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HE POTENTIAL EXPANSION OF

health insurance coverage and

associated reform of the deliv-

ery system, combined with re-
cent forecasts of physician shortages
(particularly in primary care), have
catapulted issues related to the ad-
equacy of the physician workforce high
up on the health policy agenda.''®
Whether the workforce is equipped to
handle the demand for physician ser-
vices depends on both the quantity and
specialty distribution of physicians and
the number of hours worked per phy-
sician. Most research and policy de-
bate on the physician workforce, how-
ever, has focused on the numbers of
current and future physicians and has
largely ignored the hours worked by
physicians.

This uneven focus likely stems from
the availability of data on numbers of
physicians and because the supply of
new physicians can be more readily in-
fluenced by actions of private or gov-
ernment entities to alter the numbers
of medical schools and residency po-
sitions, and funding of graduate medi-
cal education. In contrast, data on hours
worked by physicians have not been re-
ported by the American Medical Asso-
ciation (AMA) since 2001,” and data
up to that time did not suggest signifi-
cant shifts in hours worked. Conse-
quently, other than adjusting for
changes in the composition of the work-
force (eg, accounting for the growing
proportion of female physicians and the
increase in physician retirements'?),
most projections of the physician work-
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Context Recent trends in hours worked by physicians may affect workforce needs
but have not been thoroughly analyzed.

Objectives To estimate trends in hours worked by US physicians and assess for as-
sociation with physician fees.

Design, Setting, and Participants A retrospective analysis of trends in hours worked
among US physicians using nationally representative workforce information from the US
Census Bureau Current Population Survey between 1976 and 2008 (N=116 733). Trends
were estimated among all US physicians and by residency status, sex, age, and work set-
ting. Trends in hours were compared with national trends in physician fees, and estimated
separately for physicians located in metropolitan areas with high and low fees in 2001.

Main Outcome Measure Self-reported hours worked in the week before the survey.

Results After remaining stable through the early 1990s, mean hours worked per week
decreased by 7.2% between 1996 and 2008 among all physicians (from 54.9 hours
per week in 1996-1998 to 51.0 hours per week in 2006-2008; 95% confidence in-
terval [Cl], 5.3%-9.0%; P<.001). Excluding resident physicians, whose hours de-
creased by 9.8% (95% ClI, 5.8%-13.7%; P<<.001) in the last decade due to duty hour
limits imposed in 2003, nonresident physician hours decreased by 5.7 % (95% Cl, 3.8%-
7.7%; P<.001). The decrease in hours was largest for nonresident physicians younger
than 45 years (7.4%; 95% Cl, 4.7%-10.2%; P<.001) and working outside of the
hospital (6.4%; 95% Cl, 4.1%-8.7%; P<.001), and the decrease was smallest for
those aged 45 years or older (3.7%; 95% Cl, 1.0%-6.5%; P=.008) and working in
the hospital (4.0%; 95% Cl, 0.4%-7.6%; P=.03). After adjusting for inflation, mean
physician fees decreased nationwide by 25% between 1995 and 2006, coincident with
the decrease in physician hours. In 2001, mean physician hours were less than 49 hours
per week in metropolitan areas with the lowest physician fees, whereas physician
hours remained more than 52 hours per week elsewhere (P<.001 for difference).

Conclusion A steady decrease in hours worked per week during the last decade was
observed for all physicians, which was temporally and geographically associated with
lower physician fees.
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force assume hours worked by physi-
cians remain constant.’

However, a 2006 report on trends in
physician incomes based on snap-
shots of the physician workforce in
1995, 1999, and 2003, and a special sur-
vey commissioned by the Health Re-
sources and Services Administration
covering 2002, suggest that assump-
tions about steady hours worked may
no longer be warranted.'''* Moreover,
recent projections of physician supply
from the Health Resources and Ser-

vices Administration and other orga-
nizations have begun to raise con-
cerns about changing work hours of
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physicians.'*>* In this study, we ex-
amined trends in hours worked by phy-
sicians using data from the US Census
Bureau for each year between 1976 and
2008. We also examined whether trends
in physician hours were associated with
concurrent trends in physician fees both
nationally and by geographic region
within the United States.

METHODS
Current Population Survey Data

Data on physician hours were ob-
tained from the Current Population Sur-
vey (CPS), a household-based survey
administered monthly by the US Cen-
sus Bureau that covers a nationally rep-
resentative sample of more than
100000 individuals. In addition to
demographic information collected in
each month of the survey, the survey
asks detailed questions about employ-
ment, including occupation and hours
worked. The sample in each month was
arepresentative cross-section of house-
holds. Each housing unit was in-
cluded in the sample 8 times over the
course of 16 months, with new hous-
ing units rotating in and out of the
sample each month; therefore, some in-
dividuals appeared multiple times in the
sample. Data from the CPS are used ex-
tensively by researchers and by the US
Department of Labor to estimate trends
in employment and hours.

Data from the CPS were obtained for
all individuals employed as a “physi-
cian or surgeon” in the week of the sur-
vey between January 1976 and Decem-
ber 2008. This occupation category in
the CPS includes osteopathic physi-
cians as well as physicians in all spe-
cialties (including residents), but ex-
cludes other health care practitioners,
such as chiropractors, dentists, optom-
etrists, and podiatrists. Approxi-
mately 6.5% of physicians in the CPS
work primarily in industries outside of
health care services, most commonly
educational services, public adminis-
tration, and scientific research, and were
excluded from the analysis. Data on
physician work hours were based on re-
ported hours worked at all jobs in the
previous week. Physicians reporting
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zero or missing hours were excluded
from the sample. The final sample in-
cluded 116 733 monthly surveys of phy-
sicians obtained from 27 874 unique
households spread over 33 years. To
compare trends in physician work
hours to other professions, we used the
same procedures to obtain data from the
CPS for attorneys, engineers, and reg-
istered nurses.

Information on the physician’s work
setting (hospital or not), self-employ-
ment status, age, sex, and metropolitan
area of residence was also obtained from
the CPS survey. One limitation of the
CPS survey is that it includes no ques-
tions about physician specialty or resi-
dent status. We identified physicians as
residents if they were younger than 35
years and working in a hospital, be-
cause data from the AMA Physician Mas-
terfile for 2007 indicate that 97% of hos-
pital-based physicians younger than 35
years were residents, while among all
other physicians involved in patient care
only 3% were residents."” A second limi-
tation is that the CPS does not count
many physicians in group practice as self-
employed and, before 1989, also did not
count any physicians who were incor-
porated as self-employed. Thus, the defi-
nition of a self-employed physician in our
data is restrictive, and estimates for self-
employed physicians before 1989 may
not be directly comparable with later
years.

Trends in Physician Fees

To examine whether trends in physi-
cian fees were associated with hours
worked, we constructed an inflation-
adjusted physician fee index that cap-
tures how payments to physicians have
changed over time. Conceptually, the in-
dex represents mean prices paid by
Medicare and by private insurance for
arepresentative bundle of physician ser-
vices provided in any given year. For the
Medicare portion of the index, we used
the reported fee index contained in the
trustees’ reports on the Medicare pro-
gram.'®!® Private-sector fees were de-
rived using published estimates of the
ratio of private fees to Medicare fees.'*?
Our fee index is the weighted average

of the Medicare and private-sector fee in-
dex, where the weight was the propor-
tion of total spending on physician ser-
vices accounted for by the Medicare
program as reported in the National
Health Accounts.” Data on fees paid by
Medicaid and other payers such as the
Veterans Administration were unavail-
able; however, these sources represent
only approximately 10% of physician
reimbursements.?? Data on private
fees were not available before 1989 or
after 2006. Therefore, we constructed the
fee index only for the the years be-
tween 1989 and 2006. Finally, we ad-
justed the index for inflation using the
Consumer Price Index for All Urban
Consumers.

To examine whether differences in fees
across geographic areas were associ-
ated with trends in hours, we used a phy-
sician fee index constructed by the Gov-
ernment Accountability Office (GAO)
that captures how payments to physi-
cians by the Federal Employees Health
Benefits program differed across 319 met-
ropolitan areas in 2001, holding con-
stant the cost of doing business and the
mix of services provided.” The average
fees in each metropolitan area were ad-
justed by the GAO using methods simi-
lar to that used by Medicare to account
for geographic differences in the cost of
providing care. Between 1989 and 2008,
84% of the physicians in our sample lived
in 1 of 319 metropolitan statistical areas
(MSAs) (before 1989, MSAs were not
consistently identified in the CPS). Phy-
sicians were designated as living in an
MSA with low fees (vs high fees) if the
GAO fee index from 2001 in their MSA
was below the median in our sample.

Institutional Review Board Approval
This study used publicly available data
and was exempt from institutional re-
view board review.

Statistical Analysis

Mean hours worked by physicians (and
comparison occupations) were esti-
mated for each year and reported as
3-year moving averages to smooth fluc-
tuations in the data. We analyzed trends
separately for residents and nonresi-
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dents, because forces determining hours
of work were likely to differ for resi-
dents. In particular, hours of residents
were largely determined by their train-
ing program and affected by duty hour
limits imposed in July 2003,** whereas
physicians in private practice were freer
to choose hours based on their own pref-
erences and financial incentives. To es-
timate trends in hours of residents, we
excluded data from 2003 because duty
hour limits were imposed mid-year. For
nonresident physicians, we estimated
trends overall and for subgroups of phy-
sicians by age (<45 vs =45 years), sex,
work setting (hospital vs nonhospital),
whether the physician reported being
self-employed, and whether the physi-
cian lived in an MSA that had high or low
feesin 2001. These subgroups were cho-
sen after examining the overall trend in
hours to explore whether changes in
hours were concentrated in particular
demographic groups or among physi-
cians in particular work settings.
Analysis of variance models were
used to test whether mean hours
were equal across all the years in our
sample, and to test the hypothesis that
mean hours were equal across sub-
groups (eg, men vs women) in each
year. All estimates were weighted by
sampling weights provided by the
CPS, making them representative of
the US noninstitutionalized popula-
tion. Unweighted estimates were simi-
lar (see eTable 1, eTable 2, eTable 3,
and eTable 4 at http://www.jama.com).
Standard errors for these estimates were
calculated in a manner that accounted for
the use of sampling weights and the exis-
tence of multiple observations in the
sample for some individuals and house-
holds.” Ninety-five percent confidence
intervals (CIs) for the 3-year averages and
for the percentage change over time in
these estimates were based on the delta
method. Given the sample size avail-
able, and a 2-sided a=.05, our study had
the power to detect a change over time
in mean hours among all physicians of
2.7%, with a probability of 80%. To test
for an association over time between
mean hours of nonresident physicians
and the physician fee index, we calcu-
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Figure 1. Mean Self-reported Hours Worked per Week by Physicians Between 1977 and 2007
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Current Population Survey data based on hours worked in the previous week. Data represent 3-year moving
averages for each year plotted (eg, 1977 represents 1976-1978 and 2007 represents 2006-2008) and are weighted
using sampling weights. Error bars indicate 95% confidence intervals.

lated the simple correlation between
1989 and 2006 (the years in which the
fee index was available) and tested
whether the correlation was equal to
zero. To test whether hours trends were
the same in MSAs with high and low fees
in 2001, analysis of variance models were
used to test the hypothesis that mean
hours were equal across the 2 groups in
each year between 1989 and 2008 (MSA
was not consistently identified before
1989). All tests were 2-sided, with P<<.05
considered statistically significant. Sta-
tistical analyses were performed by using
STATA version 10.1 (Stata Corp, Col-
lege Station, Texas).

RESULTS

Mean hours worked per week among
all physicians, plotted as a 3-year mov-
ing average in FIGURE 1 and reported
at 10-year intervals in the TABLE,
changed significantly during the
sample period (P<<.001). Physician
hours were fairly stable at approxi-
mately 55 hours per week between
1977 and 1997, showing no trend
and ranging from a low of 54.6 hours
per week to a high of 55.9 hours per
week. However, between 1997 and
2007, hours per week decreased
steadily, decreasing nearly 4 hours
per week to 51 hours per week
(7.2%; 95% CI, 5.3%-9.0%; P<.001).

Trends in hours per week differed sig-
nificantly (P<<.001) between physi-
cians who were residents (<35 years and
working in the hospital) and those who
were not residents (=35 years or work-
ing outside the hospital). During the last
decade (between 1996-1998 and 2006-
2008), hours decreased significantly for
both residents (9.8%; 95% CI, 5.8%-
13.7%; P<.001) and nonresidents
(5.7%; 95% CI, 3.8%-7.7%; P<<.001).
However, as shown in FIGURE 2, resi-
dent hours remained high through 2002
and then decreased sharply following
the imposition of work-hour limits in
2003, whereas hours of all other phy-
sicians decreased more steadily dur-
ing the last decade.

The decrease in hours worked by
nonresident physicians during the last
decade was broad-based and not con-
centrated among physicians with par-
ticular demographic characteristics or
working in particular settings (Table).
Between 1996-1998 and 2006-2008,
hours worked decreased significantly
(P<.05) among younger and older
physicians, male and female physicians,
physicians employed in hospital and
nonhospital settings, and among self-
employed and non-self-employed
physicians. The decrease in hours dur-
ing this period was largest for nonresi-
dent physicians younger than 45 years
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]
Table. Mean Self-reported Hours Worked per Week by Physicians for Selected Years by Resident Status, Sex, Age, and Work Setting?®

Mean Hours per Week (95% Cl)

% Change Between

Total No. of 1976-1978 1986-1988 1996-1998 2006-2008 1996-1998 and
Characteristics Observations® (n=7812) (n =9763) (n=10247) (n =12469) 2006-2008 (95% Cl)
All physicians 40291 55.2 (54.4-55.9) 55.6 (54.8-56.3) 54.9 (54.2-55.7) 51.0(560.3-51.7) -7.2(-5.31t0-9.0)
Nonresident physicians® 33625 53.6 (52.8-54.4) 53.3 (52.5-54.1) 52.6 (51.9-53.4) 49.6 (48.9-50.4) -5.7 (-3.8t0-7.7)
Resident physicians® 6666 60.8 (59.0-62.6) 65.0 (63.1-66.9) 65.7 (63.7-67.8) 59.3(57.4-61.1)  -9.8(-5.81t0 -13.7)
Excluding resident physicians
Age <45y 15155 55.9 (54.7-57.0) 55.3 (64.2-56.4) 54.2(63.2-55.3) 50.2 (49.1-51.3) 7.4 (4.7 t0 -10.2)
Age =45y 18470 51.7 (60.7-52.8)  51.1 (50.0-52.2) 51.2(560.1-52.3) 49.3 (48.3-50.2)  -3.7 (-1.0t0 -6.5)
Men 26682 54.6 (63.8-55.4) 54.4 (63.6-55.2) 54.4(53.6-55.3) 51.7(60.9-52.6) -5.0(-2.8t0-7.2)
Women 6943 442 (41.9-46.4) 47.0 (45.1-48.9) 46.7 (45.2-48.3) 44.4(43.2-45.5) -5.1(-1.0t0-9.1)
Hospital 8089 50.2 (48.7-51.7)  52.0(50.5-563.4) 52.2 (50.8-53.6) 50.1 (48.8-51.4) -4.0(-0.4t0 -7.6)
Nonhospital 25536 54.4 (53.5-55.3) 53.6 (52.7-54.5) 52.8(51.9-53.7) 49.4(48.5-50.3) -6.4 (-4.1t0-8.7)
Self-employed 12539 54.3 (563.1-55.4) 52.8 (51.4-54.1) 54.2 (63.0-55.4) 50.9 (49.6-52.2) -6.0(-2.91t0-9.2)
L Non-self-employed 21086 53.1 (62.1-564.1) 53.5(62.6-54.4) 51.5(50.5-52.4) 49.0 (48.2-49.9) -4.7(-2.3to-7.1)
Nonphysicians
Lawyers 56 608 45.2 (44.7-45.6) 46.3 (45.9-46.7) 45.9 (45.5-46.4) 449 (44.5-45.3) -2.4(-1.0t0 -3.6)
Engineers 114276 425 (42.3-42.6) 429 (42.7-43.1) 43.6 (43.4-43.8) 43.0(42.8-43.2) -1.4(-0.7t0o-2.1)
Registered nurses 129545 35.6 (35.3-35.9) 36.4(36.2-36.7) 36.7 (36.4-36.9) 37.3(37.1-37.5) 1.6 (0.7 to 2.6)

Abbreviation: Cl, confidence interval.

2Data were derived from the Current Population Survey data based on hours worked in the previous week. Data represent 3-year averages as indicated and are weighted using

sampling weights.
For the 12 years shown.

CResident physicians are defined as physicians younger than 35 years and working in a hospital. Nonresident physicians are all others.

Figure 2. Mean Self-reported Hours Worked per Week by Resident and Nonresident

Physicians Between 1977 and 2007
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Current Population Survey data based on hours worked in the previous week. Data represent 3-year moving
averages for each year plotted (eg, 1977 represents 1976-1978 and 2007 represents 2006-2008) and are weighted
using sampling weights. Error bars indicate 95% confidence intervals. The 2003 data for residents are ex-
cluded and are also not used in the 2002 and 2004 moving averages, because duty hour restrictions for resi-
dents went into effect on July 1, 2003 (80-hour work week was implemented). The blue portion of the y-axis
indicates 49 to 57 self-reported hours worked per week, the range for all physicians (Figure 1).

(7.4%;95% CI,4.7%-10.2%; P<.001)
and those working outside of the
hospital (6.4%; 95% CI, 4.1%-8.7%;
P<.001), and the decrease was small-
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est for those aged 45 years or older
(3.7%; 95% CI, 1.0%-6.5%; P=.008)
and those working in the hospital
(4.0%; 95% CI, 0.4%-7.6%; P=.03). In

contrast, mean weekly hours of other
professionals such as lawyers, engi-
neers, and registered nurses changed
very little during the past 30 years,
which is consistent with national trends
in mean weekly hours among all work-
ers published by the US Bureau of La-
bor Statistics.?*%’

The decrease in hours worked by
physicians coincided with a decrease in
physician fees, measured by the na-
tional inflation-adjusted physician fee
index (FIGURE 3). Inflation-adjusted
physician fees changed little between
1989 and 1995, but then decreased sub-
stantially during the next 10 years. By
2000, physician fees were 25% lower
than their inflation-adjusted 1995 lev-
els. The timing of the decrease in fees
closely matched the observed de-
crease in nonresident physician hours
worked (Figure 2). Mean hours worked
by nonresident physicians were strongly
associated with the fee index (correla-
tion=0.965, P<.001) and even more
strongly associated with the fee index
from the prior year (correlation=0.969,
P<.001).

Trends in hours worked were sig-
nificantly different (P<<.001) for phy-
sicians living in MSAs that had the
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lowest fees in 2001 compared with phy-
sicians living in MSAs with high fees,
measured by GAO’s metropolitan fee in-
dex (FIGURE 4). According to this in-
dex, fees in 2001 were approximately
18% lower on average in low-fee MSAs
compared with high-fee MSAs. Corre-
spondingly, physicians living in the
low-fee MSAs already worked less than
49 hours per week by 2001, whereas
physicians in high-fee MSAs contin-
ued to work more than 52 hours per
week (P <.001 for difference from low-
fee MSAs in 2001). The national trend
toward lower hours occurred before
2001 in MSAs that had the lowest fees
in 2001, and occurred after 2001 in the
remaining MSAs.

COMMENT

After remaining stable for 2 decades,
there was a significant decrease in hours
worked per week by physicians during
the last decade. Among resident physi-
cians, hours changed little through the
1980s and 1990s, until decreasing dra-
matically in 2003 following the imple-
mentation of work-hour limits. Among
physicians who were not residents, hours
have decreased steadily since the mid-
1990s. This decrease was broad-based,
occurring among physicians in differ-
ent demographic groups and in differ-
ent employment settings. During the
same period, there were no similar de-
creases in hours worked by other pro-
fessions, suggesting that forces respon-
sible for the observed reduction in work
hours were unique to physicians.

The decrease in nonresident physi-
cian work hours likely reflects a com-
bination of economic and noneco-
nomic factors. The observed decrease
in physician fees is a potential eco-
nomic factor behind the decrease in
physician hours. As indicated in our
analysis, mean physician fees adjusted
for inflation decreased by 25% be-
tween 1996 and 2006, coinciding with
the decrease in physician hours. Addi-
tionally, physician hours were lower
and decreased first in MSAs where fees
were lowest in 2001. Although there
were no data on fees in these MSAs in
other years, it is reasonable to infer that

©2010 American Medical Association. All rights reserved.
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the national trend toward lower fees oc-
curred before 2001 in the MSAs that had
low fees in 2001, and occurred after
2001 in the remaining MSAs.

When fees decrease, a physician earns
less for working an additional hour, all
else equal, and may have less incentive
to work long hours. However, the evi-
dence on the relationship between fees
and work hours is mixed, with some
studies finding that lower fees encour-
age physicians to work more hours to

achieve a target income.” Because fees
have decreased, some physicians have
undertaken other activities to offset the
loss in income, such as reducing the pro-
portion of time spent in non—patient
care activities,'? increasing ownership
stake in ancillary services,? and increas-
ing the intensity of services provided,*
or spending less time per patient.?!
Therefore, although mean physician
income adjusted for inflation decreased
by 7% between 1995 and 2003, it is

Figure 3. Inflation-Adjusted Physician Fees Between 1989 and 2006

114

1.0+ S
TTe—e” 0N g0

AN

"N
\A\.

*~.

~eo_o

0.94

0.8

0.7

Inflation-Adjusted Physician
Fees Relative to 1989

0.6

1989 1991 1993 1995 1997 1999 2001 2003 2005
Year

Fee index is a weighted average of Medicare and private-sector fees compiled from several sources. Medicare
fees are based on Medicare trustees’ reports. Private-sector fees are derived from combining the Medicare
fees and independent estimates of the ratio of private fees to Medicare fees published by MedPAC for 1999-
2006, by Direct Research LLC from 1989-1996, and interpolated for 1997-1998, when that ratio was not avail-
able. The proportion of physician services that Medicare comprises comes from the Centers for Medicare &
Medicaid Services. The Consumer Price Index for All Urban Consumers was used to convert nominal to real.
Medicaid or other services outside of Medicare or private are excluded.

Figure 4. Mean Self-reported Hours Worked per Week by Physicians in Metropolitan
Statistical Areas (MSAs) With High and Low Physician Fees in 2001
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moving averages for each year plotted (eg, 1989 represents 1988-1990 and 2007 represents 2006-2008) and
are weighted using sampling weights. Error bars indicate 95% confidence intervals. Physicians were desig-
nated as living in a low-fee (vs high-fee) MSA if the Government Accountability Office fee index from 2001 in
their MSA was below the median in our sample. Years before 1989 are excluded because MSA is not consis-
tently identified before 1989 in the CPS data. The blue portion of the y-axis indicates 49 to 57 self-reported
hours worked per week, the range for all physicians (Figure 1).
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less than would be expected based on
the 19% decrease in fees and 5%
decrease in hours we observed during
this period if there had been no offset-
ting behavior by physicians. Neverthe-
less, such activities by physicians may
make work less satisfying and only par-
tially offset the decrease in fees, thereby
reducing the incentives for physicians
to work long hours.

A third factor associated with lower
fees may also have been responsible for
the decrease in physician hours. Sev-
eral developments among both public
and private payers occurred in the mid-
to late 1990s (increasing managed care
penetration, insurer consolidation, and
Medicare’s implementation of the Re-
source-Based Relative Value Scales for
physicians’ payment). Similarly, the
GAO found that MSAs with lower phy-
sician fees in 2001 tended to have
greater competition and managed care
penetration.” Therefore, greater com-
petition and managed care penetra-
tion may have been associated with
lower fees, but at the same time weak-
ened physician autonomy and re-
duced job satisfaction, which in turn
could have led to fewer hours. How-
ever, despite anecdotal reports, data
from physician surveys suggest that, af-
ter declining during the 1980s and early
1990s, there has been no systematic de-
crease in physician satisfaction since the
mid-1990s.>** Improvements in phy-
sician productivity driven by these mar-
ket changes, resulting from the adop-
tion of information technology and
other practice innovations,* could also
have allowed physicians to reduce both
fees and hours while at the same time
increase their billing rate. However, in-
flation-adjusted physician income either
decreased"” or was stagnant™ during this
period, which would be surprising if
these changes were driven solely by in-
creased productivity.

Several noneconomic explanations
might account for the recent decrease
in physician hours, but none are fully
consistent with our findings. For ex-
ample, although female physicians work
fewer mean hours and represent an in-
creasing proportion of physicians, de-
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creases in hours were observed for both
male and female physicians. Similarly,
limits on resident work hours were im-
posed in 2003, but decreases in work
hours were observed for nonresident
physicians and began before 2003. De-
creases in hours were larger for younger
physicians, which might suggest that
preferences for balanced lifestyles
among younger cohorts are a partial ex-
planation. Although the Council on
Graduate Medical Education has raised
concerns that such preference may
affect the hours of physicians in the fu-
ture, we are unaware of any evidence
that intrinsic preference for a bal-
anced lifestyle, all else equal, has
changed among physicians during the
last decade. Moreover, we observed de-
creases in hours in the same years for
physicians of all ages, and decreases in
hours did not occur earlier among
young physicians (as would be ex-
pected if only recent cohorts had such
preferences). Although there has been
a shift in physician employment to-
ward larger practices and institutional
settings,’” we found decreases in hours
for both self-employed physicians and
physicians working in hospitals. Fi-
nally, while changing specialty choice
of physicians could contribute to a
change in hours, data from the AMA
Physician Masterfile indicate that the
proportion of physicians working in
relatively low-hour specialties, such as
dermatology, pathology, and emer-
gency medicine, changed by less than
1% during the last decade.*

Our study had some limitations. It
was not designed to assess the possi-
bility of a causal relationship between
the observed trends in both hours and
fees. As discussed above, it is likely that
a third factor that was associated with
lower fees, such as growing managed
care penetration or market competi-
tion, may have contributed to the de-
crease in physician hours. Moreover,
the lack of fee data before 1989 leaves
open the possibility that trends ob-
served to have begun in the 1990s may
have already been underway. Finally,
the lack of physician specialty in our
data is an important limitation. The

effect of both economic and noneco-
nomic factors on physician work hours
undoubtedly differs by medical spe-
cialty, particularly for primary care phy-
sicians. Other more focused data
sources should be explored to further
understand the relationship between
specialty, fees, and trends in hours
worked.

CONCLUSION

Our results have implications for how
reform efforts and market forces may
affect the future physician work-
force.” Our findings are consistent with
the possibility that economic factors
such as lower fees and increased mar-
ket pressure on physicians may have
contributed, at least in part, to the re-
cent decrease in physician hours. Fur-
ther reductions in fees and increased
market pressure on physicians may,
therefore, contribute to continued de-
creases in physician work hours in the
future.

Whatever the underlying cause, the
decrease in mean hours worked among
US physicians during the last decade
raises implications for physician work-
force supply and overall health care
policy. A 5.7% decrease in hours
worked by nonresident physicians in
patient care, out of a workforce of ap-
proximately 630000 in 2007," is
equivalent to a loss of approximately
36 000 physicians from the work-
force, had hours worked per physi-
cian not changed. Although the num-
ber of physicians has nearly doubled
during the last 30 years,'® many work-
force analysts and professional organi-
zations are concerned about the
adequacy of the size of the future phy-
sician workforce. This trend toward
lower hours, if it continues, will make
expanding or maintaining current lev-
els of physician supply more difficult,
although increases in the number of
practicing physicians either through in-
creases in the size of domestic medical
school classes or further immigration
of international medical graduates
would mitigate those concerns. More-
over, if this trend toward lower physi-
cian hours continues, it could frus-
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trate stated goals of health reform,*
which may require an expanded phy-
sician workforce to take on new roles
and enhanced functions in a reformed
delivery system.
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