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THE MASSACHUSETTS MEDICAL SOCIETY’S
PHYSICIAN VWORKFORCE STUDY

EXECUTIVE SUMMARY

Introduction

4 hroughout the past two decades, public and private health care

organizations have debated the adequacy of the physician workforce

in Massachusetts. Depending on the source of information and
political environment, conventional wisdom vacillates between predictions of
an over-supply of physicians’ and predictions of a substantial shortage across
all medical specialties.” Recent anecdotal evidence indicates that physicians in
the Commonwealth are having an increasingly difficult time meeting patient
demand for services due to an inability to recruit enough qualified practition-
ers. In response to these pressing concerns, the Massachusetts Medical Society
(MMS) undertook a study of the physician workforce. The Society, working
with leading labor economists — James Howell, Ph.D., President, The Howell
Group; Carol Simon, Ph.D., Associate Professor, Health Services Director,
Health Economics Programs, Boston University School of Public Health;
and Andrew Sum, Ph.D., Director, The Center for Labor Market Studies,
Northeastern University — designed a comprehensive research methodology
that included both primary (i.e., focus groups, surveys) and secondary (i.e.,
existing databases) data collection.

Additionally, the Society would like to acknowledge the Conference of
Boston Teaching Hospitals (COBTH) for their assistance with this study.

! COGME Update on the Physician Workforce. August 2000.
Cooper RA, et al. Economic and Demographic Trends Signal an Impending Physician Shortage. Health
Affairs, January/February 2002.




Methodology

The MMS physician workforce study used information from five primary data

sources:

|

Focus groups with residents and fellows at four academic medical
centers

Survey of residents and fellows in their last year of training in 14
specialties at nine teaching hospitals

Survey of residency and fellowship program directors in 14 special-
ties at nine teaching hospitals

Survey of anesthesiology, cardiology, orthopedics, and radiology
department chiefs at nine teaching hospitals

Survey of practicing physicians in 14 specialties

Results

Survey of Practicing Physicians

The surveys for practicing physicians contained seven questions designed to

assess the degree of stress in physician labor markets. In similar professional labor

market studies, it is important to note that response rates indicating a shortage

almost never exceed 10%. Using this response rate as a benchmark, results from

this study indicate that a number of physician specialties in Massachusetts are

experiencing labor shortages.

]

Overall, 36% of respondents felt that the pool of physician appli-
cants is inadequate to fill vacant positions or expand one’s practice.
Results indicated that the physician supply varies by specialty, with
seven specialties showing response rates above the sample mean:
anesthesiology, radiology, GI, neurosurgery, cardiology, emergency

medicine, orthopedics, and vascular surgery.

Almost half of all respondents (46%) indicated that they are cur-

rently experiencing some degree of difficulty filling vacant physician
positions. In four specialties (anesthesiology, radiology, emergency
medicine, GI), over 80% of respondents indicated that they were
experiencing difficulty. In four additional specialties (cardiology,
general surgery, neurosurgery, orthopedics), between 40% to 80%
of respondents indicated that they were having difficulty.




Over one-third of respondents in five specialties (anesthesiology,
GI, radiology, neurosurgery, orthopedics) reported a significant
increase in the amount of time needed to recruit a new physician
over the past three years. Relative to other professional occupations,
these lengths of time are extraordinarily long and indicate lags in
filling physician shortages that can affect patient access and avail-

ability of services.

One-quarter of all respondents indicate 10rtages
have forced them to alter services. In addition, 27% of all respon-

dents have changed their professional staffing patterns due to

d.L

physician shortages.
After combining the results into an analytical matrix, eight specialties were
determined to be experiencing a tight labor market due to physician shortages:
anesthesiology, cardiology, emergency medicine, GI, orthopedics, neurosurgery,

radiology, and general surgery.

Survey of Residency and Fellowship Program Directors

Results from the directors of physician training programs in Massa-
chusetts indicate that the supply pipeline into the state is not keep-
ing up with the demand for new physicians.

Since the 1997 academic year, 55% of residents and 68% of
fellows have left Massachusetts following the completion of their
training. This trend is overwhelmingly the case for the physician

specialties determined to be experiencing labor market shortages
(anesthesiology, cardiology, emergency medicine, GI, orthopedics,
neurosurgery, radiology, and general surgery).

Resident!Fellow Focus Group

m Although the focus group participants were very diverse, the indi-
vidual responses were disturbingly similar. Regardless of specialty
training, responses to questions about beginning a clinical career or
setting up a practice in Massachusetts were almost always negative.

@ Overall, the initial themes were that Massachusetts has no future
for physicians wishing to pursue a career in clinical practice; oppor-

tunities exist for academic/research careers, but reimbursement




pressures and shortages of patient care physicians do not allow suf-
ficient time to pursue these avenues; and compared to other areas
of the country, physician reimbursement is much lower and the

cost-of-living, specifically housing, is much higher.”

Survey of Residents and Fellows

While the demand for residency and fellowship slots in Massachu-
setts remains extremely high, physicians in their final year of train-
ing are not very optimistic about their ability to pursue clinical
careers in the Commonwealth.

Over one-third of respondents had already decided not to pursue a
career in Massachusetts and another one-quarter were still undecid-
ed about their career prospects in the Commonwealth.

When asked to rate Massachusetts on a variety of personal and
professional factors that can impact the decision on where to
establish a practice, residents and fellows overwhelmingly rated
Massachusetts unfavorably on salary levels, salary arrangements,
and the cost of living, and favorably on professional factors, such
as the strength of their peer group, research opportunities, and

intellectual stimulation.

Survey of Hospital Department Chiefs

% Sum 4, ex al. Suare of the American Dream in Massachusess. The American Dream Project: Boston, 2002.

Difficulties recruiting and retaining physicians in the Common-
wealth is not limited to community-based physicians.

Almost three-quarters (74%) of the department chiefs surveyed

in academic medical centers reported that the current pool of
physician applicants is inadequate to fill their existing vacancies.

In addition, 85% of respondents reported difficuldies filling
physician vacancies. As a result, over half of the respondents (52%)
reported altering their services and two-thirds (67%) of the respon-
dencs reported adjusting their staffing patterns due to physician
supply problems.




Conclusions

Based on these results, several conclusions regarding the current physician

workforce were identified:

There is a growing perception that Massachusetts is a financially
and administratively difficult environment for physicians to prac-
tice in. This sentiment was expressed strongly by both practicing
physicians and physicians in training programs.

Massachusetts is experiencing shortages in several critical physician
specialties:

0 Severe shortages: anesthesiology, radiology, gastroenterology,
emergency medicine
o Growing shortages: neurosurgery, orthopedics, cardiology,

general surgery

Implications for Patient Access to Health Care

The Massachusetts Medical Society has been monitoring physician supply trends
for several years. This comprehensive workforce study shows unequivocally that
Massachusetts is facing a crisis situation in the number of physicians available to
deliver patient care. As shown by the survey results, many physician practices are
already overwhelmed and unable to handle additional volume, and have reacted
to this crisis by altering their services or adjusting their staffing patterns to cope
with the labor shortage. The MMS is concerned that these shortages will threat-
en patients’ access to health care. At a minimum, it will increase waiting times for
an appointment. It is time to address the underlying causes of this shortage in
order to protect the financial viability of the Massachusetts health care system

and the overall health of the patients it serves.







INTRODUCTION

t the Annual Meeting 2001, the House of Delegates (HOD) adopted
Resolution: 108, A-01 (A) Physician Workforce Study. Resolution

,é:. 108 directed the Committee on Medical Service, in consultation with
the Resident and Fellow Section, to perform a workforce study to assess current
and future physician supply issues in Massachusetts for a report back at the |
Annual Meeting 2002.

The Committee consulted with economists James Howell, Ph.D., Carol
Simon, Ph.D., and Andrew Sum, Ph.D. Given the large scope of the project, the
Comnmittee felt that primary (i.e., survey, focus groups) and secondary data (i.e.,
existing databases) were needed to properly examine the Massachusetts physician
workforce. The Committee conducted the following primary research: focus
groups of residents and fellows, a survey of residents and fellows in their last year
of training, a survey of residency and fellowship program directors, a survey of
teaching hospital department chiefs, and a survey of physicians in community

and hospital settings throughout Massachusetts.




BACKGROUND

<f he Council on Graduate Medical Education (COGME) has histori-
cally been the governmental advisory body forecasting national physi-

cian workforce supply. COGME’s modeling is primarily based on
international medical graduates
(IMGs), the percentage of generalists versus specialists, the growth of managed |
care, the growth of non-physician clinical graduates, the average length of stay in
hospitals, and other health-sector indicators. In their reports, COGME indicates
that there is an impending physician oversupply and, specifically, an oversupply
of specialists.”* These reports influenced the government funding agencies to
reduce funding of specialist training programs. It is important to note that often
these models are based on technological forecasting models rather than labor
market models that take into account specific geographic labor markets and spe-
cialty supply and demand factors.

In response to the publications of the COGME reports, Richard Cooper,
M.D., from the Health Policy Institute at the Medical College of Wisconsin,
published an alternative forecasting model for the national physician workforce
supply.” His trend model focuses on economic growth (gross domestic product
and per capita income); health care spending; population growth; physician pro-
ductivity, which is affected by changes in technology; and the services provided
by non-physician clinicians. Predictions from this model indicate that there will
be a substantial shortage of physicians by 2020.

At the state level, physician workforce studies have recently been conducted
in Arizona, California, and Texas. These studies are similar to the national studies
in that they focus on such variables as physician-to-population ratios, health
insurance coverage, managed care penetration, and government reimbursement.
However, each state has its own unique set of future challenges. Arizona faces

very low physician-to-population ratios and a high percentage of uninsured

L COGME. Update on the Physician Workforce. August 2000.

2 COGME. COGME Physician Workforce Policies: Recent Developments and Remaining Challenges in
Meeting National Goals. March 1999.
Cooper RA, et al. Economic and Demographic Trends Signal an Impending Physician Shortage. Health
Affairs, January/February 2002.




patients.” Texas has a high number of physicians imported from other states to
currently meet the increase in medical care demanded by a growing population.”
However, cuts in funding for graduate medical education along with managed
care penetration may threaten Texans’ access to medical care. Results from the
California study show that managed care penetration has eroded physician satis-
faction and that practices are having difficulty recruiting physicians.®

Although there is anecdotal evidence of shortages in specific specialties, a
comprehensive workforce study has not been done in Massachusetts. Some spe-
cialty societies, though, have performed initial studies to understand and quantify
the situation. For example, a manpower study sponsored by the Massachusetts
‘Society of Anesthesiologists examined vacandes, recruitihg, and curtailing of set-
vices. In addition, it also surveyed graduating residents to determine their post-
residency employment plans. Results show that hospitals are finding it difficult to
recruit new anesthesiologists and must often curtail elective surgery schedules. Of
the anesthesiology residents surveyed, over half left Massachusetts. An extensive
bibliography of resources related to the physician workforce question is contained
in Appendix A. |

With these background studies in mind, the Committee took the following

steps in an effort to assess the physician workforce supply in Massachusetts.

! Singer JA, Cantoni CJ. Keeping the Doctor Away: What Makes Arizona Unattractive to Physicians.
Goldwater Insstitute, October 2001.

? Tovas Medscal Association. Report of the Council on Medscal Education: 2001 TMA Physician Workforce
Report. October 2001.

¢ California Medical Association. And Then There Were None: The Coming Physician Supply Problem. July
2001.




METHODOLOGY

Resident/Fellow Focus Group

Focus groups were held at four different academic medical centers: Massachusetts
General Hospital, Brigham and Women’s Hospital, Boston University Medical
Center, and Baystate Medical Center. These focus groups were intended to more
clearly delineate the issues facing residents and fellows when making career deci-
sions and to provide feedback on the survey tool for residents and fellows in their

final year of training,.

Resident/Fellow Survey and Residency/Fellowship
Program Director Survey

In focusing on the factors affecting the residents’ and fellows locational decisions,
two groups were surveyed: residents and fellows in their last year of training and
the residency and fellowship program directors. The survey mailings targeted 14

specialties at nine teaching hospitals:

Specialties: anesthesiology, cardiology, emergency medicine, family
practice, gastroenterology, general surgery, internal medicine, neuro-
surgery, obstetrics and gynecology, orthopedics, pediatrics, psychiatry,
radiology, and vascular surgery.

Teaching Hospitals: Boston University Medical Center, Massachusetts
General Hospital, Brigham and Women’s Hospital, Beth Israel Dea-
coness Medical Center, Children’s Hospital, Baystate Medical Center,
UMass Medical Center, St. Elizabeth’s Medical Center, and New Eng-
land Medical Center

A four-page, seven-question survey was developed to ask about post-
training employment decisions, whether or not they were planning on seeking
employment in Massachusetts, and how respondents rated Massachusetts (favor-
ably/unfavorably) with respect to professional and petsonal factors that influence
locational decisions. The survey was field-tested at the focus groups and reviewed
by the MMS Resident and Fellow Section, practicing physicians, and survey

development experts.
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The survey for program directors asked historical questions about program
openings and applications over the past year, as well as the number of trainees
who stayed or left Massachusetts between 1996 and 2001. Residency and fellow-
ship program directors were also asked how Massachusetts rated (favorably/
unfavorably) with respect to professional and personal factors.

Both surveys were mailed in November 2001. Staff contacted each of the
residency and fellowship programs, using the American Medical Association’s
(AMA’s) Graduate Medical Education Directory, to explain the goal of our study
and to re-emphasize that only graduating residents and fellows were eligible to
participate. Working with the program coordinator to determine the number of
residents and fellows in their last year of training, a package‘of surveys was sent
to each program containing surveys for residents, fellows, and the program direc-
tor. Each survey packet included a cover letter, a survey, and a postage-paid
return envelope. In an effort to increase the survey response rate, three follow-up

mailings were sent to each of the programs.

Hospital Department Chiefs Survey

This survey asked the department chiefs of anesthesiology, cardiology, ortho-
pedics, and radiology at the nine teaching hospitals questions regarding physician
full-time equivalents (FTE) currently employed, FTE vacancies, new hires, and
separations during the last six months. Only four specialties were selected for this
survey in order to test the interest of respondents in completing the data. It also
asked for the deparfment chiefs experience with the adequacy of the physician
applicant pool, recruiting time to fill a physician vacancy, altering services and
adjusting staffing due to unfilled vacancies, and retention of existing staff physi-
cians. Surveys were sent with a cover letter and a postage-paid return envelope.
Follow-up phone calls and two additional follow-up mailings were also sent.
Results from their surveys were kept in the aggregate to maintain the confiden-

tiality of the respondents.
Survey of Practicing Physicians
A survey of practicing physicians provided another perspective on workforce

issues. Questions about vacancies, recruitment efforts, altering services or adjust-

ing staffing due to physician vacancies, shortages in specific specialties, and

11



retention were added to an MMS satisfaction survey that also measures physician
opinions on the practice environment in Massachusetts.

This survey was mailed in January 2002 to 4,000 physicians, both MMS
members and non-members, who were randomly selected from 14 specialties
(anesthesiology, cardiology, emergency medicine, family practice, gastroenterolo-
gy, general surgery, internal medicine, neurosurgery, obstetrics and gynecology,
orthopedics, pediatrics, psychiatry, radiology, 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.

By tracking responders and non-responders, it was possible to aggregate
results by metropolitan statistical areas (MSA), allowing for Statistical analysis by
region. The MSA grouping methodology was also based on the Dartmouth Atlas
of Health Care methodology. ’

Data Entry and Analysis

All returned surveys were logged in and responses were entered into an MS
Access database for cleaning and categorization. The databases were imported

into SPSS, a statistical software package, for analysis.

Sample Characteristics

Please see Appendix B for a detailed discussion of sample characteristics.

12



ANALYSIS OF PHYSICIAN
WORKFORCE SuprprPLY

very large percentage of respondents indicated that they find evidence

of physician shortages in their practices and local markets. In discus-
_Zi ﬁ..smns with our economic consultants, it has been repeatedly empha-
sized that response rates indicating a shortage in similar labor market studies
almost never exceed 10%. Yet many response rates in the MMS surveys exceed
50%. Our consultants conclude thar these response rates indicate labor markets
where demand and supply are in a state of disequilibrium and can only describe
labor markets that are in a state of crisis.

The largest and perhaps most significant element in this research effort
involved the assessment of current and future physician supply issues in Massa-
chusetts, as outlined in the first HOD recommendation. As this statistical analy-
sis evolves, one will be able to see clearly where labor market supply pressures
exist, but care should be taken to categorically define them as shortages; that s,
where products or services are not provided.

We must not lose sight of the fact that this study concentrates on the sup-
ply side of the physician labor market. A more complete analysis of physician
labor markets in Massachusetts would require the collection of specific data on
the demand side. Among other issues, this would require quantification of
patient service demands and a determination of whether they are being met on a
timely basis consistent with patient expectations. Since preliminary investigations
indicate that local factors — such as a higher ratio of outpatient clinics, the sys-
tematic application of new therapeutic technologies, and an aging population —
can all increase the demand for medical services, we fully appreciate the need to
develop this type of analysis further. We hope to undertake such a study, but for
now, our analysis is limited to issues surrounding the supply of physicians.

Our analysis of the primary and secondary research data proceeded in three
successive steps. In the first step, we identified physician specialties that are
exhibiting a high degree of labor market stress. The second step determined the

degree to which residency and fellowship training programs are providing new

72



physicians to alleviate any existing labor market stress. The third step evaluated
the degree to which labor market stress within specific specialties varies by geo-

graphic area.

Step #1
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In this section, we will provide the detailed tabulations of the practicing physi-
cians’ response to the questions describing the conditions with which they are
confronted in their labor markets. First we will examine the five categories we
identified as critical to labor market conditions, the steps taken to determine if

shortages existed, and, if so, for which specialties.
21 Adequacy of physician applicant pool to fill vacant positions

n Question 12: Is the current pool of physician applicants ade-
quate to fill your vacant positions or expand your practice?

3 Specialties where filling existing vacancies is difficult

o Question 13: Are you currently experiencing difficulty in fill-
ing physician vacancies?

2 Specialties where recruitment time has increased, and the average
amount of time it takes to recruit a physician

o Question 17: Based on your current experience, how long
does it take to recruit a physician to your practice?

o Question 18: Over the past three years, has the amount of
time needed to recruit physicians changed? If YES, by how
much time? (increased/decreased by # months).

a2 Specialties where staff retention is more difficule

7 Question 19: 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: easier/more dif-
ficule?

1 Specialties where supply problems make it necessary to alter services
or adjust professional staffing patterns

1 Question 14: Have physician supply problems made it neces-
sary for you to alter the services you provide?

o Question 15: Have physician supply problems made it neces-
sary to adjust your professional staffing patterns?

14



CEITIONS OR EXPAND

NOT NO TOTAL # OF
YES NO APPLICABLE RESPONSE RESPONDENTS
- Anesthesiology 9% 83% 6% 2% 65
Cardiology 29% 56% 13% 2% 45
Emergency Medicine 33% 53% 11% 2% 45
Family Practice 36% 23% 39% 3% 101
General Surgery 37% 27% 28% 8% 71
GI 14% 71% 14% 0% 35
Internal Medicine 28% 32% 35% 5% 254
Neurosurgery 21% T 58% 21% 0% 24
OB/GYN : 46% 26% 24% 5% 85
Orthopedics 43% 40% 15% 1% 67
Pediatrics | - 53% 14% 31% 2% 150
Psychiatry 20% 25% 51% 4% 146
Radiology 8% 84% 8% 0% 38
Vascular Surgery 4% 44% 11% 0% 9

* PERCENTAGES MAY NOT ADD UP TO 100% DUE TO ROUNDING

Each of these questions is addressed sequentially in the discussion that
follows. Once we have completed the analysis of these five areas, the results will
be integrated into a matrix showing the specific patterns of labor market stress

across the 14 specialties.

2 Adequacy of physician applicant pool io fill vacans positions
Question 12: Is the current pool of physician applicants adequate to
fill your vacant positions or expand your practice?
In order to make a conservative estimate of physicians facing a workforce short-
age, our study highlighted specialties with greater than 40% of respondents
indicating an inadequate pool of physician applicants to fill vacant positions or
expand practices. However, a number of specialties with less than a 40% response
to this question should still be characterized as experiencing labor supply prob-

lems. Based on the data received in response to this question (see Table 1), the

following conclusions may be made:
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TaBLE 2 ~ (J133 ARE YOU CURRENTLY EXPERIENCING DIFFICULTY IN FILLING PHYSICIAN VACANCIES®

. ' WY_;:; . YES, TOTAL: YES, e
SIGNIFICANT SOME SOME SIGNIFICANT. “NO, NO TOTAL # OF
DIFFICULTY: DIFFICULTY. - DIFFICULTY: NO: DIFFICULTY RESPONSE RESPONDENTS
Ancsthesiology L sip a1 gge 9% 3% 65
Cardiology SRy 29% F 31% 60% 27% 13% 45
Emergency Medicine+ ’ 22% 58% o 80% ' 11% 9% 45
Family Practice =~~~ =~ | gop | gyep 38% 37% 26% 101
General Sufgery ey 30% | 4% | 240 31% 71
G i iy 3% L 8% 9% 11% 35
Tuiternal Medicine: o 14% 5% | 39% 32% 29% 254
Neurosurgery 38% | 20% | 6% 13% 21% 24
OBIGYN 8% | 25% 33% 41% 26% 85
Orhopedics 1w | os% | s 33% 15% 67
Pediawics - % | 16% 22% 5% 23% 150
Poychiamy | e 25% L 35% 20% 45% 146
Radiology * o a% | 29% o 90% 8% 3% 38
Vascular Surgery , 1% 22% . 33% . 44% 22% 9

* PERCENTAGES MAY NOT ADD UP TO 100% DUE TO ROUNDING

@ Opverall, 36% of respondents felt that the pool of physician appli-
cants is inadequate to fill vacant positions or expand one’s practice,
31% of the survey respondents replied that the current labor mar-
ket pool was adequate, and 29% of the survey respondents reported
that the question did not apply to their current situation. While
these responses appear to be similar, results indicated that the labor
market supply varies by specialty. It should be noted thar these are
very conservative estimates based on the total sample of respon-
dents, which includes those who reported that the question was not
applicable to their current situation.

@ Five physician specialty occupations show response ratios well
above the sample mean of 36%. In these specialties, the majority of
survey respondents have indicated that the current pool of physi-
cians is inadequate; these include anesthesiology, radiology, GI,
neurosurgery, cardiology, and emergency medicine. Two other
specialties, orthopedics (40%) and vascular surgery (44%), also
have high percentages of respondents indicating the same.

16



Specialties where filling existing vacancies is difficuls

Question 13: Are you currently experiencing difficulty in filling
physician vacancies?

The range of sample responses to this question is shown in Table 2. In compari-
son to the results discussed above, these ratios depict much tighter labor market
conditions among the eight specialties singled out in response to the question

above.

Overall, 46% of those surveyed indicated that they are currently
experiencing some-to-significant difficulty in filling key specialty
positions.

@ The evidence that points to tight labor markets seems to be over-
whelmingly the case in terms of four specialties: anesthesiology,
radiology, emergency medicine, and GI. In these specialties, over
four out of five respondents indicated that they were experiencing
difficulty filling vacancies. In addition, the following specialties also
have from 40% to 80% of respondents indicating difficulty: cardi-
ology, general surgery, neurosurgery, and orthopedics.

Specialties where vecruitment time has increased

Question 17: Based on your current experience, how long does it take
to recruit a physician to your practice?

Question 18: Over the past three years, has the amount of time need-
ed to recruit physicians changed? If YES, by how much time?
(increased/decreased by # months).

The statistical data received to these questions is shown in Tables 3 and 4.

17



Tamezn 3~ 0147 G OPOES (T TARE TS ok
PRACTICE?
veN | ToTLFOF
# OF RESPONSES (IN MONTHS) ST. DEV. RESPONDENTS

* Anesthesiology 57 10.6 6.0 6
Cardiology 30 127 9.2 49
Emergency Medicine 37 86 5.6 45
Family Practice 47 11.7 10.0 101 ‘
General Surgery 41 ‘ 12.8 6.5 71
GI 20 22.3 13.2 35
Internal Medicine 148 10.3 6.9 254
Neurosurgery 14 52.9 16.7 - 24
OB/GYN 53 12.8 9.4 85
Orthopedics 44 14.6 9.0 67
Pediatrics “ 85 7.8 4.8 146
Psychiatry 39 111 7.7 146
Radiology 37 14.§ 9.3 58
Vascular Surgery 6 17.0; 154 N M9 L

Tasue 4

- PERCENT REPORTING I;[“OI:ITNHS TO RE“CI{I}ITJHLZWNH .

SPECIALTY A SIGNIFICANT INCREASE - TOTAL # OF
IN TIME TO RECRUIT MEAN # OF MONTHS“"M ST. DEV. RESPONDENTS

Radiology 63% 14.9 2.3 38
Anesthesiology 57% 10.6 ‘»“6.0 65
GI 51% 223 ] 13.2”’ - 35
Orthopedics 34% 14.6 ’ 9.0 67
Neurosurgery 33% 22.9 16.7 24

”I:/[NETAN RESPONSE RATE 23% 7 11.9 ‘ o "’é7vmm - k1a210 h

It was judgmentally determined that specialties in which more than one-
third of respondents indicate significant increases in the amount of time to
recruit a physician are experiencing a tight labor market. Table 4 shows that the
following specialties fall within this criterion: anesthesiology, GI, radiology,
neurosurgery, and orthopedics. Relative to other professional occupations, these
lengths of time are extraordinarily long. These results indicate long lags in filling

physician shortages, which can affect patient access and availability of services.
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TaBLE 5 ~ Q19: OVER THE PAST THREE YEARS, HAS YOUR ABILITY TO RETAIN YOUR EXISTING STAFF OF PHYSICIANS CHANGED?

: YES YES NO ’ NO TOTAL # OF
SIGNIFICANTLY. SOMEWHAT NOT AT-ALL RESPONSE RESPONDENTS
Anesthesiology 37% 37% 21% 5% 65
* Cardiology o o 18% | 33% | 33% 6% 45
Emergency Medicine C24% 38% 29% : 9% 45
Family Practice - ' Lo 11% 19% 30% 40% 101
‘General Surgery C20% | 20% | 28% 32% §
GI : 14% 20%. 43% S 23% 35
Internal Medicine o 17% 24% L 26% 33% : 254
Neurosurgery : 13% 33% | 21% 33% 24
OB/GYN : 13% 20% 736% 31% 85
Orthopedics : 20% 2% 4% 16% Ce7
Pediatrics L 7% 17% 44% 32% 150
 Psychiay - 12% 12% 20% 56% 146
Radiology , , %L 5% 10% 3% 38
Vascular Surgery 0% : 11% 67% 22% 9

Specialties where staff retention is more difficult

Question 19: 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: (easier/more difficult)?

On the surface, the responses to this question do not seem to describe a labor

market currently experiencing significant stress.
Specifically, 39% of respondents indicated that the ability
to retain physicians had changed somewhat-to-significantly (16%
significantly, 23% somewhat). However, 30% stated that it had not
changed at all, and 31% did not answer the question (see Table 5).

Question 19 Verbatim:

@ Young successful physicians are relocating to other states with lower
taxes, increased reimbursements, and less managed care.

@ The problem in recruiting is almost completely financial. We in
Massachusetts can’t even compete with other New England states.
The combination of relatively low compensation and high cost of
living is deadly.

@ Salary and work conditions (call schedule, workdays, surgical vol-
ume, and case mix). Academic centers have difficulty with retaining




TaBLE 6 ~ IF YES, HAS RETAINING PHYSICIANS IN YOUR PRACTICE BECOME:

irortieriaic

T mome TOTAL # RESPONDENTS
U EASIER DIFFICULT ANSWERING “YES”.TO Q19
Hnesthesiclogy e . 92% 48
Cardiology:. e SariE . 0% 96% 23
Emergency Medicine = ‘ o ‘ ¢ 4% 89% 28
Famiily Practice ' : ‘ L 3% -.80% 30
GGy e e % 96% 28
Gr e ' o 8% 92% 12
fInternaIMedicine~ o e s - o 4 4% : SGOA) : 105‘
Nebosimen 0 = 100% 11
OBIGYN o L g 68% 28
_ Orthopedics =+ = 89% 28
 Pediatrics ' : e 83% 36
- DPeychiatry - £ o % 86% 35
" Radiology ~ : ol 3% 85% 33
- Vascular Surgery ? e el 0% 100% I

anesthesiologists since they have been pulled into ORs and lost

non-clinical and research time.

@ Rewards aren’t there — pay isnt good, hours are long, staff physi-

cians are burning out. ED physicians are burning out. The whole

system is melting down.

@ Obvious — we are working one to two hours more per day at 10

to 20 percent less pay — those physicians not tied down with fami-

ly are leaving, one to Pennsylvania, one to Ohio.

@m Fconomics, work hours — one partner left this busy private prac-

tice for an academic (university salary) spot in Ohio and increased

income by $50K and decreased work hours by 10 hrs/week.

But when one analyzed the 477 responses indicating that the ability to

retain a physician has changed, 87% stated that retention had become more dif-

ficult over the past several years (See Table 6).

Table 7 compares the relevant responses to questions about retention and

recruitment for the aggregate sample and the five specialties experiencing the

most severe shortages.

These responses are entirely consistent with anecdotal information about

the current behavior of the physician labor markets; namely, that the retention of
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TaBLE 7

- PERCENT OF PHYSICIANS WHO REPORT THAT

'PERCENT OF PHYSICIANS WHO REPORT THAT

| TOTAL SAMPLE

. SPECIALTY ~ THE TIME TO RECRUIT PHYSICIANS -~ | THEIR ABILITY TO RETAIN PHYSICIANS HAS
. __ HAS INCREASED SIGNIFICANTLY _ GHANGED AND BECOME MORE DIFFICULT
Radisless i 6% 0 e ‘
- Anesthesiology s e ' 92%
i Sl el b 9295
 Orthopedics. Mmoo 89%
"‘;Iiéui‘osurger)f 33% . 100% -

existing professional staff is becoming more difficult. There are many factors that
contribute to this problem, but one that merits special comment is that Massa-
chusetts has always been regarded as a rich recruitment area for the rest of the
country. And with salary and benefit packages in areas outside of Massachusetts
becoming increasingly more lucrative, the mid-to-senior level physician becomes
a keen target for other growing areas. This is just another dimension to the long-
recognized reality that Massachusetts is a powerful training ground for the rest of

the country.

Specialties where supply problems make it necessary to alter
services or to adjust professional staffing patterns

Question 14: Have physician supply problems made it necessary for
you to alter the services you provide?

Question 15: Have physician supply problems made it necessary to
adjust your professional staffing patterns?

This analysis has primarily concentrated on the physicians’ perceptions and atti-
tudes regarding the changes in their local labor markets. Unquestionably, these
responses are important, but in our survey, we also wanted to collect informa-
tion on whether physician shortages have required respondents to alter their
day-to-day provision of patient care services or adjust professional staffing to
meet the needs of patients. In short, the responding physicians are telling us
that labor shortages are forcing them to make changes in the manner in

which medicine is practiced. For purposes of organization, we have combined
our discussion of these responses into a single section. The relevant responses are

displayed in Table 8.
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Q14: HAVE PHYSICIAN SUPPLY PROBLEMS | Q15: HAVE. PHYSICIAN SUPPLY PROBLEMS ST
MADE I'T" NECESSARY FOR:YOU TO- ALTER MADE TT NECESSARY TO ADJUST YOUR TOTAL # OF
SPECIALTY. THE ‘SERVICES YOU PROVIDE?® PROFESSIONAL STAFFING PATTERNS?* RESPONDENTS
L T I e T e e T YRS ' NO e op CTUYES NO

Anesfhesiology - 52% ‘ 46% 68% 26% 65
Cardiology 27% : 67% 38% 56% 45
Emergency Medicine o 27% 64% 47% 47% : 45
Family Practice 14% 69% 14% 68% 101
General Surgery ' 20% 66% 30% 56% 71
Gl 5% 40% 43% 54% 35
Internal Medicine 23% . 58% 20% 60% 254
Neurosurgery : ' 38% ' 62% 33% 58% 24
OB/GYN 19% 69% 24% 62% 85
Orthopedics : 31% 60% 28% 61% 67
Pedidtrics 14% 71% 12% 76% 150
Psychiatry 26% T 48% 21% 47% 146
Radiology - 39% 58% 74% 24% 38
Vascular Surgery 0% 89% 22% 67% 9

* PERCENTAGES MAY NOT ADD UP TO 100% DUE TO NON-RESPONDENTS

Twenty-five percent of all respondents indicated that the current shortage

of physicians has necessitated the alteration of services, and 27% stated that the

shortages have induced changes in professional staffing patterns. Unquestionably,
ratios of this magnitude describe a practice environment undergoing significant

structural adjustments and limitations on patient access to physician services.

Again, labor market experts reported that vacancy surveys with response rates
indicating a shortage in excess of 10% reflect severe market stress.

It is also important to note that there appears to be a certain threshold of
operational stability present in at least some segments of the market, as 60% of
the respondents indicated that they had not altered services and 57% stated that
their professional staffing patterns were unchanged. The sharp variances across
specialties are to be expected and reflect the segmentations that exist in the physi-

cian labor market.
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et SPECIALTY. . PERCENT OF RESPONDENTS. INDICATING THAT"'I:["I_EY
ALTER SERVICES ADJUST: STAFFING

Radiology | ey %
Anesthesiology e . “52% o 68%

GI o : ‘ 51% £3%
Orthopedics =~ o o 28%
Neurosurgery =~ =+ 8% 3%

TOmML o U B st 2%

Physician Verbatim From Question 14:

As a member of a large anesthesiology group, we have had to close
pain clinics or restrict days and restrict number of operating rooms
in several hospitals.

@ We tried to recruit — tried hard without success. We have had to
tell many groups we just cannot see their patients.

@ We can hardly keep up with demand for existing services, so we
will not even try to introduce new services.

Our orthopedic specialty group practice can no longer offer spine
and foot and ankle surgery.

@ We would like to provide 24 hour ICU coverage, but we can't
aftord it with present reimbursement.

We are unable to run as many operating rooms due to a shortage of

anesthesiologists.

Physician Verbatim From Question 15:
We are increasing CRNA nurses and residents to be able to cover
the same number of ORs.

@ We are hiring physician assistants (NPs and PAs) more.

@ Increasing reliance on clinical nurse specialists in place of psychia-
trists.
Difficult to staff ED.
We have to take more night calls.

Unable to expand for increased demand in gastroenterology.

Building on this analysis, it is interesting to note the responses to these two
questions in terms of the specialties most often cited as experiencing severe short-

ages. This information is shown in Table 9.
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Tamn 10« SHORTAGE CF PHYSICIAN SPECIALISTS I Miassac
SIGHNIRICANT FESPOISES

i iy

TIUSETTS: A SUMMARY MATRLL SHOWING THE MOosT

SPECIALTY Qi2: Qis: Q19: Qi3: Ql4: Q15:
: ‘ INADEQUATE INCREASE . SIGNIFICANT - SIGNIFICANT SUPPLY PROBLEMS SUPPLY PROBLEMS
POQL OF IN. TIME DIFFICULTY DIFFICULTY IN CAUSE ALTERATION CAUSE CHANGES IN
PHYSICIANS TO RECRUIT TO RETAIN FILLING VACANCIES OF SERVICES PROFESSIONAL STAFFING
Anesthesiology o o ) o o o
Cardiology 6 . . . .
Emergency Medicine 0 . . . . .
Family Practice . °
General Surgery . . . . .
GI e o . o .
Internal Medicine . . .
Neurosurgery o . . . .
OB/GYN . .
Orthopedics . . . . . .
Pediatrics
Psychiatry . . .
Radiology ) ) . ) . o
Vasculdr Surgery . o
WHERE: ", © Equal to of greater than 50%

1B 1)

Equal to or greater

than 20%, but less than 50%

Integrating the Survey Resulis: Specific Patterns of Labor
IMarket Stress in Massachusetts

Without question, the results shown above present a detailed and complex pic-

ture of the realities and variations in labor shortage conditions in the Massachu-

setts physician labor market. At this point in our discussion, it will undoubtedly

be helpful to summarize the most important conclusions concerning these short-

ages across the 14 specialties. The results from the foregoing discussion have been

integrated in a single descriptive table (see Table 10). Based on this survey infor-

mation, it seems quite clear that there are seven specialties where local labor mar-

kets are under significant stress. These would include anesthesiology, cardiology,

emergency medicine, G, orthopedics, neurosurgery, and radiology. Within each

specialty, over 20% of respondents indicated a perception of a physician shortage

in at least five out of the six categories. General surgery follows closely with four

out of six categories meeting these criteria.

Building on the analysis of the results from the survey conducted on prac-

ticing physicians, we will examine the physician supply situation as it relates to

the output of residents and fellows.
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% NUMBER OF RESPONDENTS LEAVING MASSACHUSETTS FOLLOWING
I Procrams (1997-2001)

PROGRAM TYPE # OF PHYSICIANS COMPLETING - © . NUMBER LEAVING MA [ —— LEAVING MA
THEIR TRAINING {1997-2661) : LT
FELLOWSHIP
Neurosurgery 4 3 75%
Gl 24 . 12 50%
Orthopedics 63 540 86%
Cardiology 95 : s 59%
 RESIDENCY ' ' "
Pediatrics 55 , A6 ‘ 29%
 Psychiarry 2% , 4 17%
Internal Mcdicine 2180 ' : 112 62%
Radiology = 49 n i ; 39 ' 80%
OB/GYN 9o T 7 | 37%
Orthopedics 69 o 44 o 64%
Anesthesiology 231 e 129 56%
* Family Practice 57 025 , 44%
General Surgery 144 ; 93 65%
Step #2

For the 14 specialties in question, desermine the extent to which
the historical outpus of the residency and fellowship programs are
providing potential supplies of new physicians to alleviate any
existing labor market gaps identified in Step #1.

This is the second step in our iterative analysis of the physician supply issue in
Massachusetts. Thus far, we have established a list of eight specialties that are cur-
rently experiencing tight physician labor markets. This includes the following
physician specialties: anesthesiology, cardiology, emergency medicine, general
surgery, GI, orthopedics, neurosurgery, and radiology.

This analytical step focuses on the issue of physician pipeline supply; that
is, are the physician outputs from existing residency and fellowship programs
adequate to meet current and future labor market demands? The results shown
in Table 11 include physicians in residency and fellowship programs in 14 spe-

cialties currently being offered at nine teaching hospitals.




When matched against the specialties identified as currently experiencing
tight supply-side labor markets, our analysis supports a conclusion that is quite
- disturbing, According to our results, the highest ratios of fellows an
leaving the Commonwealth are concentrated among the eight specialties cited
above as experiencing an extremely tight labor market. Based on this informa-
tion, it is clear that the training pipeline for the years 19972001 was not suffi-
cient to close the labor vacancy gap in the most pressing specialty areas.

In the specific analysis of the resident and fellowship programs that follows,
we will discuss in detail those factors that are either pushing or pulling young
physicians out of Massachusetts, but at this point, we will continue our analysis
of labor market conditions for the 14 specialties. In our next step, we wﬂl analyze

the results within the context of the five dominant urban areas in Massachusetts.

Step #3:

Analyze the labor marker conditions for the 14 physician specialties
across the five urban areas in Massachusetts in ovder to identity the
characteristics and distribution of physician supply shortages.

Over the past two decades, a great deal of research has been undertaken to
identify those factors that explain the distribution of physicians in the most
highly populated urban areas versus the smaller cities and rural areas. In this
context, it was logical that a portion of this analysis should compare the Boston
MSA to other Massachusetts MSAs. The relevant data are displayed in Table 12.
In order to simplify this step, we chose to concentrate the analysis on two issues;
that is, have physician shortages caused difficulty in recruiting and/or retaining
physicians in one’s practice?

Of those physicians indicating a change in the time needed to recruit
physicians, all respondents reported that the time has increased.

These results show very clearly a greater degree of difficulty in recruiting
physicians outside the Boston urban area. Almost one-third (29%) of respon-
dents outside of the Boston MSA reported a significant increase in the time
needed to recruit physicians, as opposed to 20% of respondents in the Boston
MSA. These patterns are most obvious when one compares the responses in

Boston MSA with other areas of the state (see Table 13). Note specifically the
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BOSTON MSA OTHER MASSACHUSETTS MSAS
# RESPONDING PERCENT OF # RESPONDING PERCENT OF
YES, SIGNIFICANTLY RESPONDENTS IN MSA YES, SIGNIFICANTLY RESPONDENTS IN MSA

Anesthesiology 24 50% ‘ 12 80%
Cardiology 5 19% 7 41%
Emergency Medicine 6 18% 3 27%
Family Practice : 3 6% 8 17%
General Surgery 10 19% ' 4 22%
GI 11 58% 7 44%
Internal Medicine 27 15% 17 27%
Neurosurgery 5 33% 3 33%
OB/GYN 6 Coi10% 5 23%
Orthopedics 13 29% 9 43%
Pediatrics : 13 11% 3 10%
Psychiatry 15 12% 4 18%
Radiology 19 63% 5 63%
Vascular Surgery 0 0% 1 20%

EE YEARS, THE TIME REQUIRED TO RECRUIT A PHYSICIAN HAS MUREASED SIGNIFICANTLY.

SPECIALTY BOSTON OTHER MASSACHUSETTS MSAS
Anesthesiology 50% 80%
Cardiology 19% 41%
Emergency Medicine 18% ’ 27%
Orthopedics : 29% 43%
Radiology : 63% 63%
GI 58% 44%
Neurosurgery 33% 33%

patterns in the following data for the amount of time required to recruit physi-
cians.

Unquestionably, the data for anesthesiology, cardiology; and orthopedics fit
into this pattern in a consistent fashion, but radiology does not. Indeed, the
increased time to recruit radiologists is not different, indicating that the current
shortage of radiologists is a statewide problem.

A careful review of the response data shown in Table 14 reveals specific

aspects relating to the retention of physicians.
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TABLE 14~ ()19: OVER THE PAST THREE YEARS, HAS YOUR ABILITY TO RETAIN YOUR EXASTING STAFF OF PHYSICIANS CF

= PERCENT RESPONDING YES, SIGNIFICANTLY.
BOSTON S . g OTHER MASSACHUSETTS MSAS

Anesthesiology 38% 33%

Cardiology = - | 4% 29%

Emergency Medicine - ‘ 18% , 45%

Family Practice S , S 0% ‘ 15%

General Surgery -2 . g 21% : 17%

GI . - ; 21% : ; 6%

Internal Medicihe : . ' : 17% 16%

Néurosurgery i ' k S 7% ’ ‘ ‘ 22% )
OB/GYN , 1% . 18%

Oxthopedics , ' e ’ % ' 10%

Pediatrics ' ‘ 6% 6%

Psychiatry : - ‘ 1% 14% ‘

Radiology.- - ’ 5 30% : 38% B

Vascular Sﬁrgery 0% 0%

Taprz 15 ~ OVER THE PAST THREE YEARS, THE ABILITY TO RETAIN STARF HAS GOTTRN MORES DITRICUIT

SPECIALTY : ' "PERCENT. RESPONDING YES, SIGNIFICANTLY
BOSTON OTHER MASSACHUSETTS MSAS
Anesthesiology i o 238% ' 33%
Emergency Medicine - 18% 45%
General Surgery - ‘ C21% 17%
Neurosurgery: ' ' ’ 7% : 22%
Radiology © - , 30% : 38%

InTable 15, we have summarized those specialties in which greater than 20% of
respondents reported a change in their ability to retain physicians.

These responses are consistent with our understanding of the performance
of segmented labor markets both geographically and in certain specialties; that is,
the supply conditions in one urban area are not necessarily related to another
area. The Boston urban area seems to enjoy a relatively easier time in retaining
physician specialists. This is not the case in the other Massachusetts MSAs.

The next section will analyze the survey results of department chiefs in four

specialties at nine teaching hospitals.
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INTEGRATING THE
SURVEY RESULTS:
SPECIFIC PATTERNS OF
LABOR MARKET STRESS
IN MASSACHUSETTS

~1 hiefs of anesthesiology, cardiology, orthopedics, and radiology depart-

ments from the nine teaching hospitals were surveyed to further

J understand recruitment and retention issues. This survey included
several of the same questions as the Practicing Physician Survey. A comparison of
the two groups can provide insight into the labor market dynamics of the com-
munity physician labor market and the academic teaching hospital labor market.
Shown in Table 16 below are the responses to two of the questions com-
paring the responses of practicing physicians to those of the hospital department

chiefs:

Question 12: Is the current pool of physician applicants adequate
to fill your vacant positions or expand your practice?
Question 13: Are you currently experiencing difficulty in filling

physician vacancies?

Without doubr, these responses are interesting in that both samples con-
firm the severe tightness of the labor markets for these four specialties, but it is a
statistical reach to attempt to explain with any degree of precision the differences
in these numbers across the two markets. No consistent pattern exists.

Table 17 compares the responses of community physicians and hospitals on

questions regarding physician recruitment and retention:

@ Question 18: Over the past three years, has the amount of time

needed to recruit physicians changed?

Question 19: Over the past three years, has your ability to retain
your existing staff of physicians changed?

These data show that it is also difficult to recruit and retain physicians in

teaching hospitals and private practice. Again, one must be careful not to read
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CURRENT POOL OF APPLICANTS INADEQUATE DIFFICULTY IN FILLING VACANCIES 7
L _ PRACTICING PHYSICIANS ~ HOSPITAL CHIEFS PRACTICING PHYSICIANS HOSPITAL CHIEES
(N=1,210) (N=27) (N=1,210) B (N=27)
Anesthesiology 83% 75% 88% 63%
Cardiology 56% 80% 60% 100%
Orthopedics 40% 33% 52% 83%
Radiology 84% 100% 90% 100%

Tazie 17

_TIME TO RECRUIT PHYSICIANS ABILITY TO RETAIN PH&’SICIANS HAS
HAS INCREASED SIGNIFICANTLY BECOME SIGNIFICANTLY MORE DIFFICULT
PRACTICING PHYSICIANS HOSPITAL CHIEFS PRACTICING PHYSICIANS HOSPITAL CHIEFS
(N=1,210) (N=27) (N=1,210) (N=27)
Anesthesiology 60% 50% 68% 75%
Cardiology 41% 80% 45% 80%
Orthopedics 40% 50% 37% 50%
Radiology 68% 100% 74% 88%

TasiE 18

PERCENT OF RESPONDENTS INDICATING THAT IT IS NECESSARY TO:
ALTER SERVICES ADJUST STAFFING
PHYSICIAN SAMPLE TEACHING HOSPITALS PHYSICIAN SAMPLE TEACHING HOSPITA]

(N=1,210) (N=27) (N=1,210) (N=27)
Anesthesiology 52% 38% 68% 50%
Cardiology 27% 80% 38% 80%
Orthopedics 31% 17% 28% 33%
Radiology 39% 75% 74% 100%

too much into this conclusion because of the small sample size from the teaching
hospitals, but this conclusion is consistent with our a priori expectations; namely,
teaching hospital professional staffs are considered a rich hunting ground for the
recruitment of physicians.

The final cluster of sample results from the teaching hospitals related to the
impact of physician shortages on the maintenance of the level of services and/or
the necessity to adjust professional staffing patterns. We show the results from

these two samples in Table 18.
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deaching Hospitals Alter Services Verbatirn:

= Limited capacity for added cases during day leads to more night
work. Surgical growth has been slowed or delayed by lack of anes-
thesia staffing.

3 Cannot provide enough subspecialty service, such as pediatric radi-
ology or interventional neurology.

= We have reduced coverage at ambulatory care sites. We have elimi-
nated coverage at one site. We have not taken a contract at a small

suburban hospital.

Teaching Hospitals Adjust Staffing Verbatim:

3 Increased non-clinical time, longer days, and production pressures
have leveled the difference between private practice and academic
practice: 12 hour days, 24 hour call days, and little academic time

leads to an exodus to private practice.

Again, the sample size comes into play, but the consistently difficult labor
market situation for anesthesiologists does show through rather clearly. At the
same time, the much higher rates among teaching hospitals for cardiology and
radiology should be noted.

We may now turn our attention to the final cluster of questions for the
department chiefs from the nine teaching hospitals, and this relates to a series of
questions concerning recent staffing changes among the teaching hospitals. The
relevant data collected are shown in Table 20. A careful review of these data pro-

vides support for a number of important conclusions:

3 Across the 27 departments in the nine teaching hospitals surveyed,
23 departments’ current employment levels are below the total FTE
positions authorized. When one breaks the data down by physician
specialty; the aggregate teaching hospital vacancy rates are as follows:

Ly

SPECIALTY ALTER SERVICES . ADJUST STAFFING
Anesthesiology 8 6%
Cardiology 5 17%
Orthopedics 6 13%
Radiology 8 12%
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TABLE 28

i e,

# OF PHYSICIANS FTES AS.OF 11/30/01 CHANGES OVER THE LAST SIX MONTHS
_ FOENEW HIRES #'OF SEPARATIONS DUE TO:
#OF CURRENTLY: VACANT ’RELOCATION ' OTHER TOTAL NET
; RESPONSES’ TOTAL.{ EMPLOYED.  POSITIONS | USMGS [ IMGS | TOTAL ' OUTSIDE MA ' | RETIREMENT | REASONS | SEPARATIONS | CHANG
Anesthesiology| 8 13520 332 | 20 | 13 |18 3 9 3 50017 14
Cardiology 5 e | 57 ‘26 0|6 6 2 3. 11 -5
 Orthopedics | 6. 153 | 46 | 7 | 3 1] 4] 2 3 0 5 1
Radiology 8 22| 187 25 4| 612 | s 1 100 16 4
torw | 27 |686| 62 | 64 | 36 ;zsj 61 | 22 9 18 49 | 12

Clearly the relatively low vacancy rate among the eight hospitals
for anesthesiology is surprising when judged against the other data
analyzed in this report and may be due to respondents’ coverage
arrangements.” Since labor experts consider even a 2% vacancy rate
above average, even a 6% vacancy rate is high. For the remaining
three specialties, the much higher rates reflect the extreme tightness
of labor markets.

@ There is a most interesting pattern of new hires and separations
across the hospitals for these four specialties. For anesthesiology
and radiology there were net gains in staffing over the past six
months, but for cardiology and orthopedics there were net losses
in physician staffing. As expected, approximately 45% of the sepa-
rations were due to physician relocations outside Massachusetts —
a critical factor that continues to induce instability in local labor
markets.

@ Across all four specialties, IMGs accounted for 41% of the new
hires. Without question, anesthesiology departments reported the
greatest reliance on IMGs, where nearly 60% of the 31 new hires
were IMGs. In the remaining three specialties, IMGs played a far
less significant role. Dependency on immigration to fill vacancies is

clearly an indicator thar there is a domestic shortage.

The next section will analyze the results of the surveys for residents and
fellows in their final year of training, as well as the surveys for their program

directorts.

7 . , , R
Reflects survey response from anesthesia group praciice that provides coverage to several hospitals throughout
Massachusetts.
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ANALYSIS OF
MASSACHUSETTS
RESIDENCY AND
FELLOWSHIP TRAINING
PROGRAMS

s part of the study, the Committee was asked to conduct a survey of

Massachusetts resident training programs and the trainees who are

A leaving the Commonwealth to practice elsewhere. A focus group and
two surveys were used to understand (1) the career decisions facing residents and
fellows in their last year of training; and (2) the perspectives of residency and
fellowship program directors about what they think are the driving factors for
residents and fellows in deciding where to begin their careers. The following
residency and fellowship programs at the following hospitals participated in the

study:

Specialties: anesthesiology, cardiology, emergency medicine, family
practice, gastroenterology, general surgery, internal medicine, neuro-
surgery, obstetrics and gynecology, orthopedics, pediatrics, psychiatry,
radiology, and vascular surgery.

Teaching Hospitals: Boston University Medical Center, Massachusetts
General Hospital, Brigham and Women’s Hospital, Beth Israel Dea-
coness Medical Center, Children’s Hospital, Baystate Medical Center,
UMass Medical Center, St. Elizabeth’s Medical Center, and New Eng-
land Medical Center.

Resident/Fellow Focus Group

Although the focus groups’ participants were very diverse, the individual respons-
es were disturbingly similar. Regardless of specialty training, responses to ques-
tions about beginning a clinical career or setting up a practice in Massachusetts
were almost always negative. Overall, the initial themes were that Massachusetts
has no future for physicians wishing to pursue a career in clinical practice; oppor-

tunities exist for academic/research careers, but reimbursement pressures and
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RESIDENCY PROGRAM FELLOWSHIP PROGRAM TOTAL
Number of Slots Offered 409 69 478
Number of Slots Filled 399 68 467
Number of Applicants 15,926 2,700 18,626

shortages of patient care physicians do not allow sufficient time to pursue these

avenues; and compared to other areas of the country, physician reimbursement is

much lower and the cost of living, specifically housing, is much higher.8

Demand for Massachusetts Residency and Fellowship

Programs

Even though the number of residency and fellowship programs at Massachusetts

teaching hospitals constitutes only a small number of the training positions in

the country as a whole, there is strong national and international demand to

enter the Massachusetts programs. Within this context, nine of the teaching hos-

pitals in Massachusetts currently offer 57 residency programs and 33 fellowship

programs in the 14 specialties listed above.

The success in attracting interest in and filling Massachusetts residency and

fellowship program slots can be seen in the data contained in Table 21; the data

covers the 2001-02 academic year.

With applicant-to-acceptance ratios such as these, it is not surprising that

98% of the residency slots and 99% of the fellowship slots were filled. Further,

survey responses show that 28% of the residency and fellowship program direc-

tors increased the number of slots in their programs over the past five years. In

the aggregate, 34 new slots were added.

Ungquestionably, these data confirm that there is a very strong demand on

the part of recent medical school graduates to participate in Massachusetts-based

training programs. Given this strong demand, the locational backgrounds of the

students may play a role in where they choose to begin their career or set-up

practice. These percentages may play a role in the retention of residents in the

Massachusetts area.

8 SumA, et al. State of the American Dream in Massachusetts. The American Dream Project: Boston, 2002.
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TABLE 22 '~ GEOGRAPHICAL PREFERENCES OF RESIDENTS AND. FELLows Uroh COMPLEITON OF THEIR TRAINING
Procravs (1996-2001) _ , |

: ’ RESIDENTS e FELLOWS

PERIOD STAYED : IN MA ~LEFT MA PERCENT LEFT" MA: STAYED IN MA LEFT MA PERCENT LEFT MA

1997-98 | 104 , 138 57% o6 35 69%

1998-99 90 135 60% 17 30 64%

1999-2000 103 119 54% E 36 7%
R 19 3 6%

Survey of Residency and Fellowship Program Directors

In the questionnaire used to survey the program directors, we asked a
much more important question concerning the dynamics of labor markets for
residents and fellows in their programs: How many of your residents/fellows have
left Massachusetts after completing your program? The results are tabulated in
Table 22.

Because of the significance of these data to the research mandate, several

interpretive comments will be helpful:

@ Unquestionably, one of the true causes of the current physician
shortage situation in Massachusetts comes from the relatively high
numbers of residents and/or fellows that are leaving Massachusetts
upon completion of their training. Physician labor markets are not
only impacted by higher ratios of residents and fellows that leave
Massachusetts, but the sharp swings in their numbers from year to
year can induce additional instability. Our analysis has demonstrat-
ed that in some key specialties, annual variations as small as 10% to
15% will likely have an amplified impact on the total physician
supply.

3 A high fraction of residents and fellows have left over the last four
years, during a time of physician shortages.

1 Finally, the fact that roughly two-thirds of the physicians leave
Massachusetts following their fellowship training is a disturbing
trend. A higher departure ratio for fellows is entirely consistent
with our a priori expectations; namely, that physicians will take a
major career step after the fellowship program — but not necessari-
ly after completion of the residency program — to begin to estab-
lish their practices. These data show rather clearly that, in many
cases, individuals who have completed fellowship programs are

choosing to establish their careers outside Massachusetts.
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TABLE 25~ LOCATIONAL PRUPIRENCES AMONG 200102 RESIDENTS AND FELL0WS SEERING EMPLOMMENT 14
MASSACHUSETTS OR FLSEWHERE FOLLOWING CoMPLETION OF THEIR TRAINING

LOCATION OF EMPLOYMENT RESIDENTS ’ ’ FELLOWS
OPTION SOUGHT ; ; NUMBER A PERCENE NUMBER PERCENT

voln Miassachiiserts T I T Mgy e U 4o o» 29%
Outside Maséachusetts : 70 34% 27 ‘ 36% N
Undecided it : 2% G s 35%
Tomr . 27 100% s 100%

Issues Affecting Career Choices: Massachuserts Vis-3-Vis
Other Areas

Another survey question related to the future plans of current residents and fel-
lows who are now completing their advanced training. The range of answers
developed for residents and fellows finishing their programs this year are dis-
played in Table 23.

These data were collected during the November—December 2001 period;
thus, it is not surprising that relatively large numbers of residents and fellows
remain undecided about the geographic location of the next stage in their med-
ical careers. But even at this stage, it is disquieting that our analysis shows
approximately one-third have already apparently made the decision to leave
Massachusetts.

Finally, the relatively large number of undecided is of more than just pass-
ing interest. There are several critical points in a physician’s career; certainly one
of them is during this year of training. In other words, if Massachusetts is to
increase the supply of graduating residents and fellows, a most likely “tipping
point” would be to work with these undecided students to address those factors

that will make a medical career in Massachusetts more acceptable.

Factors Aﬁecting Locational Preferences

In order to determine the factors underlying these geographical preferences, we
included a separate question containing two panels of factors that we believed
played a role in determining the physician’s locational choice, We asked each
respondent to rate Massachusetts as “favorable,” “neutral,” or “unfavorable” on

these factors. The two sets of factors covered were “professional factors” and

36



TamLE 24
RESIDENTS AND FELLOWS RESIDENCY / FELLOWSHIP
ST e A PROGRAM: DIRECTORS
YES, I PLAN ON SEEKING NO, I DON'T PLAN ON SEEKING I AM UNDECIDED ABOUT SEEKING
EMPLOYMENT IN MASSACHUSETTS - . EMPLOYMENT IN-MASSACHUSETTS |- EMPLOYMENT. IN MASSACHUSETTS ALL RESPONDENTS
FAVORABLE | NEUTRAL | UNFAVORABLE | FAVORABLE | NEUTRAL | UNFAVORABLE | FAVORABLE | NEUTRAL | UNFAVORABLE | FAVORABLE | NEUTRAL | UNFAVORABLE
: Research
Opportunities 84% 13% 2% 87% 10% 2% 86% 10% 3% 79% 20% 2%
Clinical
Opportunities 56% 30% 14% 41% 36% 21% 46% 37% 17% 37% 31% 32%
Intellectual
Stimulation 96%" 4% 0% 89% 7% 4% 94% 6% 0% 93% 7% 0%
On-Call
= Schedule/
Work Hours 17% 51% 32% 11% 59% 30% 13% 52% 35% 13% 67% 20%
Diverse Patient ;
i’ Demographics |+ "64% 34% 2% 48% 40% 10% 48% 45% 6% 24% 73% 4%
Practice
’ Environment 36% 46% 18% 23% 30% 44% 21% 34% 45% 20% 27% 53%
= Swrength of
- Peer Group 83% 17% 0% 70% 23% 5% 75% 21% 3% 80% 16% 4%
- 5% 16% 79% 5% 19% 75% 1% 21% 77% 5% 18% 77%
7% 34% 59% 5% 23% 69% 1% 37% 61% 2% 27% =71%
2% 9% 89% 1% 7% 92% 0% 3% 94% 4% 5% 91%
62% 14% 24% 21% 25% 54% 349 27% 38% 41% 54% 5%
81% 16% 3% 63% 27% 10% 82% 17% 0% 72% 26% 2%
84% | 13% 3% 51% | 35% 149% 68% | 25% % 81% | 18% 2%
77% 20% 3% 30% 45% 21% 58% 34% 6% 68% 30% 2%

* PERCENTAGES MAY NOT ADD:UP.TO 100% DUE TO-ROUNDING OR NON-RESPONDENTS

“personal factors.” The results from the residents and fellows, along with the

program directors, are shown in Table 24.

In as much as we believe that these results speak directly to a number of

the concerns raised in the MMS’ research mandate, it will be valuable to make

brief comments about the conclusions that these data support:

@ There is an amazing consistency in these responses, irrespective of

whether the respondent was a resident, fellow, or program director.

In terms of professional factors, it is uniformly accepted that a
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practice in Massachusetts offers strong research opportunities,
intellectual stimulation, and a strong peer group. By the same
token, there is a remarkable consistency that at least three personal
factors played an important role in the young physician’s locational
preferences, and these factors are not favorable to Massachusetts.
These factors are salary level, salary arrangement, and cost of living.
The physicians training in Massachusetts overwhelmingly cite
Massachusetts as unfavorable on the cost of living. This unanimity
of opinion is only exceeded by resident and fellow opinions on
salary levels.

There are two important caveats relating to the three unfavorable
factors that should be noted. First, these are the very same factors
that negatively dominate the MMS Physician Practice Environ-
ment Index, a separate MMS calculation designed to measure the
practice environment of physicians in the Commonwealth. Second,
factors that affect salary and living costs are probably not very
amenable to public policy changes with a view toward mitigating
them.

Finally, there is the issue of personal and family relationships. As
expected, those physicians who have indicated a desire to remain in
Massachusetts indicated that proximity to family, local amenities,
geographical location, and community issues all weighed heavily in
their decision-making process.

38



[ssuEs RELATING

TO SUPPLY/DEMAND
RELATIONSHIPS IN THE
PHYSICIAN WORKFORCE

The Departure Point: The Juxtaposition of
High Vacancy Rates Among Physicians and High
Physician-to-Population Ratios

Over the past several years, a great deal of discussion has focused on the apparent
fact that Massachusetts seems to have “too many” physicians. Relying on a macro
labor measure of availability is no substitute for a careful analysis of prevailing
supply and demand conditions by individual specialty labor markets with in-state
and sub-state areas. The evidence offered to support this conclusion is the physi-
cian-to-population ratio in Massachusetts in comparison to that of the United

States as a whole; these two ratios are shown in the table below:

NunMBER oF NON-FEDERAL PHYSICIANS PROVIDING PATTENT CARE PER- ONE
THOUSAND. POPULATION

Massachusetts = 3.4

United States 2.2

It has also been argued that the excess supply of physicians in Massachu-
setts is one factor — if not the dominant one — in causing health care costs to
be higher than the national average. In this brief discussion, we need not concen-
trate on this latter dimension; this issue has already been analyzed in detail in a
recent MMS paper. This study analyzed variances across 11 states, relating the
cost of health care to changes in various factor inputs.” The primary conclusion

of the comprehensive multivariate analysis was stated very clearly in this report:

® Howell JM, Ross CC, and Lee NS. ‘A Preliminary Analysis to Determine the Relationship Between the
Supply of Physicians, Concentrations of Medscal Facilities, and the Cost of Healtheare,” A special study
prepared for the Massachusetts Medical Sociery, Spring 2001.




Analysis of changes in total health care costs to changes in variables such
as the number of inpatient admissions, number of surgeries performed,
number of outpatient visits, percent population over 65, and the number
of physicians per 1,000 persons shows that the physician-to-population

variables were statistically sionificant in the HCEA and Medicare data-
variables were statistzcally significant in tne 1 GEA and Medicare data

bases, but the Beta coefficients were inverse.”’

Thus we conclude that the former issue does, however, require brief
elaboration here because of the seeming incongruity of the juxtaposition of extra-
ordinarily high vacancy rates found in the survey responses to the higher-than-
average physician-to-population ratios in Massachusetts. In short, we must ask
how we can have so many shortages while, at the same time, we have such high
numbers of physicians. Several comments will be helpful to understand this issue.

It would be tempting to dismiss this seeming statistical dilemma on the
basis that the AMA Masterfile listings of physicians are badly flawed. In passing,
we should note that this has been a topic of serious investigation. Specifically,
Stamps and Boley Cruz analyzed three standard physicians’ lists — the Folio
Directory, the AMA Master File, and the Massachusetts Board of Registrations in
Medicine — concluding that the biggest problem “... is to identify the nature
and direction of errors and then determine whether they affect the variables of
interest.”"’

These research initiatives are interesting, but we believe that they miss the
point. We believe the more productive line of reasoning is to be found elsewhere;
specifically, in economic base theory, central place theory, and production func-
tion analysis. Each of these aspects will be considered in turn, thus providing
considerable new weight to the argument that a simple physician-to-population

ratio glosses over what is really a much more complex issue.

? Howell JM, Ross CC, and Lee NS. “A Preliminary Analysis to Determine the Relationship Between the
Supply of Physicians, Concentravions of Medical Facilities, and the Cost of Healthcare,” A special study
prepaved for the Massachusetss Medical Society, Spring 2001.

10 Stamps PL and Boley Cruz NT. Issues in Physician Satisfaction: New Perspectives (Appendix A). Ann Arbor,
Michigan: Health Administration Press, 1994,
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Economic Base and Central Place Theory

Economic base theory stipulates that the industry mix in all urban areas may be

separated into two components. One is composed of industries that produce for

export markets; that is, sales to domestic (but not local) as well as to foreign mar-
kets."’ The other component is composed of industries that produce products
and services that fulfill local demand. As we shall see below; physicians operating
in the health care system can and do playéi role in both sectors. This is not
unique to the health care system but prevails in other key occupational special-
ties, such as engineering and software development services.

The theoretical explanation of the behavior of industries in the non-export
sector is generally discussed in terms of central place theory. In this case, local
demand is considered to be a function of local population and income density.
Christaller and Lésch have generalized, and our own analyses have verified, that a
number of business functions in the non-export sector follow a consistent pat-
tern: As population and income increase, higher and more complex hierarchical
thresholds are achieved.” That is, greater numbers of increasingly complex firms
emerge in local markets as population and incomes increase.

Translating these generalizations into the issue before us, we note that,
ceteris paribus, higher physician-to-population ratios are consistently found in
those larger urban areas with significant concentrations of medical research and
patient care facilities, particularly where there are medical schools and teaching
hospitals. Higher physician-to-population ratios exist for two reasons. First,
research itself works best when there is face-to-face proximity; thus, the dynamics
of the market tend to lead to higher rates of agglomeration. Second, while a large

component of these concentrations provide patient care to local populations,

"y good example of the use of economic base theory is 4 study by R.E. Bolton, Defense Purchases and Regional
Growsh, Washington, D.C.: Brookings Institution, 1996.

"2 Christaller W, Censral Places in Southern Germany, Prentice-Hall, 1996; and Lésch A. The Economics of
Location, Yale University Press, 1954,

4]



another segment is providing export services outside the local urban area. It does
so by attracting patients from outside the area, selling services to pharmaceutical
companies seeking research relationships, and other related activities. Thus, the
health care system in highly agglomerated urban areas is, in reality, two systems.
The first provides local medical care, research, teaching, or administration, while
the second provides goods and services for export. In light of this concentration
of medical schools and teaching hospitals, it is not surprising that roughly 10
percent of the country’s 1,500 biotech firms are located in Massachusetts. More-
over, the ratio of 2.6 biotech firms per 100,000 people in Massachusetts is the
highest in the country.”

This kind of dual medical services complex stands in sharp contrast to
health service systems in smaller-to-medium sized urban areas where the demand
for medical services is almost entirely dominated by local resident demand. In
these urban areas, the physician-to-population ratio will be much lower and
much more consistent with those located in other areas with similar population
thresholds.

Thus, higher physician-to-population ratios are to be expected wherever
medical agglomerations develop. Moreover, when large agglomerations are
present in smaller states, such as Massachusetts, the physician-to-population
ratio will appear to be out of line with national averages of other, much larger
states — even the ratios for those larger states with significant medical services

complexes.

" Howell JM, Ross CC, and Lee NS. “A Preliminary Analysis to Determine the Relationship Between the
Supply of Physicians, Concentrations of Medical Facilities and the Cost of Healthcare,” A special sudy
prepared for the Massachusetts Medical Society, Spring 2001,
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Now returning to central place theory. It has also been established that
large concentrations of business activity can, and will, distort what under nearly
normal circumstances is the more direct linear relationship between population
and income and the number and scale of business functions.” Said slightly
differently, the concentrations will push up what would otherwise be considered
as normal equilibrium ratios and make them appear to be in structural
disequilibrium. But in many cases, detailed examination shows that the higher
ratios may be explained by specialized business functions, such as military
installations, state capitals, and seaport locations. Thus, it is a logical outcome
of the market dynamics that medical concentrations also induce the same type
of results. The point here is that these business concentrations will induce a
much more diverse and complex system of primary and backward-linked
supportive business functions.

We may conclude at this point by stating that the existence of a large
medical complex in an urban area will necessarily mean that there will be a
higher number of physicians than what would be observed in broadly general-
ized averages. The higher than expected ratios may be explained by the existence
of a strong medical export sector and a more diverse primary and backwardly
linked set of business functions — each providing employment opportunities

for physicians.

e unpublished urban economic analyses conducted by the Council for Economic Action during the years
1980-90.
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Production Function Theory

Economists employ production function analysis to explain various sets of factor
input to produce a given output. In its simplest form, a production function can

be stated as the following;

O = (CAP, LAB, TECH...E)
Where: O = Output
CAP = Capital or machinery
LAB = Labor
TECH = Technology input

E = Residual or unexplained variance

The point in this discussion is to emphasize that the physician is one of
the key labor factor inputs in providing for the output of medical services. This
is straightforward, but what complicates our discussion is that the physicians
themselves can also be considered an “export product” of the urban medical
concentration.

There is no doubt that the Boston urban area — and, for that matter,
another 15 to 20 areas — offer significant medical training. In this context,
these areas attract relatively large numbers of physicians-to-be for their medical
training, residency, and fellowship programs only to turn around and “export”
them as products of the urban concentration, thereby improving the area’s overall
balance of payments. Thus, what is a factor input in the teaching hospital’s pro-
duction function and contributes directly to its output in terms of health service
delivery can also be an “export product” to other regions and foreign countries.
It is in this sense that the physician plays a most unusual dual role in the eco-

nomics of an urban area.
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CONCLUSIONS: THE
RooT CAUSE ANALYSIS

a

™= he analysis presented in this paper suggests that there are three princi-

!E pal root causes of the current shortages of physicians in Massachu-
|

..«f;a. setts. Two of these root causes are a result of structural characteristics
in the state economy, while the third root cause reflects the volatility of year-to-
year changes in physicians’ locational decisions. As a result of these root causes,
Massachusetts physician labor markets currently face critical shortages in a num-

ber of physician specialties.

Long-Term Structural Issues and Cost

There is a growing perception that Massachusetss is a Jinancially
and administratively difficult place to practice.

Without question, there is a growing perception that Massachusetts is a financial-
ly and administratively difficult place to practice. While this is a subjective and in
many ways hard-to-define issue, the impact is very real.

The results of a twice-yearly Physician Practice Environment Index
published by the MMS supports this perception. The Index is composed of 12
variables that capture changes in cost and operational factors relating to a physi-
cian’s overall practice cost. The variable that captures the cost of doing business
in Massachusetts is relevant to the issue at hand. This variable is actually a
composite index itself, as it is composed of annual rental rates for office suites,
annual costs of physician medical supplies, and annual wages paid to nurses,
secretaries/receptionists, and accounting clerks/bookkeepers. The cumulative

changes in these two indexes are shown in the brief table below.

CUMULMVE RAIES OF CHANGE IN THE PHYSICIAN CosT OF Dome Busmzss
INDEX 1994-2001 . 0 oo : ' .

. : , , - MASSACHUSETTS UNITED STATES
211992 oo 10000 - 100.0
2001 - 1558 1305

et~




Over the years, the 20 percent cost differential in Massachusetts has taken
its toll on the physicians willingness to operate in a business environment that is
non-competitive with states having lower operating costs. Moreover, looking
ahead, the economic dynamics of markets in Massachusetts mean that costs will
continue to be higher than those of the country as a whole.

[n addition, the overall impact of higher costs has not been limited to
business costs alone. Massachusetts has long been considered a high cost of living
region, especially in terms of residential housing costs. The cost of homes in
Massachusetts ranks third highest in the country.”” When one juxtaposes this to
the fact that New England regional physicians income levels are the lowest in the
country, Massachusetts and the Boston urban area, in parficular, are becoming
financially difficult places to pursue a medical career.

In practice, these pressures have results that echo throughout the system.
To the mid-career physician, long hours and relatively lower pay in Massachu-
setts vis-a-vis other areas contributes to an openness to recruiting offers from
other urban areas. To the research physician, a well-funded research chair at a
growing medical center outside Massachusetts is a viable option to continuing a
career in the Commonwealth. And finally, to younger residents and fellows, it
means that upon completion of professional training in Massachusetts, greater
financial opportunity and a more flexible work schedule can be found elsewhere.
The attitudinal patterns among physicians now practicing in Massachusetts have
been directly conditioned by the harsh realities of the high cost of maintaining a
practice and high cost of living.

In an attempt to better understand this issue, a series of questions about
personal factors affecting the residents’ and fellows’ locational preferences were
included in the survey questionnaire. The following statistical response pattern
shows clearly just how salary and living costs can impact the young physicians
attitudes toward practice in Massachusetts.

What seems to be most significant to conclude from these data is that there
is very little difference between those residents and fellows who choose to pursue
their careers in Massachusetts vis-2-vis locations outside the state. The salary level
and cost of living issues have impacted the thinking of both classes of students,

but for those who plan to stay to pursue their careers in Massachusetts these

B Sum A, et al. State of the American Dream in Mussachusetts. The American Dream Project: Boston, 2002.



N e ey S Ame oy T AR TN T Ly e vt A N ey e e Ty yornrias T ~ WAL
CUMAULATTE RATEs oF THANGE 9 THE Prysician Cost 0F Donws BUSTESS MDEX 15942007

FACTOR

FOR RESIDENTS AND FELLOWS. FOR RESIDENTS AND FELLOWS
SEEKING JOBS IN MA SEEKING JOBS OUTSIDE OF MA

Salary Level

79% 76%

Cost of Living

89% 94%

differential personal costs are accepted as the “price of the personal sacrifice” to
practice in Massachusetts. Both those physicians who plan to stay in Massachu-
setts and those who plan on leaving see the economics factors of practicing in the

Commonwealth exactly the same.

Over the past decade, there has been a dramaiic growth in the

rmber and qualisy of new academic medical centers throughout
the counry. These newly emerging medical centers offer attractive
opportunities for physicians who might otherwise have stayed in
Massachuseiis.

In a questionnaire to practicing physicians and teaching hospital department
chiefs, we asked a series of questions concerning their experiences in recruiting
and retaining physicians. This was designed to measure the competitive impact
of emerging medical center competition. Summarized in the table below are the

responses to the questions on recruitment and retention.

SPECIALTY

TIME TO RECRUIT PHYSICIANS HAS ABILITY TO RETAIN PHYSICIANS HAS
INCRFASED SIGNIFICANTLY BECOME SIGNIFICANTLY MORE DIFFICULT

Anesthesiology

PRACTICING PHYSICIANS HOSPITAL CHIEFS PRACTICING PHYSICIANS HOSPITAL CHIEFS

(N=1,210)

(N=27) (N=1,210) (N=27)

60%

50% 68% 75%

Cardiology

41%

80% 45% 80%

Orthopedics

40%

50% 37% 50%

Radiology

68%

100% 74% 88%

These data show the difficulty of recruiting and retaining physicians in
teaching hospitals and private practice in Massachusetts.

In a parallel exercise, the survey included a set of questions for residents
and fellows to express their preferences regarding careers within the Common-

wealth or out of state. The data collected for this study confirm that roughly




55% of the residents and 68% of the fellows leave Massachusetts upon com-
pletion of their programs. But of far greater significance is the fact that very high
ratios of those who leave the Commonwealth are in the specialties where demand

in local labor markets is highest. The relevant data are displayed in the table

below.
| ‘ : IVI;E‘RC‘ENT,&JF’ PROGRAM GRADUATES LEAVING MASSACHUSETTS
SPECIALTY o - FELLC____WSHIP - = RESIDENCY
e e 58%
‘Cardiélogj B e L se e — N/A
’Emergency Médicihe b oy —— e : ‘ N
i e S5 N/A
Neurosurgery . ; o i te0 " N/A
Orthopedics ‘ ' s | 65
Radiology e NI 69

NOTE: DASHES INDICATE THAT NO INFORMATION WAS PROVIDED FOR THE SPECIALTY.

While the program fit is not complete, these results do provide information
that the training pipeline for the years 1997-2001 offers little hope for closing a
number of the key physician vacancy gaps; that is, the resident and fellow occu-
pations that are in short supply are the very ones currently experiencing physician

out-migration.

Volatility in Labor Markets

The medical complex in eastern Massachuserts attracts and trains
far more physicians than could ever be effectively absorbed into
local labor markets. But physician locational choices on a specialty-
by-specialty basis can undergo sharp changes annually, creating
short-term gaps in the labor market.

This point can best be made by analyzing the flow of physicians through the
Boston medical complex. It is here that we see the dynamics of a potentially dis-

ruptive process on the supply of specialist occupations within the Common-

wealth.
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The medical school training process and residency and fellowship programs
are always in the process of dynamic change in terms of absolute numbers and
their distribution across the many specialties. It is these changes that can, and
often do, induce occupational discontinuities in local physician specialty labor
supplies. To be specific, an increase of no more than 15 residency graduates in
radiology choosing to pursue their careers outside Massachusetts can contract
the state’s aggregate supply of radiologists by nearly 10%. The AMA Physician
Masterfile listed 184 radiologists in the Commonwealth last year 2001. Similarly,
the diversion of 20 residency graduates in orthopedic surgery to areas outside the
state is equivalent to a nearly 5% contraction in the statewide specialist supply.
The AMA Physician Masterfile listed 467 orthopedic surgeons in the Common-
wealth last year. Within this context, the export of established physicians to prac-
tice locations outside Massachusetts will have the same impact. Unquestionably,
these small adjustments are critical; they are the most likely causes of significant
swings in specialty vacancies or surpluses over time. And it is in this context that
one is better able to observe, coincidentally, the interaction of relatively large
numbers of physicians in the aggregate, but critical shortages among many of the

disaggregated specialists.
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CONCLUDING
COMMENTS

ur purpose for this discussion was to explain that the forces under-

| lying the physician-to-population ratio are indeed complex, and

small variations in the post-graduate training location preferences
can and will induce large variations in the stock of physicians. Within this con-
text, the export of established physicians to practice locations outside Massachu-
setts will have the same impact.

| Looking ahead, it would be helpful to have timed series data on new hires,
separations, sources of new hires, vacancies, and length of time to fill vacancies to
be able to judge the dynamic effects of these adjustments over time and to see if
this is a generalized statement of how labor markets for physicians actually work,
but we simply do not have such data. Until we do, it seems that the most pru-
dent conclusion from this discussion is to place far less emphasis on the physi-
cian-to-population ratio as a statistical measure that accurately explains

supply-demand balances or imbalances among physicians.
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APPENDIX B: SAMPLE
CHARACTERISTICS

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

#OFSURVEYS |  RESPONSE
. RETURNED. - f" "' “RATE -

| #OFsurvEYs |
| MAILED

850 WL 24 | omw

. SURVEYTYPE

.t ’chsidcnt/ F(::IISW :

. ProgamDirectors | 90 570 e
. Hospital Department Chais | 36~ | 27 | 7%
 Practicing Physicians | 4000 | = 1210 30%

Resident/Fellow Survey and Residency/Fellowship Pro-
gram Director Survey

The total response rate for the survey of residents and fellows was 33% (n=284).

The breakdown of specialties is shown in the table below.

. S S 4 OF SURVEYS # OF SURVEYS RESPONSE
_SPECIALTY e MAILED - RETURNED RATE |
Anesthesiology 1~ o164 38 23%.::. '
Cardiology = 56 36 64%
Emergency Medicine <+ 38 & 15 39%
FamilyMedicne | 25 |10 | do%
General Sdrgery . A0 15 38%
GLo Tt 20 4 - 20%
Internal Medicine’ ; L 278 ) 27%
Neurological Surgefy ' : 4 : 2 b 50%
OB/GYN 1 38 10 26%
Orthopedics S - 39 19 49%
Pediatrics o - 6 20 L 36%
Poychiaery S 11 - 29%
* Radiolosy Disgnostic o 13 8%
VascularSusgery | 7 4 5%
Ofe s 2 B e
No Response Sl o ' 7
om0 T 850 284 | 33%
cc




Demographic characteristics of the respondents to the resident/fellow sur-
vey are: 63% are male, 79% list a New England state as their permanent resi-
dence, 76% list Massachusetts as their permanent residence, 73% are residents in
their last year of training, and 27% are fellows in their last year of training.

The survey response rates for the residency and fellowship program direc-

tors was 63% (n=57). The table below highlights the numbers of surveys

returned by specialty.
PROGRAM DIRECTORS: | #OFSURVEYS | ~ #OPsurvevs | - . RESPONSE'
SPECIAETY . MAILED _RETURNED | RATE
: 'Ancsduesiology o = » ﬂ 6 ¢ ’6’%’%‘
" Cadioloss e e T 5%
Emergency Medicing g S [ i 25%
. Family Medicine 2 i 100%
Genefal Sﬁrgery 8 T .88%
GEs gl o e 2 33%
Internal Medicine 8 3 38%
Neurosurgery . 3 Lo 33%
~ OBIGYN. 6 5 83%
" Orthopedics : 10 : 10 100%
Pediatrics £ 1 25%
Psychiatry ; 1 i 6%
" Radiology 7 4 - 57%
Vascular Surgefy 6 3 50%
- No Response ; 2 o
 Tota ! 90 s 63%
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Hospital Department Chiefs Survey

The response rate from the department chiefs of anesthesia, cardiology, orthope-

dics, and radiology at the nine teaching hospitals was 75% (n=27). The table

below shows the response rate by the four specialties.

“7# OF SURVEYS

RESPONSE

DEPARTMENT CHIEES: # OF SURVEYS

© 4 SPECIALTIES - : < MAILED RETURNED RATE
Anesthesi&logy ’ 9 8 7 89%:
Cardiology. 9. 5 56%
Orthopedics - 9 6 67%
Radiology 9 8 89%
TOTAL 36 27 75%

Survey of Practicing Physicians

The response rate for the practicing physician survey was 30% (n=1,210). The

table below shows the response rate by specialty:

MA PHYSICIANS:

“# OF SURVEYS

RESPONSE

#.OF SURVEYS
SPECIALTY MAILED RETURNED RATE
Anesthesiology 236 65 28%
Cardiology - 155 49 32%
Emergency Medicine 140 45 32%
Family Practice 271 101 37%
General Surgery 2209 71 34%
Gl 77 35 45%
Tnternal Medicine’ ' 1,224 254 21%
Neurosur‘gery 72 24 33%
OB/GYN 296 85 29%
Orthopedics 175 67 38%
Pediatrics 478 146 31%:
Psychiatry 445 146 33%
Radiology 185 38 21%
- Vaseular Surgery 37 9 24%
Other Specialty 45
No Response 30
' 4,000 1,210 30%

TOTAL
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Demographic and practice characteristics are as follows: 73% are male,
52% completed their residency in Massachusetts, and 31% completed their fel-
lowship in Massachusetts. Roughly two-thirds of respondents are specialists
(68%) and almost three-quarters of respondents (72%) graduated from medical
school between 1960 and 1989. One-third of respondents belong to a single spe-
cialty practice (34%), 23% are in solo practice, 14% are in a multispecialty prac-
tice, and 16% hold an academic or teaching position. ‘

In addition, we also thought it important to ensure that adequate samble
representation would come from the five primary Hospital Service Areas in
Massachusetts. The geographic distribution of the respondent sample is shown in
the table below. The majority of respondents are from the Boston area (74%).
The remaining respondents are located in southeastern Massachusetts (8% from
Fall River-New Bedford, Bérnstable, Cape and the Islands), the Worcester area
(9%), the Springfield area (8%), and areas in the western part of the state that
did not fall into a defined Metropolitan Statistical Area (MSA). We should also
note that these five urban areas conform to the U.S. Bureau of the Census defini-

tion of MSA."¢

A b s e e e

‘ CEéGRAi’HIC‘IQRdUPS"" ‘ #oE,sfumys . OF SURVEYS | RESPONSE
WS e U6 L puke ok e
CBoston o o | 2064 7% 40 859 | 7A% | 29%
CWoreser - L33 ey | om0 9% | a1
’ ,N¢V‘/;’B¢dfo‘rdllyﬁélIR;v;zr/ g o / - e ‘ : ' v
Bamnstable County | 0227 L 6% | 94 | 8% | o 41%
Springfield | 295 8% | 92 |sw | 3%
Cpimsfd b s by b e o Fyeg 3050
Crom | 30 |100% ]| L163 1"00%31* 30%

The difference between the total response rate (n=1,210) and the total
response rate from the Massachusetts MSAs (n=1,163) can be attributed to

respondents who practice outside of these five urban areas.

'8 For the most part, the MSA boundaries roughly coincide with the Dartmouth Health Care Service Areas. The
two exceptions are southeastern Massachusetts, where Providence is considered the dominant medical center,
and Pittsfield, where Albany is the dominant medical center. These spatial discrepancies notwithstanding, this
MMS studly of labor markess is limited ro economic activity within the Commonwealth of Massachusetss.
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Test of Response Bias

The “Specialty” and “Geographic Location (MSA)” variables were used to test -

whether the returned samiple was representative of the mailed sample.

For the “Specialty” variable, the results in the table below demonstrate that

with the exception of two categories, “Internal Medicine” and “Other Specialty,”

the proportion of respondents closely match those of the mailed sample. This

indicates that there was no tendency for specialties to respond or not respond to

the survey differentially. The difference between the “Internal Medicine” and

“Other Specialty” categories is probably due to differences in the specialty indi-
cated on the MMS mailing database versus the specialty listed by the physician

on their returned survey.

* MA PHYSICIANS: i
SPECIALTY MAILED RETURNED DIFFERENCE
Anesthesiology 6% 5% 1% ’
Cafdiology 4% 4% 0%
Emergency Medicine 4% 4% 0%
Family Practice 7% 8% 2%
General Sutgery 5% 6% -1%

GI 2% 3% 1%
Internal Medicine 31% 21% 10%
Neurosurgery 2% 2% 0%

- OB/GYN 7% 7% 0%
Orthopedics 4% 6% 1%
Pediatrics 2% 12% 0%
Psychiatry 11%; 12% -1%
Radiology 5% 3% 1%
Vasculat Surgery . 1% 1% 0%
Other Specialty 4% 4%

No Respdnse 2% 2%
TOTAL 100% 100% 0%




With respect to the geographic distribution of the mailed sample and the
returned sample, the two groups are quite similar and demonstrate again thar
there was no tendency for physicians from different geographic locations to

respond or not respond to the survey.

_GEOGRAPHICAL GROUPS MAILED RETURNED DIFFERENCE -
Bostor o b 77%' . .   "3% -

: Wbrcester e , 9% P 0%

New Bedford/Fall River/ . - : ; : LT i
Barnstable County ST 6% 8% L i00
Springfield 7% e 8% | 1%
Pittsfield o 1) 9% b 0%

. TOTAL . 1 100% 100% 0%
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TABLE T ~ Q12: Is the current pool of physician applicants
adequate to fill your vacant positions or expand your practice? - 15

TABLE 2~ Q13: Are you currently experiencing
difficulty in filling physician vacancies? /6

TABLE 3 ~ Q17: Based on'yo’ur curtent experience, how
long does 1t take to recruit a physician to'your practice? /8

TABLE4 . 18

- TABLE 5 = Q19: Over the past three years, has your .
ability to retain your existing staff of physicians changed? 19

TABLE 6 ~If yes, has retaining physicians in your prictice become 20
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TABLE9 23

'FABLE 10 - Shortage of Physician Specialists in Massachusetrs:
A Summary Matrix Showing the Most Significant Responses .24

TABLE 11 - Progfam Directors Survey: Numbéer of
Responderits Leaving Massachuserts Following Completion
*.of Residency and Pellowship Programs (1997~2001) - 25

_TaBLE 12 = Q18: Over the past three years, has the
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TABLE 13 ~ Over the past three years, the time required
to:recruit-a-physician-has increased significantly. - 27
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TABLE 15 ~ Over the past three years, the
ability to retain staff has gotren more difficule.” 28
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;I'ABI;E 23 ~ Loc;.t‘ionaerrefere‘ncés Among iOOl-—O2

- Residents and Fellows Secking Employment in Massachusetts
or Elsewhere Following Completion of Their Training 36
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