% of those who were very satisfied with the balance of 
work hours reported plans to move out of state, and this share rose slightly, 

30	 For evidence on components of population change in Massachusetts between 2000 and 2005, see 
Andrew Sum, Ishwar Khatiwada, Joseph McLaughlin, et. al., Mass. Economy: The Labor Supply 
and Our Economic Future, Massachusetts Institute for A New Commonwealth and the Boston  
Foundation, Boston, 2006.
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to almost 5%, for those who were satisfied with the current work-hour bal-
ance. Nearly 11% of the physicians who were dissatisfied with their work-
hour balance cited plans to move out of state, and the share rose to 16% 
if they were very dissatisfied with the balance of hours devoted to patient 
care versus administration (Chart 25). A chi-square test of the relationship 
between the degree of satisfaction with the current work-hour balance and 
plans to move out of state yielded a χ2 statistic of 65.3, which is significant 
at the .01 level. The null hypothesis of statistical independence between 
satisfaction with the work-hour balance and plans to move out of the state 
was strongly rejected.

Table 41: Physicians Planning to Move out of Massachusetts to Practice Medicine 
Because of the Current Practice Environment by Their Satisfaction with the Number of 
Hours They Are Able to Spend on Patient Care Versus Administrative Tasks

Degree of 
Satisfaction

Yes No Not Sure Total

Number Percent Number Percent Number Percent Number Percent

Satisfied 15 4.6 281 85.7 32 9.8 328 26.3
Neutral 18 8.0 169 75.4 37 16.5 224 18.0
Dissatisfied 48 10.8 314 70.4 84 18.8 446 35.8
Very Dissatisfied 24 16.2 88 59.4 36 24.3 148 11.9
Total 108 8.7 946 75.9 192 15.4 1,246 100.0

	 Chi-Square = 65.3 
Degrees of Freedom = 8 
Sig. = 0.01

Chart 25: Percent of Physicians Planning to Move out of Massachusetts 
to Practice Medicine Because of the Current Practice Environment by 
Their Satisfaction with the Number of Hours They Are Able to Spend on 
Patient Care Versus Administrative Tasks
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The statistical links between physicians’ satisfaction with their 
income/work-hour trade-off and their plans to move out of state were 
also examined (Table 42). The percentage of physicians who were plan-
ning to move out of state rose steadily as their satisfaction level with their 
pay/hours of work trade-off declined. None of the physicians who were 
very satisfied with their balance between income and hours of work had 
any specific plans to move out of state, although close to 3% of them were 
uncertain about such plans. For those physicians indicating a neutral level 
of satisfaction, 5% planned to move out of state, and 22% were either 
planning to relocate or uncertain about this decision. Among those voicing 
a high level of dissatisfaction with their incomes relative to work hours, 
nearly 20% planned to move out of state, and another 30% were unsure 
whether they would do so. This last group of physicians was 18 times more 
likely to either plan to move out of state or consider doing so than their 
counterparts who were very satisfied with their incomes relative to  
work hours.

Table 42: Physicians Planning to Move out of Massachusetts to Practice Medicine because of the 
Current Practice Environment by Their Satisfaction with the Trade-Off between Income and 
Number of Work Hours 

Degree of Satisfaction

Yes No Not Sure Total

Number Percent Number Percent Number Percent Number Percent

Very Satisfied 0 0.0 73 97.3 2 2.7 75 6.0
Satisfied 8 2.6 287 93.5 12 3.9 307 24.6
Neutral 12 5.4 172 77.8 37 16.7 221 17.7
Dissatisfied 47 10.8 311 71.3 78 17.9 436 34.9
Very Dissatisfied 41 19.6 105 50.2 63 30.1 209 16.7
Total 108 8.7 948 76.0 192 15.4 1,248 100.0

	 Chi-Square = 140.6 
Degrees of Freedom = 8 
Sig. = 0.01

The statistical relationships between plans to move out of state and  
degree of satisfaction with one’s income relative to work hours were sub-
jected to a chi-square test of statistical independence. The estimated value 
of the chi-square statistic was 140.6, which is statistically significant at the 
.01 level. The two variables are clearly closely linked to one another —  
physicians who are most dissatisfied with the trade-off between their 
income and work hours are by far the most likely to be planning a move 
out of state. Any increase in out-migration or physicians leaving the field 
of medical practice would only exacerbate the existing physician shortage 
situation in the Commonwealth.
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5.6 — A Multivariate Statistical Analysis of Plans  
to Change Careers or Relocate Outside of the State
Physicians’ plans to either change careers or move out of the state of 
Massachusetts were described in the preceding section, and the statistical 
associations between these plans and their degree of satisfaction with exist-
ing features of the practice environment (balance of hours spent on patient 
care versus administration/trade-offs between income and work hours) 
were analyzed. In this section, we will examine the statistical relationships 
between career changes/relocation plans and a variety of demographic 
background variables and physicians’ satisfaction with selected aspects of 
the work environment in a multivariate framework.

A set of linear probability models of the willingness to change careers 
or move out of state will be estimated using a multiple regression analysis.31 
The willingness to contemplate a career change or a move out of state will 
be modeled as a function of the physician’s gender, age group, satisfaction 
with the balance of hours spent on patient care/administration, and satis-
faction with income relative to work hours. Definitions of the dependent 
and independent variables in these multiple regression models are displayed 
in Table 43.

The first linear probability model analyzes the willingness of the 
physician to change careers. In this model, the base group is a female phy-
sician under age 40 who was satisfied with both her work-hour balance and 
her income. Neither the gender of the physician nor her or his age group 
had a statistically significant impact on the willingness to contemplate a 
career change. Physicians who were 40 to 59 years of age were somewhat 
more likely than their younger peers to consider a career change, but 
the estimated coefficient for this age variable (+.046) fell slightly short 
of significant at the .10 level.32 Dissatisfaction with the balance of work 
hours spent on patient care/administrative duties and with pay/work-hour 
trade-offs, however, did have large, significant impacts on the willingness 
to contemplate a career change. Those physicians dissatisfied with the 
existing balance of work hours devoted to patient care were between 9 and 
10% more likely to express a willingness to change careers.33 An even larger 
impact is generated by dissatisfaction with the current trade-off between 
income and hours worked. Physicians who were neutral or dissatisfied with 
the current trade-off between these two variables were 16% more likely to 

31	 For a review of the theoretical features of linear probability and logit models, see John H. Aldrich and 
Forrest D. Nelson, Linear Probability, Logit, and Probit Models, Sage Publications, Beverly Hills, 1984.

32	 A two-tailed t-test was used in estimating the significance of the age variables.
33	 The dissatisfaction variable (NOTSATHOURS) includes physicians who were neutral about the 

current balance of hours between patient care and administrative duties as well as those who were 
dissatisfied with the current balance.
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contemplate a career change than their peers who were satisfied with the 
existing trade-off. The coefficient on the NOTSATTRDOFF variable was 
highly statistically significant at .001 (see Table 43).

Table 43: Definitions of Dependent and Independent Variables in the Regression Models  
of Massachusetts’ Physicians Opinions on Career Changes and Moving out of State

Variable Definition of Variable

Dependent Variable

Model I

CareerChg A dichotomous variable representing the potential for career change  
1 = if a physician is contemplating a career change because of the current  
      practice environment in Massachusetts  
0 = if else

Model II

MovingOut A dichotomous variable representing the potential for moving out of state  
1 = if a physician is planning to move out of Massachusetts to practice  
      medicine because of the current practice environment 
0 = if else

Independent Variable

NotSatHours A dichotomous variable representing physician’s satisfaction with hours of work 
1 = if a physician is neutral, dissatisfied, or very dissatisfied with number of  
      hours spent on patient care versus administrative duties 
0 = if else

NotSatTrdoff A dichotomous variable of the satisfaction with current trade-off between 
income and the number of hours of work  
1 = if a physician is neutral, dissatisfied, or very dissatisfied with the current  
      trade-off between the amount of income and number of hours of work 
0 = if else

Male A dichotomous gender variable 
1 = male 
0 = female

Age40–59 A dichotomous age variable 
1 = if the physician is 40 to 59 years of age 
0 = if else

Age60+ A dichotomous age variable 
1 = if the physician is 60 years of age or older 
0 = if else
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Table 43: Findings of the Multiple Regression Analysis of the 
Physicians’ Consideration of a Career Change Due to the Current 
Practice Environment

Variable Coefficient
Standard 

Error t-statistic
Sig. of  

Coefficient

Constant .029 .033 .86 --
MALE .010 .025 .38 --
AGE40–59 .046 .031 1.49 --
AGE60+ –.011 .03 –.28 --
NOTSATHOURS .094 .027 3.47 ***
NOTSATTRDOFF .160 .208 5.73 ***

	 R 2 = .068			   *** Sig. .01
	 Degrees of Freedom = 5, 1289		 ** Sig. .05
	 F = 18.7***			    * Sig. 10
	 Sig. of F = .001			   -- Not. Sig. .10

To illustrate the combined effects of demographic traits and satisfaction/  
dissatisfaction with key aspects of the practice environment on the will-
ingness of physicians to contemplate a career change, we predicted the 
probabilities of such career changes for a hypothetical group of physicians. 
Our first group consists of the base group in the model: a female physician 
under 40 years of age who was satisfied with the balance of work hours 
spent on patient care and administrative tasks and with the trade-off 
between income and work hours. The probability of this individual consid-
ering a career change was only 2.9%. If the same hypothetical individual 
cited dissatisfaction with the balance of hours spent on patient care and 
administrative duties, she would have a 12.3% predicted probability of 
contemplating a career change. In our third hypothetical case, the physi-
cian is a 40- to 59-year-old who also voices dissatisfaction with her income 
relative to existing work hours. The predicted probability of this individual 
physician considering a career change rises to just under 33%, or 11 times 
higher than the base group physician who was satisfied with both her  
work-hour balance and the income she received for her existing work hours. 
Clearly, a combination of dissatisfaction with the practice environment and 
one’s income substantially raises the likelihood of a physician considering  
a career change.
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Table 44: Predicted Probability of a Massachusetts Physician 
Contemplating a Career Change Due to the Current Practice 
Environment — Three Hypothetical Physicians

Characteristic of Physician
Predicted Probability 

of a Career Change

Woman, under 40 years of age, satisfied with both 
pay and current work-hour trade-off between  
patient care and administrative duties

.029

Woman, under 40, satisfied with pay, but not 
satisfied with current work-hour trade-off between 
patient care and administrative duties

.123

Woman, 40 to 59, not satisfied with either pay or 
current work-hour trade-off between patient care 
and administrative duties

.329

In our second model, the dependent variable is the probability of a 
physician making plans to relocate his or her practice outside of the state. 
Those who indicated definite plans to move out of state were assigned the 
value of one (1) for this variable, while those who either did not plan to 
move or were unsure about moving were assigned the value of zero (0). 
Results of our regression analysis of physicians’ plans to move out of state 
are displayed in Table 45. Plans to move out of state were not significantly 
influenced by the gender of the physician, but they were significantly 
affected by the age of the physician and his or her degree of satisfaction 
with the existing work-hour balance and income. As hypothesized, those 
physicians 60 years of age and older were significantly less likely to plan 
to move out state than their counterparts under 40. Physicians who were 
dissatisfied with the balance of work hours devoted to patient care versus 
administration and with their incomes were significantly more likely to 
plan to move their practices out of state. The impact of dissatisfaction with 
one’s income on the decision to move out of state exceeded that of dissatis-
faction with the balance of one’s work hours devoted to patient care (.075 
vs. .031, a relative difference of 2.4 times).
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Table 45: Findings of the Multiple Regression Analysis of Physicians’ 
Consideration of Moving out of Massachusetts Due to the Current 
Practice Environment

Variable Coefficient
Standard 

Error t-statistic
Sig. of 

Coefficient

Constant .020 .022 .90 --
MALE .016 .017 .97 --
AGE40–59 –.011 .021 –.55 --
AGE60+ –.050 .025 1.98 **
NOTSATHOURS .031 .017 1.70 **
NOTSATTRDOFF .075 .019 3.99 ***

	 R2 = .032	 *** Sig. .01	 ** Sig. .05	 * Sig. 10	 F = 8.02*** 
	 Sig. of F=.001	 -- Not. Sig. .10	 Degrees of Freedom = 5, 1289

To illustrate the combined effects of demographic characteristics and 
satisfaction with work-hour balance and income on the possibility of a phy-
sician moving out of state, we predicted the probabilities of moving out of 
state for three different physicians (see Table 46). The first is a male physi-
cian 45 to 59 years of age who reported that he was satisfied with both the 
balance of work hours spent on patient care versus administrative duties 
and his current income relative to work hours. The predicted probability 
that such a physician was planning to move out of state was only 2.5%. 
Our second hypothetical physician has the same demographic traits as the 
first physician, but was dissatisfied with the current work-hour balance. 
This individual had a 5.6% probability of planning to move out of state. 
Our third hypothetical physician is a male under 40 who was dissatisfied 
with both the current balance of work hours and his income. This last 
individual had a 14.2% probability of planning to move out of state, which 
is nearly six times higher than our first hypothetical doctor.

Table 46: Predicted Probability of a Physician Planning to Move out 
of Massachusetts Due to the Current Practice Environment — Three 
Hypothetical Physicians

Characteristic of Physician
Predicted Probability  

of Moving out of State

Male, 40 to 59, satisfied with both pay and  
work-hour trade-off between patient care and 
administrative duties

.025

Male, 40 to 59, satisfied with pay, but dissatisfied 
with current trade-off between patient care and 
administrative duties

.056

Male, under 40, dissatisfied with both pay  
and trade-off between patient care and  
administrative duties

.142
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In an expanded version of this second regression model, we 
redefined the two satisfaction variables to include only those physicians 
who reported dissatisfaction with both the balance of their work hours 
and their incomes. Two new dummy variables representing a “neutral” 
attitude toward satisfaction with the current balance of work hours and 
income were added to the linear probability model of moving out of state. 
Results of this expanded model yielded a larger coefficient on the variable 
representing dissatisfaction with income. The estimated size of the new 
coefficient was .094 for NOTSATTRDOFF. The predicted probability of 
our third hypothetical physician leaving the state rose from .142 to .166. 
These findings clearly reveal that dissatisfaction with the current trade-off 
between income and work hours was strongly associated with the likeli-
hood of a physician planning to leave Massachusetts to practice elsewhere.

Section 6: Regional 
Disparities across the 
Principal Urban Labor 
Markets in Massachusetts

The geographic distribution of medical care facilities and health care 
personnel clearly impact the provision of medical care. In analyzing the 
findings of the physician surveys, we classified responses into one of the 
following five geographic areas based on the locations of the facilities 
and physicians:

n	 Boston metropolitan 

n	 New Bedford/Fall River/Barnstable County (Cape Cod)

n	 Pittsfield (Berkshire County)

n	 Springfield

n	 Worcester

While Massachusetts has a very comprehensive state health care–
delivery system, patient demand and physician supply do not necessarily 
mesh perfectly to always provide services where and when they are needed. 
It is here that the geographic aspects of physician labor markets come into 
play in the patient demand and physician supply equation. 
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In this section of the study, we will analyze the responses from 
practicing physicians across the five urban areas cited above. Overall, the 
respondents’ data by urban area can be organized into three clusters: physi-
cian dissatisfaction with the current practice environment, difficulty filling 
existing vacancies, and finally, the dual issues of recruitment and retention 
and their impact on the provision of medical services.

Before these data are analyzed in detail, the two main findings can 
be summarized as follows:

n	 In the past two years, 37 to 54% of the physicians currently 
practicing in the five principal urban labor markets in Massa-
chusetts are dissatisfied with their practice environment. This 
statistic underscores the very real, pervasive nature of physician 
dissatisfaction throughout the state over the past two years.

n	 The current physician shortages may have impacted access to 
patient care: this year, respondents reported longer waits for 
medical appointments. Also, approximately one out of three 
currently practicing physicians report that they have already 
had to alter services and/or adjust professional staff to address 
current patient demand. In particular, it is especially difficult 
in New Bedford and Pittsfield, where a high percentage report 
that they have had to alter services, and in New Bedford and 
Springfield, where the highest percentages have had to adjust 
staffing.  

In Chart 26, we display the survey results disaggregated across the 
five urban areas for those physicians who indicated that they were dis-
satisfied with the current practice environment.

Chart 26: Percent of Physicians Dissatisfied with the Current Practice 
Environment
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The survey data relating to difficulty filling existing vacancies across 
the five urban areas are summarized in Charts 27 and 28. Note that in 
both charts, the percent responses are reported only for those physicians 
who answered that they were experiencing some difficulty and/or signifi-
cant difficulty filling vacancies.

Chart 27: Percentage of Respondents Experiencing Difficulty Filling 
Physician Vacancies
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Chart 28: Percentage of Physicians Reporting that the Current Pool of 
Physician Applicants Is Inadequate to Fill Vacancies
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Taken together, the data displayed in Charts 27 and 28 provide 
considerable insight into the disparities across the five urban labor markets. 
Two interpretive comments are appropriate. 

n	 The first is the obvious difficulty filling physician vacancies in 
Pittsfield because of what must be considered an inadequate num-
ber of applicants willing to practice in rural Berkshire County. 
This conclusion has been noted in all of the earlier MMS surveys, 
and these results were confirmed with the 2007 responses. 
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n	 Somewhat surprising is the sharp increase in the number of 
respondents in the Boston metropolitan area who in 2007 
reported increasing difficulty recruiting physicians because  
of a limited pool of applicants. 

A careful review of the survey responses to two questions regarding 
recruitment and retention suggest that the increasing difficulty recruiting 
in Boston may be a statistical aberration of the 2007 sample responses. 
Responses to these two questions are shown in Tables 47 and 48.

Table 47: Over the Past Three Years, Has the Amount of Time Needed to 
Recruit Physicians Changed?

Time to Recruit Has Increased

Geographic Area 2007 2006

Boston 52% 54%
New Bedford/Fall 
River/Barnstable 59 59

Pittsfield 52 58
Springfield 46 65
Worcester 32 51
Sample Mean 51% 56%

	  
Table 48: Over the Past Three Years, Has Your Ability to Retain Your 
Existing Staff of Physicians Changed?

Ability to Retain Has 
Changed

Ability to Retain Physicians 
More Difficult

Geographic Area 2007 2006 2007 2006

Boston 40% 43% 97% 98%
New Bedford/Fall 
River/Barnstable 44 34 100 100

Pittsfield 52 48 100 100
Springfield 39 42 97 100
Worcester 36 48 100 95
Sample Mean 40% 43% 98% 98%

With regard to our earlier comments, one should pay particular atten-
tion to the survey responses that over the past three years clearly show that 
the amount of time needed to recruit and retain physicians in Boston has 
not increased, but has actually declined fractionally. Between 2006 and 
2007, there are some variations that potentially reflect changes in the labor 
market, but the variances are either small or only occurred for one year. 
Further trending will be necessary to determine if there is truly a change 
in the labor market in these areas. As for the Pittsfield physician supply 
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situation, the data shown in Table 48 illustrate another dimension of this 
labor market. Specifically, it is interesting to note that the percentage of 
physicians who indicated that retention is more difficult is considerably 
greater in Pittsfield than in the other four urban areas.

We may now turn our attention to the final cluster of two questions 
for the five urban labor markets. Shown in Table 49 are the survey results 
to these separate questions, which were both designed to determine 
whether current supply problems have caused physicians to alter their 
patient services and/or adjust their professional staffing patterns.

Table 49: Have Physician Supply Problems Made It Necessary for You to 
Alter Services or Adjust Your Professional Staffing?

Yes, Altered Services Yes, Adjusted Staff

Geographic Area 2007
2003–2006  

Mean 2007
2003–2006 

Mean

Boston 30% 25% 32% 31%
New Bedford/Fall 
River/Barnstable 40 30 40 34

Pittsfield 43 36 30 38
Springfield 30 38 35 37
Worcester 31 31 29 34
Sample Mean 32% 27% 33% 32%

While these data provide a number of interesting insights into the 
impact of physician supply constraints on the provision of patient services, 
three conclusions merit specific comment.

n	 First is that current physician shortages have seriously 
impacted patient care. Approximately one out of three cur-
rently practicing physicians reports that they have already had 
to alter services and/or adjust staffing patterns to address 
current patient demand.

n	 Second is that the Boston urban labor market has been least 
affected by physician shortages, most certainly because it 
contains such a large agglomeration of medical and health care 
facilities. This urban concentration greatly facilitates labor 
market substitutions and other institutional adjustments that 
are less operationally or managerially disruptive and are most 
likely impossible in smaller labor markets.

n	 Finally, differentially harsher physician labor market condi-
tions in Pittsfield once again show clearly in these responses, 
especially in the need to alter services. For the first time in this 
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urban analysis, the 2007 data support the conclusion that 
the physician shortage is differentially adverse to the  
New Bedford/Fall River/Barnstable areas.

Section 7: The Role of 
Gender in the Practice of 
Medicine in Massachusetts

Increasingly, gender plays a significant role in medicine. According to the 
American Medical Association, almost one in four (27%) of the currently 
practicing physicians in the United States is female. This is in sharp 
contrast to the mid-1970s, when this ratio amounted to only one in eleven 
(9%).34 Notably, in 2006, approximately half (49%) of the medical students 
in U.S. medical schools were female.35 

Recent changes among the total population of Massachusetts practicing 
physicians trace out the evolution of similar patterns. 

While these dynamics have been appreciated for quite some time, to 
date they have not been addressed in MMS Physician Workforce Studies. 
In this year’s report, we disaggregate portions of the responses to the 2007 
survey in order to gain a much better understanding of the opinions and 
attitudes of male versus female physicians. 

Increasingly, the current and future role of female physicians will 
become critical to maintaining quality health care. This issue was addressed 
in a recent Association of American Medical Colleges (AAMC) report 
entitled, Physician Workforce Shortages: Implications and Issues for Academic 
Health Centers and Policymakers.36 According to the AAMC, there will be a 
100,000 physician shortfall by 2020. It is widely expected that a large part 
of this gap will be filled by increased labor force participation among new 
female physicians. The ultimate viability of this assumption rests not only 
on attracting new female medical school applicants, but also on retaining 
the existing supply of female physicians. Given the economic significance of 
the health care industry in Massachusetts, this is a very real issue, but it also 
raises the question of just how many of the currently practicing female physi-
cians in Massachusetts are satisfied with their careers given the increasingly  
 

34	 Physician Characteristics and Distribution in the US, 2007 Edition, American Medical Association
35	 American Association of Medical Colleges, FACTS Table 18: Total Enrollment by Sex and School, 

2002 2006 Available at www.aamc.org/data/facts/2006/factsenrl.htm (accessed June 22, 2007).
36	 Salsberg, Edward MPA; Grover, Atul MD, PhD. Physician Workforce Shortages: Implications and Issues 

for Academic Health Centers and Policymakers. Academic Medicine. 81(9):782-787, September 2006.
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harsh practice environment and how many of them may be expected to 
continue to pursue their medical careers in Massachusetts.

In the detailed analysis contained in this section, we will not be able 
to answer these questions as fully as we would like, but we will provide 
considerable new insight and several answers to them. Before we examine 
the analysis in detail, though, it will be helpful to state the four principal 
conclusions that can be derived from this analysis.

n	 First is that the MMS survey data provide considerable sup-
port for the conclusion that there are only modest disparities 
between female and male attitudes concerning the practice 
environment in Massachusetts. 

n	 Second is that there are some differences between the amount 
of time given to patient care. The survey data support the 
conclusion that during an average clinical practice work week, 
male physicians provide 39 hours of patient care while female 
physicians provide 32 hours (see Chart 32). 

n	 Third, in terms of expectations about future income growth, it 
is virtually impossible to imagine any professional occupation 
would have between one-third and one-fifth of its members 
believing their income levels five years hence would be below 
current levels, but this is the case among female physicians cur-
rently practicing in Massachusetts (Chart 35). Overall, male 
physicians are even more concerned regarding potential salary 
expectations, with between one-half and one-third responding 
that they expect their salary levels to be lower in five years.

n	 Finally, given the reality that between 2003 and 2007, approxi-
mately one-third to one-half of female physicians practicing 
in Massachusetts expressed dissatisfaction with their practice 
environment and one-fifth to one-quarter reported contemplat-
ing a career change (see Charts 29 and 31), it is very difficult to 
believe that it will be possible to retain significant numbers of 
the existing female physician labor force to even partially fill the 
100,000 new physician vacancies forecasted for the year 2020 
by the Council on Graduate Medical Education.37

Before we begin the more detailed analysis, it will be helpful to 
establish the statistical gender parameters of the five preceding MMS 
Surveys of Practicing Physicians. These are shown in Table 50.

37	 Council on Graduate Medical Education, Sixteenth Report: Physician Workforce Policy Guidelines 
for the United States, 2000 2020, January 2005. Available at www.cogme.gov/report16.htm 
(accessed: July 6, 2007).
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Table 50: Gender Characteristics of the MMS Workforce Surveys, 
2003–2007

2003 2004 2005 2006 2007

Percent Male 74 70 70 70 65
Percent Female 26 30 30 30 35

The increasing participation of females in the medical profession in 
Massachusetts is clearly evident in the MMS sample data. While this shift 
to greater participation by females in Massachusetts is significant in itself, 
their opinions and attitudes about their profession are of crucial signifi-
cance in meeting future health care needs.

The core of the disaggregated analysis in this section is based entirely 
on a series of seven questions contained in the physician satisfaction com-
ponent of this study. The responses to these questions for the entire sample 
are analyzed in Section 5.

For a meaningful departure point, we have reproduced three charts 
that cover a logical sequence of survey questions on the various dimensions 
of the practice environment. The first relates to the level of dissatisfaction 
with the current practice environment; the second, the willingness to 
choose a career in medicine if the physician were to start over; and finally, 
the percent of currently practicing physicians who are contemplating a 
career change and future salary expectations. These three charts are fol-
lowed by our analytical comments.

Chart 29: How Satisfied Are You With the Current Practice 
Environment? Percentage of Physicians Dissatisfied/Very Dissatisfied
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Chart 30: Considering the Current Practice Environment, Would You 
Choose Medicine as a Profession Again? Percentage Responding that They 
Would Not Choose Medicine Again 
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Chart 31: Are You Contemplating a Career Change Because of the 
Current Practice Environment? Percentage of Physicians Indicating  
that a Career Change Is Likely 

FemaleMale Survey Average
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The responses to the three questions as shown in Charts 29 through 
31 provide considerable insight into the attitudes of female physicians 
currently practicing in Massachusetts. The general conclusion from this 
sequence of charts is that there are only modest disparities between female 
and male attitudes concerning the practice environment.  

n	 With regard to the level of dissatisfaction toward the practice 
environment, there are declines in the percent response rates 
among both male and female physicians reporting dissatis-
faction, but the declines among female physicians have had 
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sharper drops and have fallen to a lower level in the past two 
years (see Chart 29).

n	 With regard to the issue of choosing a career in medicine if 
offered another chance, there seems to be very little difference 
between the response rates among males and females. Over 
the five survey years, roughly 20 to 25% of the respondents 
indicated that they would not choose the profession again. 
But take note that the stability of this ratio is not the relevant 
point. The much more important point is that one out of four 
currently practicing physicians responded that they would not 
likely choose a career in medicine — a most disturbing finding 
in the face of an escalating physician shortage in Massachusetts 
(see Chart 30). 

n	 Finally, there appears to be a certain amount of disparity with 
regard to the number of physicians responding that they are 
currently contemplating a career change. Note especially that 
the ratio of females reporting that a career change is possible 
has declined consistently over the five survey years, while the 
male ratio flattened out at 25%, but the statistical disparity is 
relatively modest (see Chart 31).

The next series of charts analyzed in the context of gender relates to 
attitudes concerning physician workloads. First, it is important to establish 
the average weekly physician workload and the average amount of time 
allocated to various physician activities. Shown in Chart 32 are the 2006 
survey data for the four principal physician activities by gender.

Chart 32: 2007 Survey Data Concerning Average Work Hours per Week 
by Gender and Activity
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Before commenting specifically on these results, it will be worthwhile 
to set out the key findings on average weekly hours worked.

Table 51: Average Hours Worked per Week by Gender, 2007 Survey

Male 56.6
Female 48.9
Total Sample 53.9

There is an 8 hour or 14% difference between the average number 
hours worked each week by male versus female physicians. This may reflect 
the difference in the female-male specialty mix and the necessity among 
female physicians to address a greater array of home output demands as 
well as work demands. 

Time spent in patient care is characterized by the largest gender dif-
ferences in mean hours worked. There is a much more striking differential; 
that is, 38.9 hours for males and 31.8 hours for females. This amounts to 
22% more time among males. 

In the next two charts, the survey data are plotted for the percentage 
of physicians who increased their practice hours over the past year and the 
percentage of physicians who responded that they are dissatisfied/very dis-
satisfied with the trade-off between income and number of work hours.

Chart 33: Percentage of Physicians Dissatisfied or Very Dissatisfied with 
the Trade-Off between Income and Number of Work Hours, by Gender
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Chart 34: Percentage of Physicians that Indicated Increased Work 
Hours, by Gender
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Interpretation of the survey results presented in Chart 33 is straight-
forward; specifically, it appears that only small variations exist in the 
responses by gender. Both male and female physicians are dissatisfied/very 
dissatisfied with the trade-off between income and the number of hours 
they work. While this conclusion is not surprising, it must be judged 
within the context of the survey results shown in Chart 30. Specifically, it 
is interesting to note that even though the percentage of respondents with 
increased work hours declined steadily between 2003 and 2006, the levels 
of dissatisfaction still remain in the lower 40% range for males and the 
upper 30% range for females.

When these responses are judged against those discussed earlier in 
the context of the dissatisfaction with the practice environment and one’s 
career objectives in medicine, it seems quite clear that roughly four out of 
ten physicians — irrespective of gender — are not very pleased with their 
career situations in Massachusetts.

We can now turn our attention to the final chart in this series in 
which the survey results on income expectations are analyzed by gender. 
The data presented in Chart 35 concern income expectations over the next 
five years. In this chart, the responses are for those physicians who indi-
cated that they expect their future salaries to be below current levels.
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Chart 35: Percentage of Respondents with Five-Year Salary Expectations 
below Current Levels, by Gender
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There are two conclusions that can be derived from the response data; 
unquestionably, the second is by far the most important.

n	 It is interesting to note that given the continued pressures to 
tighten reimbursements, and in light of other cost contain-
ment issues, over the five survey years, there has been a rather 
dramatic decline in the number of male and female physicians 
expecting lower income levels — simply stated, between 2003 
and 2007, less physicians are reporting that they expect their 
income levels to be below current levels in five years.

n	 Second, in terms of expectations about future income growth, 
it is virtually impossible to imagine that any professional occu-
pation would have between one-fifth and one-half of its mem-
bers believing that their income levels five years hence would 
be below current levels, but this is the case among male and 
female physicians currently practicing in Massachusetts. Said 
another way, even under the most pessimistic conditions, does 
it seems logical that professionally trained individuals, irrespec-
tive of gender, believe that their future income stream at best 
will remain unchanged? The growth dynamics of the economy 
almost always lead to rising incomes in all but industries that 
are in decline. Further, to see such high ratios of physicians 
expecting their future incomes to decline is nearly incompre-
hensible, and it certainly makes a very strong statement about 
the opinions and attitudes of many physicians currently prac-
ticing in Massachusetts.
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Section 8: Patient Access  
to Health Care 

As Massachusetts attempts to accomplish insuring all of its residents, an 
adequate physician supply is vitally important. Preventing illnesses and 
minimizing chronic conditions can lower health care costs and improve 
quality of life. Therefore, data that lends insight into whether patients have 
timely access to health care is an essential indicator of the adequacy of the 
physician workforce supply. 

With this in mind, for the fifth year, the 2007 Physician Workforce 
Study includes data regarding patient access to care and patient opinions 
on a variety of health care issues. First, the annual MMS survey included a 
series of five questions on issues surrounding patient access to care from the 
physician perspective.

Second, to complement those questions, the MMS commissioned 
two telephone surveys: one of patients and one of physician offices in 
Massachusetts. Opinion Dynamics Corporation conducted 600 telephone 
interviews of randomly selected Massachusetts-based physician offices in 
February and March 2007. The range of interview questions covered issues 
such as the amount of lapsed time before a new patient appointment could 
be arranged, whether the physician’s panel of patients was open or closed, 
and other related questions. For this survey, six specialties were selected: 
cardiology, family practice, internal medicine, OB/GYN, orthopedic sur-
gery, and gastroenterology.

The second survey commissioned by the MMS, also conducted by 
Opinion Dynamics Corporation, was the fifth annual public opinion 
survey of 400 adult Massachusetts residents regarding their experiences 
accessing health care and their opinions on the Massachusetts health care 
system in general. Interviews were completed by telephone during April 
2007. These two additional telephone surveys give a broader perspective on 
the effect physician supply has on patient access to care and the health care 
system as a whole.

Tables with data from all four survey years of the public opinion 
survey can be found in Appendix B. Detailed data related to the physician 
office survey can be found in Appendix C.
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The depth of knowledge on physician shortages is greatly enhanced by 
using these three surveys, which frequently underscore the same problem 
areas. Some of the major conclusions among the surveys follow: 

n	 Access to primary care physicians continues to worsen.

n	 In general, people with lower incomes and without insurance 
experience more difficulty accessing care.

n	 Physicians’ ability to refer patients to specialists is becoming 
more problematic.

n	 Fewer respondents today are able to schedule an appointment 
with a doctor within a week of calling. 

n	 New patients have longer wait times to see a physician com-
pared to existing patients. 

8.1 — Patient Satisfaction: Public Opinion Survey
Based on the 2007 public opinion survey, most Massachusetts residents 
are satisfied with the care they receive. Nearly two-thirds (65%) of 
Massachusetts residents report being very satisfied with their care, while 
26% report being somewhat satisfied. The percentage of respondents who 
report being very satisfied has risen in the past few years, from 56% in 
2004 to 65% in 2007. 

Income and insurance coverage factor into satisfaction with health 
care. The following data confirm the need currently being addressed by 
new Massachusetts health care reform to eliminate health care disparities. 
While most residents are satisfied with their care, a disparity remains 
between high income individuals (who usually have private insurance) 
and other residents.  

n	 People who have private health insurance are twice as likely to 
report being very satisfied with their care when compared with 
those without insurance (70% vs. 35%).

n	 Among the few dissatisfied respondents, difficulties in scheduling  
(26%), insurance issues (24%), the cost of coverage (15%), and 
bad service (15%) are mentioned most often. Those who are 
satisfied with the care they received talked about such issues as 
the promptness of their care (22%), the quality of the doctors 
(20%), a lack of problems (14%), and good coverage (13%).
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Chart 36: Have You Been Satisfied or Dissatisfied with the Health Care 
You Received during the Last 12 Months? 
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The few dissatisfied respondents were asked what type of office 
provided their care. Approximately one-third (32%) visited a hospital or 
clinic, while 26% visited a doctor’s office. It should be noted that some 
respondents who reported dissatisfaction pointed to coverage issues rather 
than a specific incident as the cause of their dissatisfaction.

8.2 — Problems Accessing Health Care: Public 
Opinion Survey
When compared with the results of last year’s public opinion survey, this 
year’s results indicate that fewer respondents today are able to schedule an 
appointment with a doctor within a week of calling. 

n	 For example, less than half (42%) of all respondents who made 
an appointment to see a primary care physician could be seen 
within a week, down from 53% in 2005 and 2006. The same 
trend is reported regarding appointments with specialists or 
when scheduling procedures; fewer people are able to see a 
physician within a week.

n	 Those that have the greatest difficulty accessing care are people 
with household incomes between $20,000 and $35,000 per 
year. People in this income bracket often have jobs that do not 
provide insurance, yet earn too much to qualify for Medic-
aid. Thirty-one percent (31%) of respondents with household 
incomes between $20,000 and $35,000 rated their difficulty 
accessing care as a 4 or a 5, compared with only 14% of other 
residents. Similarly, 29% of those who did not attend college 
reported experiencing difficulties.
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Chart 37: Ability to Access Care
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Those who reported difficulty with access were also asked who is the 
most responsible for their problems gaining access. As has been the case 
in past surveys, the most common response relates to insurance, whether 
expressed as insurance companies or HMOs (37%). Fifteen percent 
(15%) blame the government, while 13% blame the economy or eco-
nomic circumstances and 4% place blame on physicians.

Among those who lack insurance, 38% blame the economy or  
economic circumstances. Among respondents who have private insur-
ance but still have had problems, the most common response is  
insurance companies (34%).

In General, how would you rate the difficulty in obtaining the 
health care you need for you and your family — whether it be for 
a routine problem or a serious problem — over the last few years? 
Using a scale of 1 to 5, with 1 meaning “not difficult at all” and 
5 meaning “extremely difficult,” please rate the level of difficulty 
you’ve experienced in obtaining this care.

Mean

April 2007 2.06
April 2006 2.21
April 2005 2.29
March 2004 2.18
January 2003 2.06
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Chart 38: Responsibility for Access-to-Care Issues 

Which one of the following do you believe is most responsible for the  
problems you’ve had gaining access to health care?

April 
2007

April 
2006

April 
2005

March 
2004

January 
2003

Insurance companies 23% 20% 25% 32% 25%
Government 15 15 16 15 14
HMOs 14 11 8 16 19
The economy or your  
economic circumstances 13 12 8 5 --

Physicians 4 5 3 3 4
Hospitals 3 6 5 4 2
Drug companies 2 4 6 3 --
Patients n/a 1 1 -- 1
All of them 16 19 19 17 25
Unsure 9 8 8 5 10

	 Asked of those who answered “Difficult” (rating of “3, 4 or 5”) to Q3 (n=120)

8.3 — Waiting for an Appointment
The public opinion telephone survey found that approximately one in 
five (21%) respondents were forced to wait to get necessary medical care, 
roughly the same figure derived from prior surveys. About one-third (35%) 
of the people who said they experienced delays are uninsured. 

The most commonly cited reason for delays is overcrowded doctors’ 
offices (23%), up 13% from last year, followed by scheduling problems 
(16%), a lack of insurance (12%), and the need to wait for a referral (10%).

Primary Care Physician Visits
As we have consistently found in previous years, the time patients wait 
for appointments can be an indicator of a strained specialty or, from the 
patient viewpoint, overcrowded physician offices. Shown in the Table 52 
are the average number of days a new or existing patient can be expected 
to wait to secure an appointment with either of the two principal primary 
care specialists. 
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Practicing Physician Satisfaction Survey

Table 52: From Today, How Long (in Days) Would a Patient Have to Wait for a 
Routine or Regular Office Visit?

New Patient Existing Patient

Specialty 2007 2006 2005 2007 2006 2005

Family Practice 19.5 25.5 20.7 10.2 12.1 12.0
Internal Medicine 34.4 29.6 33.7 17.1 16.0 15.2
Total Sample 26.2 25.6 26.2 15.4 14.7 15.3

The reason for singling out primary care specialties is that they are 
usually considered the entry point for medical care as well as the referral 
source for the more complex system of specialists. These data provide sup-
port for three important generalizations:

n	 First is that across the total sample, the physicians’ responses 
are relatively consistent concerning the number of days a 
patient will have to wait before securing an appointment. And 
not surprising is that for a new patient, it takes, on average, 10 
days longer to access a physician’s care than it does for an exist-
ing patient.

n	 Second is the somewhat surprising conclusion that the lag time 
to receive an appointment with a family practitioner is some-
what shorter than for the total sample.

The findings above are reinforced by the results of the survey of 
physician offices and the public opinion survey. 

Physician Office Telephone Survey 
n	 Just over half (51%) of internists are accepting new patients, 

down from 64% in 2006 and 66% in 2005. The average wait 
time among those accepting new patients is up, as well — to 
52 days compared to 33 days in 2006 and 47 days in 2005. In 
addition, fewer internists are accepting Medicaid — 59% now, 
down from 73% in 2006 and 79% in 2005.

n	 Finally, the increased wait times have not caused problems for 
many patients — similar to prior survey years, this year only 
8% say waiting for appointment caused a problem.
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Public Opinion Telephone Survey
n	 According to the public opinion survey, less than one-half 

(42%) of all respondents who made an appointment to see a 
primary care physician could be seen within a week, down 
from 53% in 2005 and 2006. The same trend emerges regard-
ing appointments with specialists or when scheduling pro-
cedures. More than one-fifth (21%) had to wait more than a 
month to receive an appointment with a primary care provider 
(see Chart 39).

n	 The most commonly cited reason for delays is overcrowded 
doctors’ offices (23%), up 13% from last year, followed by 
scheduling problems (16%), a lack of insurance (12%), and the 
need to wait for a referral (10%).

Chart 39: Wait Times for Appointments

Please think back to your last visit to a primary care physician. How long 
did you have to wait between the time you made an appointment and the 
day you actually saw the doctor?

April 
2007

April 
2006

April 
2005

March 
2004

January 
2003

A few days 34% 44% 45% 18% 26%
More than a few days,  
but less than a week

8 9 8 10 6

Between one and two weeks 17 10 12 14 14

Between two and three weeks 5 3 6 7 8
Between three weeks and one 
month 6 5 6 9 8

Between one and two months 6 7 6 12 11
Between two and three 
months 5 6 3 8 7

More than three months 10 10 7 15 13
Don’t remember 5 5 5 5 5
Refused 4 2 2 2 2
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Specialist Visits
As demonstrated throughout this study, many specialties continue to show 
labor market stress. As a result, the practicing physician, public opinion, 
and physician office surveys asked a variety of questions to gather data 
regarding how long patients wait for appointments and how difficult it is to 
refer patients to specialists. The amount of time a patient must wait for an 
appointment is an indicator of difficulty accessing care, especially when the 
medical problem is serious. Shown in Table 53 are the average wait times 
required to obtain an appointment with a specialist. Note that these times 
are expressed in terms of days and are from the perspective of the physi-
cians currently practicing in the 12 specialties included in the survey. 

Practicing Physician Survey
Table 53: From Today, How Long (in Days) Would a Patient Have to Wait 
for a Routine or Regular Office Visit?

New Patient Existing Patient

Specialty 2007 2006 2005 2007 2006 2005

Anesthesiology* 33.7 22.6 30.1 24.6 14.7 19.4
Cardiology* 24.8 28.9 21.8 19.7 20.6 12.9
Gastroenterology* 33.6 37.0 39.1 23.9 19.0 24.3
General Surgery* 8.9 12.0 9.8 8.1 7.8 6.6
Neurosurgery* 21.7 43.3 38.1 18.3 23.2 27.7
OB/GYN 40.4 25.6 35.2 29.3 20.1 25.4
Orthopedics* 18.4 20.5 23.2 10.7 12.6 11.1
Pediatrics 25.1 21.6 24.7 17.2 15.7 20.9
Psychiatry 24.2 23.2 18.8 9.6 9.1 8.3
Radiology* 7.0 10.1 5.4 6.4 9.1 8.3
Urology† 23.7 -- -- 23.0 -- --
Vascular Surgery 23.2 18.0 16.7 12.0 8.8 9.5
Total Sample 26.2 25.6 26.2 15.4 14.7 15.3

	 *Specialties classified as operating in critical/severe labor market conditions in at least four of the last 
six years

	 †2007 data only 
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Again, a number of different conclusions emerge, each depending on 
one’s interest in a particular specialty; but two interesting generalizations 
can be made about these responses: 

n	 First, in 2007, for new patients there is a somewhat longer wait 
time in three specialties — anesthesiology, gastroenterology, 
and OB/GYN. Two of these specialties currently operate in very 
stressed labor markets (anesthesiology and gastroenterology).

n	 Second is that in only one specialty — gastroenterology —  
were the number of wait days for new patients longer than the 
sample means for all three years. 

From a different perspective, the 2007 practicing physician survey 
included a question about whether practicing physicians noticed any dif-
ficulty in their patients receiving timely consultation with specialty care 
physicians. The survey results are shown in Table 54. Note that the ratios 
displayed in this table are for those physicians who indicated that they 
experienced difficulty making referrals.

Practicing Physician Survey 
Table 54: Percentage of Physicians Who Reported Difficulty Making 
Timely Referrals to Specialty Care Physicians

Specialty 2007 2006 2005

Anesthesiology 56% 41% 55%
Cardiology 60 48 47
Family Practice 82 76 79
Gastroenterology 46 70 53
General Surgery 57 63 68
Internal Medicine 78 71 78
Neurosurgery 68 64 69
OB/GYN 56 48 52
Orthopedics 58 79 58
Pediatrics 82 82 83
Psychiatry 64 69 56
Radiology 20 46 57
Urology* 89 -- --
Vascular Surgery 79 67 59
Sample Mean 72% 70% 70%

	 *2007 data only 
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Again, several explanatory comments will be helpful in interpreting 
the results:

n	 The obvious and most important conclusion is that over the 
three years this question was included in the MMS survey, 
seven out of ten physicians indicated that they experienced 
difficulty making timely referrals.

n	 While many of the responses over the three survey years 
moved in a “saw tooth” fashion — ups and downs that  
probably reflect variations in the year-to-year sample response 
rates — it is important to note that among two specialties, 
cardiology and vascular surgery, progressively higher ratios  
of physicians have reported difficulty.

n	 Although urology was first introduced into the MMS sur-
vey in 2007, it is interesting to note that, at 89%, urologists 
reported the most difficulty securing timely consultation.

8.4 — Access to Specialists from the Patient Perspective 
In order to gain a patient perspective of access to specialists, Opinion 
Dynamics Corporation included questions related to specialist visits in 
the public opinion and physician office telephone surveys.

In the public opinion survey, respondents who visited a cardiologist, 
orthopedist, gastroenterologist, OB/GYN, or who had a colonoscopy 
or mammogram in the past three years were asked about the wait time 
between making the appointment and seeing the doctor, and whether the 
wait caused a problem. Table 55 summarizes experiences with various types 
of specialty visits.

Public Opinion Telephone Survey 
Table 55: Access to Specialists — Patient Perspective, 2007

Specialist/Procedure

Visited 
or Had 

Procedure

Less than 
One-Week 

Wait

More than 
Two-Week 

Wait
Wait Caused 

Problem

Cardiologist 20% 31% 36% 1%
Orthopedist 28 28 32 17
Gastroenterologist 20 19 45 7
OB/GYN* 39 19 52 7
Colonoscopy 33 8 57 1
Mammogram* 77 14 52 3

   *Asked only of women
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Some important conclusions can be derived from this data:

n	 For the first time since 2003, less than one-half (43%) of all 
of the respondents reported being able to see a doctor in a few 
days or less. Eighteen percent (18%) say they had to wait one 
to two weeks (up from 11% a year ago), and one-quarter (25%) 
had to wait more than two weeks for an appointment. 

n	 In the past year, the number of respondents who said that wait 
times were a problem in these circumstances has increased; 17% 
of respondents who have had to take care of a serious but non-
life threatening medical problem say the wait for an appoint-
ment was a problem, up from 7% in the previous two surveys.

n	 In the majority of cases (64%), respondents said the wait was a 
result of the doctor not being able to see the patient sooner. In 
most other cases (23%), patients said their own schedule made 
it hard to see the doctor sooner.

8.5 — Access to Care: Barriers for New Patients
In order to determine the availability of care for patients when physician 
offices close their panels, the 2007 MMS practicing physician survey and 
the Opinion Dynamics physician office telephone survey included specific 
questions on this matter. The relevant responses from the practicing 
physician survey are shown in Table 56.
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Table 56: Is Your Panel of Patients Open or Closed? If Closed,  
for How Long?

Open Panel Closed Panel
If Closed,  

Average Number of Months

Specialty 2007 2006 2005 2007 2006 2005 2007 2006 2005

Anesthesiology 100% 97% 98% 0% 3% 2% -- -- --
Cardiology 83 90 93 17 10 7 31.2 4.0 15.0
Family Practice 68 75 64 32 25 36 46.7 26.3 20.8
Gastroenterology 97 86 87 3 14 13 -- -- 19.6
General Surgery 97 97 98 3 3 2 -- -- --
Internal Medicine 56 69 64 44 31 36 36.2 22.8 30.3
Neurosurgery 93 94 93 7 6 7 -- 8.5 12.0
OB/GYN 92 97 93 8 3 7 24.0 3.0 3.7
Orthopedics 98 100 100 2 0 0 -- -- --
Pediatrics 85 90 89 15 10 11 45.1 7.0 23.3
Psychiatry 75 74 81 25 26 19 12.4 12.1 11.1
Radiology 80 95 97 20 5 3 -- -- 6.0
Urology* 100 -- -- 0 -- -- -- -- --
Vascular Surgery 100 100 100 0 0 0 -- -- --
Sample Mean 77% 82% 81% 23% 18% 19% 32.6 19.7 24.0

   *2007 data only 

A review of these data show that the vast proportion of physicians 
currently practicing in Massachusetts continue to operate with open 
patient panels. There are only three notable exceptions to this; these are the 
physicians in the following specialties: family practice, internal medicine, 
and psychiatry. And not surprising is that these specialties have very long 
wait times before their practices would be open to new patients. Recall that 
these three specialties are the ones currently experiencing the tightest labor 
markets. Further, inasmuch as the wait times for all three specialties have 
increased over the three MMS survey years, it is very clear that the labor 
markets are becoming even tighter over time.

The physician office telephone survey findings are shown over three 
years in Chart 40. 

Note that this is the first year family practice offices were surveyed. 
The trend for all of the specialties tracked from 2005 to 2007 is that fewer 
new patients are being accepted. Internal medicine and family practice 
show the lowest rate of accepting new patients, which is not surprising 
considering the data gleaned from the practicing physician survey also 
found these two specialties to have long wait times for new patients. The 
only exception is the rate of accepting new patients for OB/GYN, which 
has increased over the three years. 
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Chart 40: Accepting New Patients  

2007

0 20 40 60 80 100

2006 2005

Orthopedic Surgery

OB/GYN

66%
64%

51%

70%
92%

81%
79%

94%
91%

87%
100%

95%
88%

71% 89%
92%

Average Percentages

Gastroenterology

Cardiology

Family Practice/GP

Internal Medicine

8.6 — Wait Times by County and Specialty:  
Physician Office Telephone Survey
The telephone survey of physician offices asked whether physicians were 
accepting new patients, and if so, what the wait time would be to obtain 
an appointment. The following data disaggregates the wait times for each 
specialty by county with detailed data on each county in Table 57.

Cardiology
When grouped by county, the shortest average wait time is 13 days in 
Berkshire, while the longest average wait time is 54 days in Worcester County.

Family Practice/General Practitioner
This is the first year this specialty was included in the study. The shortest 
average wait time is 12 days in Berkshire County, while the longest average 
wait time is 66 days in Bristol County.

Gastroenterology
The longest average wait time is 53 days in Middlesex County, and the 
shortest average wait time is 12 days in Hampshire County.

Internal Medicine
The longest average wait time is 109 days in Bristol County, and the 
shortest average wait time is 21 days in Hampden.
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OB/GYN
The shortest average wait time is 33 days in Hampshire County.  
The longest average wait time is 119 days in Berkshire County.

Orthopedic Surgery
The shortest average wait time is in Franklin County (11 days), while the 
longest average wait time is in Suffolk County (47 days).

Table 57 shows the average wait time for a new patient to get an 
appointment with a specialist in each county.

Table 57: Average Wait Times (in Number of Days) by County

County Cardiology Gastroenterology
Internal 
Medicine OB/GYN

Orthopedic 
Surgery

Family Practice/
General 

Practitioner

Barnstable 24 15 n/a 65 22 33
Berkshire 13 22 39 119 27 12
Bristol 37 24 109 79 23 66
Dukes n/a n/a n/a n/a n/a 1
Essex 23 34 51 37 14 41
Franklin n/a n/a n/a n/a 11 22
Hampden 33 45 94 47 22 19
Hampshire 22 12 21 33 14 27
Middlesex 17 53 66 39 18 30
Norfolk 22 22 40 52 15 25
Plymouth 28 17 64 36 15 28
Suffolk 31 31 44 54 47 25
Worcester 54 43 28 36 17 53

8.7 — Public Opinion Telephone Survey:  
Cost Barriers to Accessing Care
The cost of health care continues to be seen as the biggest issue facing 
Massachusetts residents. As was true in the past three studies, more people 
mention cost and affordability than any other as the most important health 
care issue. Nearly one-third (31%) of respondents cite cost as the most 
important issue, while an additional 9% mention the cost of insurance. 
Sixteen percent (16%) mention either the uninsured or a desire for univer-
sal care as the most important issue. None of these figures have changed 
significantly in the past two years.

Most residents believe access to timely, cost-effective care is very 
important. This data has remained stable since 2003. When asked to rate 
the importance of access to health care on a 1 to 5 scale, with 1 meaning not 
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important at all and 5 meaning extremely important, the mean response is 
4.41; nearly two-thirds (64%) give this issue the highest rating for impor-
tance. Once again, perceptions around the importance of access to care 
have changed little since the question was first asked in 2003.

8.8 — Physicians Accepting Medicaid:  
Massachusetts Compared to the Nation  
(Physician Office Telephone Survey) 
Chart 41 shows the average percentages of offices that reported accepting 
Medicaid in 2005, 2006, and 2007.

Chart 41: Physician Office Telephone Survey: Accept Medicaid? 
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In Massachusetts, physicians are typically extremely willing to accept 
Mass Health (Medicaid) patients and the corresponding low reimbursements.

This year, there is a significant drop in internal medicine physicians 
who accept MassHealth from 73% to 59%. This dramatic drop could be 
a statistical anomaly, or it could be symptomatic of the strained business 
environment in primary care. However, a large percentage (approximately 
75% or more in five of six specialties) continues, for the third year in a row, 
to accept MassHealth patients. One conclusion that can be reached is that 
Massachusetts physicians are socially conscientious and care for patients 
regardless of their ability to pay. When measured against the Merritt, 
Hawkins & Associates “2004 National Survey of Patient Wait Times,” 
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in which Medicaid acceptance rates across the country were 50%, 60%, 
and 44 % for cardiology, OB/GYN, and orthopedic surgery respectively, 
Massachusetts is far above the national average.

8.9 — Public Policy: Public Opinion Survey
For five years now, the public opinion survey has gauged reactions to 
public policy actions that could be or are being undertaken to address the 
medical access issue. 

n	 Nearly three-quarters (74%) of residents oppose higher copays 
based on insurers’ internal quality and cost ratings. While we 
only asked one question on this topic, the overwhelming oppo-
sition we found to using internal insurers’ ratings for deter-
mining copays indicates that this is an idea that the public is 
unlikely to embrace.

n	 As we have seen in the past, a majority of the public opposes 
requiring patients to pay a larger portion of their medical costs 
through higher copays and deductibles. Over half (54%) of 
all respondents are strongly opposed this idea, while 17% are 
somewhat opposed to it. At the same time, the percentage of 
respondents who strongly oppose the idea has dropped in the 
past year, from 65% in 2006 to 54% in 2007.

n	 College graduates are less likely to be opposed to this idea than 
are people who do not have a college degree. While nearly 
two-thirds (66%) of people without a college degree strongly 
oppose the idea of requiring patients to pay a larger share of 
their medical costs, the same is true of 44% of those with a 
college degree.

n	 Finally, respondents were asked if they are aware that a variety 
of sources began posting information regarding the quality 
and cost of care provided by medical groups and some individ-
ual physicians. Approximately one-third (32%) of respondents 
responded that  they are aware this information is available. 
Over half (54%) of the respondents said they are very or some-
what likely to use this information now that they know it is 
available; 24% are very likely, and 30% are somewhat likely.
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Section 9: Conclusions  
and Policy Considerations

The Massachusetts Medical Society’s six consecutive years of data from its 
comprehensive Physician Workforce Studies show that many specialties, 
including primary care, continue to demonstrate extreme stress.

The stakes are high. The success of the renowned health care reform 
effort, Chapter 58, depends in part on the existence of an adequate 
number of physicians to care for the thousands of new people who will 
now have better access to the Commonwealth’s extraordinary health care 
resources. Without enough physicians, promise of universal coverage 
becomes illusory.

Some of the causes of these shortages are endemic to the region’s eco-
nomic fabric, such as high housing and energy costs. These complex issues 
are being addressed in many sectors of the community, and are beyond 
the scope of this report. But resolving some of the other causes of these 
shortages are well within the purview of the Commonwealth’s political, 
business, and health care leaders.

Focus on Physician Workforce Development
Work with stakeholders to ensure a robust physician workforce. There are 
acute shortages in such specialties as anesthesia, cardiology, gastroenterol-
ogy, and neurosurgery, and a significantly growing problem in primary 
care. While there is need for resolution across specialties, good coordina-
tion of care through primary care physicians is essential in order to delivery 
quality, cost-effective care. Many groups, particularly the American 
College of Physicians and its Advanced Medical Home, have proposed 
promising new models for delivering health care today. These and other 
approaches must be examined and pilots implemented to determine if these 
ideas have merit. Without careful workforce planning now across the physi-
cian workforce marketplace, Massachusetts will suffer at exactly the time it 
moves to increase access to care through new insurance models.



150

Medical Education Debt Reduction
Work with all stakeholders to ensure a robust physician workforce by intro-
ducing new legislation that allows for medical education debt reduction for 
those who commit to a yet-to-be-determined number of years of clinical 
practice in Massachusetts. 

Administrative Simplification
Reduce the overwhelming administrative burden on physician practices —  
a burden that has placed undue economic stress on physician practices, 
which, in turn, has placed limits on time spent caring for patients. 
Policymakers must also ensure that the ongoing efforts to measure and 
report on the quality and cost of health care do not add to these admin-
istrative burdens.
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Appendix A:  
Sample Characteristics  
and Respondent Profiles

The following table summarizes the response rates for each of the surveys.

Survey Type
Number of  

Surveys Mailed* Completed Response Rate

Practicing Physicians 7,145 1,295 18.1%
Department Chiefs  
at Teaching Hospitals 116 65 56.0

Medical Staff Presidents  
at Community Hospitals 68 35 51.5

Chief Medical Officers/
Medical Directors of  
Medical Groups

75 15 20.0

Resident Program Directors 110 60 54.5
*Excludes returned mail

Survey of Practicing Physicians
The overall response rate for the practicing physician survey was 18.1% 
(N=1,295). The following tables show the profiles of the respondents.

Respondent Profiles

Specialty Percent

Anesthesiology 4.5
Cardiology 3.4
Emergency Medicine 4.5
Family Practice 9.0
Gastroenterology 2.9
General Surgery 5.3
Internal Medicine 27.0
Neurology/Neurosurgery 1.5
OB/GYN 5.4
Orthopedics 5.2
Pediatrics 13.6
Psychiatry 15.1
Radiology 8
Urology 8
Vascular Surgery 1.2
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Gender Percent

Male 64.7
Female 35.3

Age Group Percent

<40 18.1
40–49 years 27.5
50–59 years 29.5
60> 24.9

Geographic Location Percent

Boston 68.7
New Bedford/Fall River/Barnstable 8.4
Pittsfield 2.8
Springfield 10.0
Worcester 10.1
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Appendix B: Public Opinion 
Poll — Telephone Survey  
of Massachusetts Residents, 
April 2007
1. What do you think is the single most important health care issue facing 
Massachusetts today?

Issue April 2007 April 2006 April 2005

Cost of health care/Affordability 31% 30% 38%
The uninsured/Lack of insurance 9 15 14
Cost of insurance 9 10 1
Access to health care/Availability/
Qualifying 7 4 9

Want universal care 7 -- 2
Insurance coverage/health care 5 2 2
Cost of prescription drugs/ 
medication 5 8 7

Name of affliction —  
cancer, AIDS, obesity, etc. 4 3 3

Elderly care/issues 4 8 5
Quality of care/Service/ 
Find doctors 2 3 1

Doctor shortage/leaving field 1 1 1
Stem cell research -- --  1
ER issues -- -- 1
None/Nothing -- -- --
(Other) 6 4 4 
(Don’t know/Refused) 12 14 15
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2. One issue some people say is important is access to health care — that 
is, the degree to which people can fulfill their medical needs in a timely, 
cost-effective, and efficient manner. On a scale of 1 to 5, where 1 means 
not important at all, and 5 means extremely important, please rate how 
important you feel this aspect of the health care system is.

Survey Year Mean 1 2 3 4 5 (DK)

April 2007 4.41 3% 3% 9% 19% 64% 2%
April 2006 4.47 3 3 10 15 69 1
April 2005 4.50 3 2 11 10 73 2
March 2004 4.42 2 5 9 19 64 1
January 2003 4.46 3 3 8 16 69 1

3. In general, how would you rate the difficulty you experience obtaining 
the health care you need for you and your family — whether it be for  
a routine problem or a serious problem — over the last few years? 
On a scale of 1 to 5, where 1 means not difficult at all, and 5 means 
extremely difficult, please rate the level of difficulty you’ve experienced 
in obtaining this care.

Survey Year Mean 1 2 3 4 5 (DK)

April 2007 2.06 49% 19% 14% 7% 9% 2%
April 2006 2.21 48 15 15 9 12 1
April 2005 2.29 45 15 17 7 15 2
March 2004 2.18 46 17 18 9 9 1
January 2003 2.06 49 16 16 10 7 2



155

4. Specifically, why do you feel that way?

Reason April 2007

Not Difficult 
(1, 2)

Difficult 
(3, 4, 5)

Good access to care/Easy to get appointment 27% 2%
Good health insurance/Good coverage plan 22 4
No problems 17 2
Have insurance/health care 17 4
Cost high/Too high 3 21
Bad access/Can’t get appointment 4 19
Bad/limited coverage 2 12
Don’t have it/Not provided at work/Out of work  -- 12
Good doctor(s) 3 1
Healthy/Not sick/Lucky to feel well 4 --
Relates condition or treatment experience 1 7
Not easy/Can’t find good/right doctor/plan -- 8
Process/Paperwork bad 1 4
Affordable 2 --
Referrals tough/Referrals to specialist 1 3
Concerned about others 1 2
Cost of medication/prescriptions 1 --
Elderly/Medicare/Medicaid -- 1
Self/spouse insurance through work -- --
(Other) 4 8

5. [IF RESPONSES 3, 4, 5 TO Q3] Which one of the following do you 
believe is most responsible for the problems you’ve had gaining access to 
health care? 

Responsible Party April 2007 April 2006 April 2005 March 2004 January 2003

Insurance companies 23% 20% 25% 32% 25%
Government 15 15 16 15 14
HMOs 14 11 8 16 19
The economy or your 
economic circumstances 13 12 8 5 --

Physicians 4 5 3 3 4
Hospitals 3 6 5 4 2
Drug companies 2 4 6 3 --
Patients n/a 1 1 -- 1
(All of them) 16 19 19 17 25
(Unsure) 9 8 8 5 10
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6. Was there any time during the past 12 months when you waited to get 
medical care you thought you needed?

Answer April 2007 April 2006 April 2005 March 2004* January 2003*

Yes, waited to get care 21% 18% 17% 22% 29%
No, did not wait to get care 79 81 82 78 70
(Not sure) 1 1 1 -- 1

*Was there any time during the past 12 months when you either put off or waited to get medical care you 
thought you needed?

7. [IF YES] What was the primary reason you waited to get that medical care?

Reason April 2007

Overcrowded office/Didn’t wait/Office backed up 23%
Scheduling problem 16
No insurance/Limited coverage 12
Wait for specialist/referral 10
Cost of treatment/Finances 8
Held up by insurance company/system 7
Time/Convenience 5
Don’t like doctor/Don’t want to see 1
(Other) 13
(Don’t know) 5
(Refused) 1

8. All things considered, have you been satisfied or dissatisfied with the 
health care you have received during the last 12 months?  
[IF SATISFIED OR DISSATISFIED] Is that very, or somewhat?

Degree of Satisfaction April 2007 April 2006 April 2005 March 2004

Very satisfied 65% 60% 62% 56%
Somewhat satisfied 26 32 26 32
Somewhat dissatisfied 6 4 5 5
Very dissatisfied 3 3 4 4
(Don’t know) 1 3 4 3
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Specifically, why are you (satisfied/dissatisfied) with your care?

Reason Satisfied Dissatisfied

Prompt/See when needed 22% --%
Positive comments about doctors(s) 20 1
No problems/Satisfied/Needs met 14 --
Good plan/Coverage 13 8
Get good care 12 --
Long wait/Hard to schedule 5 26
Cost of coverage 4 15
No major illness/Good health 4 3
Insurance co/paperwork/hassles 2 24
Lack of care/Bad service  2 15
Good hospitals/facilities  2 --
Poor/Limited coverage 1 12
Easy to get referrals 2 --
Difficult to get things done 1 3
Not enough time with doctor 1 3
Difficult to get referrals 1 --
Can afford it 1 --
Expensive prescriptions 1 --
Bad doctors/staff -- 3
(Other) 2 3
(Don’t know) 7 6
(Refused) 1 2

10. [IF DISSATISFIED] In what kind of office or location did you get 
unsatisfactory care?

Provider April 2007

Hospital/clinic 32%
Doctor’s office 26
(Other) 21
(Don’t know) 21
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11. Have you had an appointment with a primary care physician in  
the last year?

Answer April 2007 April 2006 April 2005 March 2004* January 2003*

Yes 89% 83% 85% 77% 83%
No 11 18 16 22 16
(Not sure) -- -- -- 1 1

  *Have you had a routine doctor’s appointment in the last year?

12. [IF YES] Please think back to your last visit to a primary care physician. 
How long did you have to wait between the time you made the appointment 
and the day you actually saw the doctor? 

Wait Time April 2007 April 2006 April 2005 March 2004* January 2003*

A few days  34% 44% 45% 18% 26%
More than a few days, but less than one week 8 9 8 10 6
Between one and two weeks 17 10 12 14 14
Between two and three weeks 5 3 6 7 8
Between three weeks and one month 6 5 6 9 8
Between one and two months 6 7 6 12 11
Between two and three months 5 6 3 8 7
More than three months 10 10 7 15 13
(Don’t remember) 5 5 5 5 5
(Refused) 4 2 2 2 2

*Please think back to your last doctor’s appointment. How long did you have to wait between the time  
you made the appointment and the day you actually saw the doctor?

13. [IF GREATER THAN A FEW DAYS] Was the delay in seeing the 
doctor primarily due to:

Reason April 2007 April 2006 April 2005 March 2004

The inability of the doctor to see you sooner 50% 51% 47% 49%
Your own schedule making it hard to see  
the doctor sooner 27 27 39 28

Because financial or insurance issues made  
it hard to schedule 2 2 2 2

(Not sure) 21 20 12 21

14. Was the length of time you had to wait for an appointment a problem 
for you or not?

Answer April 2007 April 2006 April 2005

Yes 8% 9% 8%
No 92 90 91
(Not sure) -- 1 1
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15. During the past year, have you had a medical appointment in  
which you saw a nurse, a nurse practitioner, or a physician assistant,  
but did not see a doctor?

Answer April 2007

Yes, nurse 5%
Yes, nurse practitioner 26
Yes, physician assistant 8
Yes, not a doctor but 
don’t know who it was 2

No 58
(Not sure) 2

16. [IF YES] Did you make this appointment by choice, or because you 
couldn’t get an appointment with a medical doctor?

Answer April 2007

By choice 53%
Couldn’t get an appointment with a medical doctor 35
Didn’t know I wasn’t going to see a medical doctor 
until the appointment 6

(Not sure) 6

17. Have you had a doctor’s appointment in the last year to take care of  
a serious, but non-life threatening medical problem?

Answer April 2007 April 2006 April 2005 March 2004 January 2003

Yes 46% 39% 40% 42% 46%
No 54 62 60 58 53
(Not sure) -- -- 1 -- 1
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18. [IF YES] Please think back to your last doctor’s appointment for 
a serious but non-life threatening medical problem. How long did you 
have to wait between the time you made an appointment and the day you 
actually saw the doctor? 

Wait Time April 2007 April 2006 April 2005 March 2004 January 2003

A few days 43% 53% 53% 54% 55%
More than a few days, but less than one week 8 6 8 14 8
Between one and two weeks 18 11 8 9 13
Between two and three weeks 4 7 4 2 6
Between three weeks and one month 6 5 7 6 4
Between one and two months 8 5 4 7 4
Between two and three months 2 4 3 3 3
More than three months 5 2 3 3 3
(Don’t remember) 3 3 6 1 2
(Refused) 2 3 4 1 2

19. [IF GREATER THAN A FEW DAYS] Was the delay in seeing the 
doctor primarily due to:

Reason April 2007 April 2006 April 2005 March 2004

The inability of the doctor to see you sooner 64% 60% 65% 67%
Your own schedule making it hard to see the 
doctor sooner

23 26 21 21

Because financial or insurance issues made it 
hard to schedule

3 3 5 1

(Not sure) 9 11 9 11

20. Was the length of time you had to wait for an appointment a problem 
for you or not?

Answer April 2007 April 2006 April 2005

Yes 17% 7% 7%
No 82 91 90
(Not sure) 1 2 4
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Over the last three years have you scheduled an office visit with each of the 
following specialists?  

21. Cardiologist — a heart doctor

Answer April 2007 April 2006 April 2005

Yes 20% 16% 17%
No 79 84 83
(Not sure)  1 -- --

22. Orthopedist — a doctor who treats diseases and injuries dealing with 
bones and muscles

Answer April 2007 April 2006 April 2005

Yes 28% 21% 20%
No 72 79 81
(Not sure) -- -- --

23. GI — a gastroenterologist — a doctor who treats the digestive system, 
including stomach ailments, and performs colonoscopies

Answer April 2007 April 2006 April 2005

Yes 20% 17% 16%
No 79 83 84
(Not sure) 1 1 1

24. An OB/GYN (women only)

Answer April 2007 April 2006 April 2005

Yes 39% 40% 47%
No 61 59 53
(Not sure) -- 1 --

25. [IF YES TO Q21] Approximately how long did you have to wait between 
the time you made an appointment with your cardiologist’s office and the 
day you actually saw the doctor?

Wait Time April 2007 April 2006 April 2005

Less than a week 31% 38% 38%
Between one and two weeks 23 14 26
Between two weeks and a month 17 10 9
Between one and two months 4 5 7
More than two months 15 19 10
(Not sure) 10 14 10
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26. [IF YES TO Q21] Was the length of time you had to wait for this 
appointment a problem for you or not?

Answer April 2007 April 2006 April 2005

Yes 1% 8% 1%
No 99 90 97
(Not sure) -- 2 1

27. [IF YES TO Q22] Approximately how long did you have to wait between 
the time you made an appointment with your orthopedics’ office and the 
day you actually saw the doctor?

Wait Time April 2007 April 2006 April 2005

Less than a week 28% 39% 31%
Between one and two weeks 33 18 22
Between two weeks and a month 17 18 24
Between one and two months 10 9 15
More than two months 5 9 1
(Not sure) 7 7 6

28. [IF YES TO Q22] Was the length of time you had to wait for this 
appointment a problem for you or not?

Answer April 2007 April 2006 April 2005

Yes 17% 20% 22%
No 81 77 77
(Not sure) 2 4 1

29. [IF YES TO Q23] Approximately how long did you have to wait between 
the time you made an appointment with your GI’s office and the day you 
actually saw the doctor?

Wait Time April 2007 April 2006 April 2005

Less than a week 19% 22% 27%
Between one and two weeks 30 27 13
Between two weeks and a month 14 18 17
Between one and two months 21 13 14
More than two months 10 9 11
(Not sure) 7 10 17
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30. [IF YES TO Q23] Was the length of time you had to wait for this 
appointment a problem for you or not?	

Answer April 2007 April 2006 April 2005

Yes 7% 15% 14%
No 90 85 86
(Not sure) 2 -- --

31. [IF YES TO Q24] Approximately how long did you have to wait between 
the time you made an appointment with your ob/gyn’s office and the day you 
actually saw the doctor?

Wait Time April 2007 April 2006 April 2005

Less than a week 19% 14% 29%
Between one and two weeks 20 22 18
Between two weeks and a month 17 19 20
Between one and two months 23 20 13
More than two months 12 20 7
(Not sure) 9 6 13

32. [IF YES TO Q24] Was the length of time you had to wait for this 
appointment a problem for you or not?

Answer April 2007 April 2006 April 2005

Yes 7% 10% 5%
No 92 90 95
(Not sure) 1 -- --

33. Have you had a colonoscopy within the last three years?

Answer April 2007 April 2006 April 2005

Yes 33% 33% 24%
No 66 67 76
(Not sure) 1 -- --

34. [IF YES TO Q33] Approximately how long did you have to wait between 
the time you made an appointment and the day you actually had the 
colonoscopy?

Wait Time April 2007 April 2006 April 2005

Less than a week 8% 9% 21%
Between one and two weeks 22 26 22
Between two weeks and a month 32 24 29
Between one and two months 17 13 10
More than two months 8 10 7
(Not sure) 14 18 10
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35. [IF YES TO Q33] Was the length of time you had to wait for the 
colonoscopy a problem for you or not?

Answer April 2007 April 2006 April 2005

Yes 1% 3% 1%
No 98 97 99
(Not sure) 2 -- --

36. Have you had a mammogram in the last three years (women only)?

Answer April 2007 April 2006 April 2005

Yes 77% 69% 63%
No 23 31 37

37. [IF YES TO Q36] Approximately how long did you have to wait between 
the time you made an appointment for the mammogram and the day you 
actually had the mammogram?

Wait Time April 2007 April 2006 April 2005

Less than a week 14% 17% 17%
Between one and two weeks 24 21 22
Between two weeks and a month 15 18 19
Between one and two months 12 9 14
More than two months 25 26 20
(Not sure) 9 9 9

38.  [IF YES TO Q36] Was the length of time you had to wait for the 
mammogram a problem for you or not?	

Answer April 2007 April 2006 April 2005

Yes 3% 2% 6%
No 95 96 94
(Not sure) 2 2 --

39. On another topic, do you favor or oppose requiring patients to pay 
a larger portion of their medical costs through larger copays and 
deductibles? [IF FAVOR OR OPPOSE] Is that strongly or just somewhat 
(favor/oppose)?

Degree of Opinion
April  
2007

April  
2006

April  
2005

March 
2004

January  
2003

Strongly favor 5% 2% 6% 4% 6%
Somewhat favor 11 9 9 12 10
Somewhat oppose 17 18 15 24 21
Strongly oppose 54 65 62 54 57
(Don’t know) 14 7 9 6 6
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40. Some insurers are requiring that patients pay higher copays to see 
doctors who score lower on the insurers’ internal quality and cost 
ratings. Do you favor or oppose having higher copays based on insurers’ 
internal quality and cost ratings of doctors? [IF FAVOR OR OPPOSE]  
Is that strongly or just somewhat (favor/oppose)?

Degree of Opinion April 2007

Strongly favor 3%
Somewhat favor 10
Somewhat oppose 19
Strongly oppose 55
(Don’t know) 14

41. A variety of sources, including the state and insurers, recently began 
posting information regarding the quality and cost of care provided by 
medical groups and in some cases individual physicians on the Internet 
and in health plan directories. Were you aware that this information  
is available?

Answer April 2007

Yes, aware 32%
No, not aware 67
(Not sure) 2

42. Now that you know that you can get this type of information about 
medical groups and physicians, how likely are you to use it the next time 
you have to choose a doctor?  

Answer April 2007

Very likely 24%
Somewhat likely 30
Not very likely 20
Not likely at all 23
(Not sure) 3
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Now I’d like to ask you some final questions for statistical purposes only.

45. Do you have health insurance through either a government or a 
private health care plan?

Answer April 2007 April 2006 April 2005

Government plan 25% 18% 18%
Private plan 58 63 67
No health insurance 6 5 6
(Both private and government) 8 11 6
(Don’t know) 3 2 2
(Refused) 1 1 1

46.  [IF HEALTH INSURANCE] Is your health insurance through a 
managed care plan such as an HMO like Harvard, Tufts, Fallon, Blue 
Care, or the Neighborhood Health Plan?

Answer April 2007 April 2006 April 2005

Yes 58% 62% 68%
No 39 34 29
(Don’t Know/Refused) 3 4 3

47. What was the last grade you completed in school?

Level of Education April 2007 April 2006 April 2005

Less than high school (1–11) 4% 4% 4%
Graduated high school 24 29 22
Some college/tech./voc. 17 16 18
Graduated college 35 33 34
Graduate/professional school 20 16 22
(Don’t know) -- 1 --
(Refused) 1 2 1

48. In which of the following categories is your age?

Age April 2007

21–34 10%
35–40 9
41–50 23
Over 60 32
(Don’t know/Refused) 1
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49. Gender [OBSERVATION]	

Gender April 2007 April 2006 April 2005

Female 55% 53% 55%
Male 46 47 46

50. How many individuals, including you, live in your household?

Number in Household April 2007 April 2006 April 2005

One 24% 27% 21%
Two 36 32 37
Three 16 15 16
Four 14 12 17
More than Four 10 11 9
(Don’t know) -- -- --
(Refused) 1 3 1

51. Would you please tell me in which of the following categories I  
read is your total household income — that is, of everyone living in  
your household?

Household Income April 2007 April 2006 April 2005

$0–11,999 3% 4% 3%
$12–14,999 3 5 3
$15–19,999 4 2 2
$20–24,999 5 4 4
$25–34,999 5 6 5
$35–49,999 8 8 10
$50–74,999 14 17 17
$75–99,999 10 9 13
$100–124,999 10 6 8
Over $125,000 16 6 8
(Don’t know) 5 4 8
(Refused) 18 29 22
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Appendix C: Survey of 
Physician Offices — 
Summary of Findings
Average Wait Times (in Number of Days) by County

County Cardiology Gastroenterology Internal Medicine OB/GYN
Orthopedic  

Surgery

Family Practice/
General 

Practitioner

Barnstable 24 15 n/a 65 22 33
Berkshire 13 22 39 119 27 12
Bristol 37 24 109 79 23 66
Dukes n/a n/a n/a n/a n/a   1
Essex 23 34 51 37 14 41
Franklin n/a n/a n/a n/a 11 22
Hampden 33 45 94 47 22 19
Hampshire 22 12 21 33 14 27
Middlesex 17 53 66 39 18 30
Norfolk 22 22 40 52 15 25
Plymouth 28 17 64 36 15 28
Suffolk 31 31 44 54 47 25
Worcester 54 43 28 36 17 53
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The following tables contain a tabulation of the complete data collected for each specialty, segmented by county.

Cardiology

County Total Responses Shortest Time 
to Appointment 

(Days)

Longest Time 
to Appointment 

(Days)

Average Time 
to Appointment 

(Days)

Accept 
Medicaid? (%) 

Accepting New 
Patients? (%) 

Barnstable 2 9 38 24 50 100
Berkshire 2 13 13 13 100 100
Bristol 4 17 58 37 75 75
Essex 8 7 64 23 88 88
Hampden 6 2 101 33 100 83
Hampshire 1 22 22 22 100 100
Middlesex 24 6 39 17 75 62
Norfolk 14 2 126 22 57 71
Plymouth 4 1 47 28 100 100
Suffolk 25 1 96 31 88 84
Worcester 10 13 223 54 90 90
Overall 2007 100 8 75 29 81 79
Overall 2006 100 8 57 28 85 81
Overall 2005 100 14 74 34 90 92
 
Gastroenterology

County Total Responses

Shortest Time 
to Appointment 

(Days)

Longest Time 
to Appointment 

(Days)

Average Time 
to Appointment 

(Days)
Accept 

Medicaid (%) 
Accepting New 
Patients? (%) 

Barnstable 2 15 15 15 50 50
Berkshire 2 21 23 22 100 100
Bristol 5 4 41 24 100 100
Essex 9 15 50 34 89 78
Hampden 5 1 105 45 80 60
Hampshire 1 12 12 12 100 100
Middlesex 28 7 198 53 82 89
Norfolk 13 1 75 22 100 92
Plymouth 5 4 38 17 100 100
Suffolk 21 2 76 31 90 81
Worcester 9 3 94 43 100 100
Overall 2007 100 8 66 36 90 87
Overall 2006 100 15 88 41 96 91
Overall 2005 100 20 78 42 91 94
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Internal Medicine

County
Total 

Responses

Shortest Time 
to Appointment 

(Days)

Longest Time 
to Appointment 

(Days)

Average Time 
to Appointment 

(Days)
Accept 

Medicaid? (%)
Accepting New 
Patients? (%)

Barnstable 3 -- -- -- 0 0
Berkshire 2 39 39 39 100 50
Bristol 4 109 109 109 25 25
Essex 8 1 77 51 50 38
Hampden 5 18 170 94 80 40
Hampshire 3 21 21 21 0 33
Middlesex 27 1 231 66 59 56
Norfolk 15 6 81 40 60 40
Plymouth 4 4 183 64 50 75
Suffolk 18 1 108 44 89 72
Worcester 11 9 43 28 46 54
Overall 2007 100 21 106 52 59 51
Overall 2006 100 8 81 33 73 64
Overall 2005 100 5 87 47 79 66

OB/GYN

County
Total  

Responses

Shortest Time  
to Appointment 

(Days)

Longest Time 
to Appointment 

(Days)

Average Time 
to Appointment 

(Days)
Accept 

Medicaid? (%)
Accepting New 
Patients? (%)

Barnstable 2 65 65 65 100 50
Berkshire 1 119 119 119 100 100
Bristol 5 6 214 79 100 100
Essex 7 1 160 37 71 100
Hampden 5 14 84 47 100 100
Hampshire 3 17 47 33 100 100
Middlesex 29 1 217 39 66 93
Norfolk 16 6 168 52 100 94
Plymouth 6 14 70 36 83 100
Suffolk 15 7 119 54 100 73
Worcester 11 5 82 36 100 100
Overall 2007 100 23 122 46 87 92
Overall 2006 100 9 99 34 93 89
Overall 2005 100 13 85 35 89 71
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Orthopedic Surgery

County Total Responses

Shortest Time 
to Appointment 

(Days)

Longest Time 
to Appointment 

(Days)

Average Time 
to Appointment 

(Days)
Accept 

Medicaid? (%)
Accepting New 
Patients? (%)

Barnstable 3 5 34 22 67 100
Berkshire 3 6 69 27 100 100
Bristol 6 1 74 23 100 100
Essex 11 1 39 14 73 64
Franklin 1 11 11 11 100 100
Hampden 8 3 46 22 62 88
Hampshire 1 14 14 14 100 100
Middlesex 19 6 53 18 79 90
Norfolk 16 6 46 15 88 81
Plymouth 5 5 28 15 80 80
Suffolk 17 5 198 47 88 94
Worcester 10 5 34 17 100 100
Overall 2007 100 6 54 23 84 88
Overall 2006 100 6 49 18 81 95
Overall 2005 100 5 47 23 85 100

Family Practice/General Practitioner

County Total Responses

Shortest Time 
to Appointment 

(Days)

Longest Time 
to Appointment 

(Days)

Average Time 
to Appointment 

(Days)
Accept 

Medicaid? (%)
Accepting New 
Patients? (%)

Barnstable 5 15 57 33 60 80
Berkshire 2 6 18 12 50 100
Bristol 7 11 120 66 71 57
Dukes 1 1 1 1 100 0
Essex 13 1 149 41 77 77
Franklin 2 9 36 22 100 100
Hampden 3 2 36 19 100 100
Hampshire 5 4 71 27 60 80
Middlesex 20 1 104 30 85 70
Norfolk 10 1 104 25 80 90
Plymouth 6 4 74 28 33 50
Suffolk 7 1 55 25 71 86
Worcester 19 6 160 53 79 47
Overall 2007 100 5 76 34 75 70
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