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Background: Access to care remains a key part of im-
proving health care outcomes in the United States. Re-
cent reports have suggested that the number of physi-
cians able to meet the demands for access to care may be
decreasing.

Methods: We surveyed physicians practicing in rural
and urban/suburban areas of Florida in 2004 to deter-
mine whether changes were occurring in health care ser-
vice delivery. Secondary outcomes assessed included
changes in professional liability insurance and their pos-
sible effects on changes in service delivery.

Results: Overall, 727 (54.4%) of responding physi-
cians stated that the delivery of services had been de-
creased or eliminated in the previous year. The most com-
monly eliminated services were nursing home coverage
(42.1%), vaginal deliveries (29.1%), cesarean deliveries
(26.0%), emergency department coverage (22.8%), and

mental health services (21.2%). Surgical specialists
(70.2%) and general surgeons (68.5%) were the groups
with the highest number of decreased or eliminated ser-
vices, but this trend was broad, with 63.6% of obstetrician/
gynecologists and 60.2% of family medicine physicians
also decreasing or eliminating services. Decreases in ser-
vices seem to be related to changes in professional liabil-
ity insurance premiums when assessed by both percent-
age of change and total premium increases for physicians.
Rural and urban/suburban physicians did not differ sig-
nificantly in these assessments.

Conclusion: The findings suggest that physicians across
Florida have continued to decrease or eliminate impor-
tant health services and that these decreases seem to be
related to the difficulty of finding or paying for profes-
sional liability insurance.
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R ECENT ARTICLES IN THE SCI-
entific literature1-5 and the
lay press6 have highlighted
the growing acknowledg-
ment that the demand for

physicians is likely to outstrip the avail-
able supply in the near future. Although
much of the national dialogue on the
topic of the physician workforce has
revolved around the actual number of
available physicians in the United States,
the problem with physician service avail-
ability is more deeply embedded, with
changing practice patterns such as num-
bers of patients seen per week,7 types of
services provided for patients,8 and time
spent dealing with administrative
issues9,10 all playing a role in restricting
patients’ access to needed medical care.

Simultaneous with this growing con-
sensus of the need for more physicians in
coming years, there has been a nation-
wide battle over medical malpractice and
its effects on the professional liability

insurance (PLI) market.11,12 Growing
concern about the effects of the PLI crisis
on patient access to health care has been
noted, but little has been reported in the
way of formal, systematic assessment of
how physicians may be changing their
services to adapt to the unstable PLI
market.13 Are physicians decreasing or
eliminating services so that they can
afford PLI and remain in practice? If so,
are there patterns that predict changes in
services to patients? The answers to
these and other questions about the
impact of PLI market instability and its
effect on health service delivery remain
unclear. These issues are important to
clinicians and policymakers alike
because both are concerned with the
delivery of high-quality care to patients
throughout the country.

In 2003, at the height of the instability
in the Florida PLI market, we surveyed,
and later reported on,8,14 adverse changes
in service provision by physicians in ru-
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ral areas. Since then, policymakers in Florida have in-
troduced and passed legislation designed to reform and
stabilize the PLI market.15 In light of these recent legis-
lative and market changes, the present study was initi-
ated to revisit the trends in availability of services in ru-
ral areas and simultaneously to compare these trends with
service delivery in urban/suburban locations of the state.

METHODS

The survey method included 2 groups of physicians. Briefly,
using a method identical to the one previously reported8,14 we
identified all rural physicians in Florida. Using the same data-
base, we obtained a comparison group of nonrural physicians
by randomly selecting a specialty-stratified sample of urban/
suburban physicians.

We obtained a list of all licensed physicians from the Florida
State Department of Health. For purposes of this study, we used
information on all allopathic or osteopathic physicians who had
a clear, active license and a practice address in Florida. From
this master list, we first identified rural physicians by their prac-
tice addresses who met any of the following 3 criteria by prac-
ticing in (1) the 33 statutorily designated rural counties in
Florida, (2) rural areas of otherwise nonrural counties as des-
ignated by the rural urban commuting area codes,16 or (3) an
area defined as rural according to the current Health Re-
sources and Services Administration list of defined Florida ru-
ral ZIP codes.17 These 3 sources were used to capture an accu-
rate and broad sampling of rural physicians in the state.

Next,weselectedoururban/suburbancomparisongroupbased
on matched specialty status. The specialty status of both the ru-
ral and urban/suburban groups was ascertained through self-
reported status to the Florida State Department of Health or in
some cases by assessment of residency training and board-
certification status using the Web-based state practitioner pro-
filing system. Ultimately, this selection process resulted in a da-
tabase of 3588 physicians.

We mailed initial surveys in July 2004 and follow-up sur-
veys to nonrespondents in September 2004. The survey in-
cluded questions on physician and patient demographics, the
physicians’ training and practice scope, recent changes in ser-
vices offered, PLI premium changes, satisfaction with prac-
tice, and future practice plans.

After the first mailing, a number of surveys were returned
as undeliverable, primarily because of unknown or changed ad-
dresses or incorrect practice location. We made numerous ef-
forts to obtain updated mailing information, and surveys were
remailed to those physicians with available updated practice
location. Surveys were tracked by unique serial numbers, and
participants who did not return a survey after 4 weeks were
mailed a second copy of the survey (in September 2004).

All analyses were conducted using the statistical software
program SPSS version 13.0 (SPSS Inc, Chicago, Ill). To be con-
sistent with standard survey analytical strategies, we evaluated
each question based on the responses received for that ques-
tion. Therefore, the total number of individual respondents var-
ied from question to question. Differences between rural and
urban/suburban responses were analyzed using independent-
sample t tests from continuous variables and the Fisher exact
test or �2 test for dichotomous and categorical variables, re-
spectively. In all cases, we used 2-tailed tests, and P�.05 was
the level of statistical significance.

The protocol was approved by the Florida State University,
Tallahassee, institutional review board, and the Florida State
University Survey Research Laboratory conducted the mailing
and data entry.

RESULTS

Ultimately, 3413 surveys are believed to have reached their
intended participants; of those surveys, 1346 were re-
turned (response rate, 39.4%). The response rate for
rural physicians was 685 (40.6%) of 1686 and for urban/
suburban physicians, 661 (38.3%) of 1727. Among the
specialties, only rural family physicians responded sig-
nificantly more frequently than their urban/suburban
counterparts (176/359 vs 132/372; P�.001). Demo-
graphic and practice characteristics of the respondents
are shown in Table 1. In addition, we noted that insur-
ance coverage for patients seen at these practices was
private pay, 32.7%; Medicare, 37.1%; Medicaid, 12.9%;
self-pay, 9.6%; and other, 6.7%. Ninety-five percent of
respondents stated that they accept new private-pay
patients (rural physicians, 94.7%; urban/suburban phy-
sicians, 95.9%; P=.31); 85.9% accept new patients cov-
ered by Medicare (rural, 87.7%; urban/suburban,
84.1%; P= .07); and only 53.7% accept new patients

Table 1. Demographics and Practice Characteristics
of Responding Physicians

Variable

Results, No. (%)
P

ValueRural Urban

Demographic characteristics
Age, mean, y 50.3 50.1 NS
Male sex 519 (80.1) 499 (79.6) NS
Race/ethnicity

White 462 (68.8) 496 (76.0) �.003
Asian American 110 (16.4) 54 (8.3) �.001
Hispanic 62 (9.2) 69 (10.6) NS
African American 19 (2.8) 20 (3.1) NS
Other (or unknown) 19 (2.8) 14 (2.2) NS

Practice characteristics
Mean time in practice, y 11.7 15.2 �.001
Specialty*

Family medicine 176 (26.0) 132 (20.3) �.001
Internal medicine 79 (11.7) 79 (12.2) NS
Pediatrics 51 (7.5) 55 (8.5) NS
Obstetrics/gynecology 44 (6.5) 34 (5.2) NS
General surgery 28 (4.1) 27 (4.2) NS
Surgical specialties 88 (13.0) 104 (16.0) NS
Medical specialties 67 (9.9) 74 (11.4) NS
Emergency medicine 41 (6.0) 30 (4.6) NS
Psychiatry 15 (2.2) 19 (2.9) NS
Radiology 29 (4.3) 22 (3.4) NS
Anesthesiology 15 (2.2) 21 (3.2) NS
Other† 52 (6.6) 64 (8.2) NS
Total 685 (100.0) 661 (100.0)

Practice type
Solo 294 (43.4) 230 (35.1) .002
Single specialty group 243 (35.8) 260 (39.7) NS
Multispecialty group 36 (5.3) 54 (8.2) �.04
Community health center 26 (3.8) 11 (1.7) �.02
County health department 21 (3.1) 1 (0.2) �.001
Academic setting 5 (0.7) 46 (7.0) �.001
Other (or unknown) 70 (7.9) 65 (8.1)

Abbreviation: NS, not significant.
*Based on most time spent in practice as reported by respondents.
†Includes all other specialties, physicians primarily in administrative roles,

and unknown specialties.
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covered by Medicaid (rural, 56.8%; urban/suburban,
50.4%; P=.02).

CHANGES IN HEALTH CARE SERVICES

Overall, 727 (54.4%) of 1336 responding physicians
stated that they had decreased or eliminated the delivery
of patient services in the previous year. This group
included 380 (56%) rural and 347 (52.4%) urban/
suburban physicians (P=.22). The decrease in or elimi-
nation of services based on procedure type for all physi-
cians combined is outlined in Table 2. The most
common services eliminated were nursing home cover-
age (42.1%), vaginal deliveries (29.1%), cesarean deliv-
eries (26.0%), emergency department coverage (22.8%),
and mental health services (21.2%). In addition to out-

right elimination, a number of physicians responded
that they had decreased services in these areas as well
(Table 2). Physicians who provided less “invasive,” or
diagnostic, procedures (such as mammography, cytol-
ogy [Papanicolaou smears], electrocardiography, radiol-
ogy, and vaccine administration) all reported an increase
in services performed.

The distribution of decreased or eliminated services
by physician specialty types is presented in Table 3. Sur-
gical specialists (70.2%) and general surgeons (68.5%),
respectively, had the highest number of decreased or elimi-
nated services. Obstetrician/gynecologists (63.6%) and
family medicine physicians (60.2%) were also com-
monly represented in this group. Pediatricians were the
only group in which less than half (41.5%) of the re-
spondents indicated that they had not decreased or elimi-

Table 2. Trends in the Delivery of Health Care Services in Florida, 2003-2004

Service* No. of Respondents Increased, % No Change, % Decreased, % Eliminated, %

Nursing home coverage 418 8.4 34.0 15.6 42.1
Vaginal delivery 127 12.6 38.6 19.7 29.1
Cesarean delivery 104 29.8 31.7 12.5 26.0
Emergency department coverage 778 12.2 41.3 23.8 22.8
Mental health services 307 13.7 46.3 18.9 21.2
Endoscopic procedures 293 20.1 44.7 18.4 16.7
Hospital-based surgical procedures 556 15.8 37.9 31.8 14.4
Office-based surgical procedures 712 14.7 52.7 21.9 10.7
Vaccine administration 508 14.0 65.0 13.8 7.3
Radiology 478 23.2 63.0 7.3 6.5
Mammography 282 20.9 66.0 7.1 6.0
Cytology (Papanicolaou smear) 488 9.2 70.3 15.4 5.1
Electrocardiography 518 13.7 77.6 5.2 3.5

*All categories include family medicine, internal medicine, pediatrics, obstetrics/gynecology, medical specialty, general surgery, and surgical specialties except
for cesarean and vaginal delivery, which include only family medicine and obstetrics/gynecology; endoscopic procedures, which do not include pediatric
endoscopic procedures; and mental health services, which do not include general surgery and surgical specialties.

Table 3. Decrease or Elimination of Services and Procedures by Physician Specialty, 2003-2004*

Specialty*

No./Total No. (%)

Decreased/
Eliminated

Any Services
in Last Year,

No./Total
No. (%)

Nursing
Home

Coverage
Vaginal
Delivery

Cesarean
Delivery

Emergency
Room

Coverage

Mental
Health

Coverage
Endoscopic
Procedures

Hospital-
Based

Surgical
Procedures

Office-
Based

Surgical
Procedures

Surgical
specialties

134/191 (70.2) 33/48 (68.8) 85/167 (50.9) 10/16 (62.5) 6/44 (13.6) 78/174 (44.8) 32/137 (23.4)

General
surgery

37/54 (68.5) 12/21 (57.1) 21/52 (40.4) 5/5 (100) 3/29 (10.3) 39/55 (70.9) 15/47 (31.9)

Obstetrics/
gynecology

49/77 (63.6) 6/10 (60.0) 32/68 (47.1) 24/67 (35.8) 23/65 (35.4) 2/9 (22.2) 11/37 (29.7) 30/76 (39.5) 16/69 (23.2)

Family
medicine

185/307 (60.2) 101/179 (56.4) 23/31 (74.2) 10/16 (62.5) 98/153 (64.1) 58/147 (39.5) 49/71 (69.0) 51/66 (77.3) 95/250 (38.0)

Internal
medicine

81/157 (51.6) 51/86 (59.3) 48/96 (50.0) 21/35 (60.0) 16/32 (50.0) 16/31 (51.6) 30/66 (45.5)

Medical
specialties

68/140 (48.6) 17/25 (68.0) 44/81 (54.3) 8/10 (80.0) 10/51 (19.6) 35/64 (54.7) 13/37 (35.1)

Pediatrics 44/106 (41.5) 2/4 (50.0) 17/49 (34.7) 8/31 (25.8) 2/4 (50.0) 9/20 (45.0) 13/35 (37.1)
Total 222/373 (59.5) 55/99 (55.5) 34/83 (41.0) 336/663 (50.7) 112/253 (44.3) 97/268 (36.2) 258/486 (53.1) 214/641 (33.4)

*Because of small sample sizes, emergency medicine, psychiatry, radiology, anesthesiology, and other/unknown specialty were not included in this analysis.
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nated services in the last year. No significant differences
were noted between rural and urban/suburban physi-
cians in decreasing/eliminating services. The decrease/
elimination of services by specific procedure is also shown
in Table 3 for these 7 clinical disciplines. Changes in ser-
vice delivery for these responding clinicians were broad
in scope, with decrease in or elimination of services rang-
ing from 33.4% for office-based surgical procedures to
59.5% for nursing home coverage.

PLI COVERAGE AND PREMIUMS

A total of 597 (87.4%) rural and 568 (86.2%) urban/
suburban physicians stated that they are currently cov-
ered by PLI. Of the approximately 13% of physicians with-
out this insurance, 44 physicians (25.1%) stated that their
PLI stopped within the last year, and 65 (37.1%) stated
that their insurance stopped 1 to 2 years before the sur-
vey. No differences were seen between rural and urban/
suburban physicians in the timing of their discontinua-
tion of PLI.

Of the physicians who carry PLI, 938 responded to
the request to estimate the percentage of change in their
premiums in the previous year. This resulted in a mean
increase in premiums of 64.8% for rural physicians (SEM,
10.6) and a 45.3% increase for urban/suburban physi-
cians (SEM,3.3) (P=.08). When asked, 911 physicians
reported their actual current annual PLI premium. Four
hundred sixty-nine rural physicians reported a mean pre-
mium of $31 699, and 442 urban/suburban physicians
had a mean premium of $34 954.

Changes in health care services seemed to be related
to changes in PLI premiums. Overall, physicians who
had premium changes in the highest quartile (increase
�50%) (61.1%) were more likely to indicate that they
had decreased or eliminated services compared with
those in the lowest quartile (increase �15%) (51.4%;
P=.01). Similarly, when analyzed by actual premium
paid, those physicians in the top quartile (increase
�$40 000) (63.8%) were more likely to cut services
compared with those who were in the lowest quartile
(increase �$16 000) (51.1%; P= .003). Similarly, we
noted statistically significant relationships between in-
creases in PLI premiums and decrease in or elimination
of services for rural physicians (66.2% vs 48.1%;
P=.002) and for actual premiums for urban/suburban
physicians (64.7% vs 43.0%; P=.001).

Next, we asked the 727 physicians who had stated that
they had decreased or eliminated medical services within
the last year, “to what extent has the difficulty paying for
medical liability insurance played a role in decreasing or
eliminating these services?” Of the 713 responding phy-
sicians, 416 (58.3%) replied that it had played “a large
role” and 216 (30.3%) said “some role.” In addition, this
same group suggested that “personal or family reasons”
played “a large role” (11.1%) or “some role” (22.6%) in
their changing service delivery. Inability to maintain skills
played a role according to 15.7% of respondents, and de-
creased demand for services was a factor for 15.4% of this
group. No significant differences were seen between ru-
ral and urban/suburban physicians in these trends.

SATISFACTION AND FUTURE PRACTICE PLANS

Overall, 1320 physicians (670 rural and 650 urban/
suburban) responded when asked about satisfaction with
their current practice. Almost 20% (19.6%) of physi-
cians said they were “very satisfied,” and 35.5% said they
were “somewhat satisfied.” Slightly fewer than 22%
(21.8%) said they were “somewhat dissatisfied,” and 9.5%
were “very dissatisfied.” No significant differences ex-
isted between rural and urban/suburban physicians in sat-
isfaction with practice.

When asked how long they intended to stay in their
current practice, 146 (11.2%) of 1307 responding phy-
sicians stated “less than 2 years” and 251 (19.2%) said
less than 5 years. Almost 27% stated that they intended
to leave their practices in 5 to 10 years; 30.8%, in 10 to
20 years; and 12.1%, in more than 20 years. Almost 23%
of rural physicians stated that they were intent on leav-
ing their practices in 2 to 5 years compared with 15.4%
of their urban/suburban counterparts (P=.002).

Among those who intended to leave their practices
within 2 years, reasons for doing so included practice is-
sues (44.1%), early retirement (30.1%), planned retire-
ment (16.1%), family or personal reasons (9.8%), com-
munity issues (4.9%), and other reasons (22.4%). When
this group (those leaving their practices within 2 years)
was also asked, “to what extent has the inability to find
medical liability insurance played a role” in their leav-
ing, 39.9% said it had played “a large role,” and 21.7%,
“some role.” Similarly, when asked “to what extent has
the inability to pay for medical liability insurance played
a role” in leaving within 2 years, 60.4% said it had played
“a large role” and 17.4% “some role” in this decision. Nei-
ther of these reasons was significantly different between
rural and urban/suburban physicians.

Additional analyses revealed that physicians who stated
they were “somewhat” or “very” dissatisfied with their
current practice were also more likely to have decreased
or eliminated services within the last year. Almost 74%
(73.5%) of physicians who were dissatisfied, vs 43.6%
of those who were satisfied, decreased or eliminated ser-
vices (P�.001). Those who were dissatisfied had seen a
mean increase in PLI premiums of 61%, which was sig-
nificantly higher than those who were satisfied (44.7%;
P=.007). Last, those who were dissatisfied were more
likely to state that they intended to leave their current
practice within the next 2 years (21.4% vs 4.6% of those
“satisfied”; P�.001). All 3 of these relationships be-
tween dissatisfaction and decreased services, PLI premi-
ums, and intent to leave held true when examining only
rural or only urban/suburban physicians.

COMMENT

Much of the recent debate on the availability of health
services has focused on the actual number of physicians
in the workforce and whether the current medical
“pipeline” can produce enough physicians to meet the
demands of an aging and technologically sophisticated
American population.1-5 Equally important, however,
are questions that relate to what services those who
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practice medicine actually perform for patients and for
whom they will be provided. In an effort to better un-
derstand the patterns of health care service delivery for
patients in Florida, we surveyed physicians in both
2003 and 2004. Our initial research, conducted in 2003
at the height of the instability in the PLI markets in
Florida, showed that physician services were being sig-
nificantly curtailed in rural areas.8,14 The findings of the
current study, conducted 1 year later, bring new con-
cerns that the adverse changes in health care service de-
livery in this state are geographically broader and more
persistent than previously identified.

These trends have continued despite attempts by poli-
cymakers to influence and stabilize the PLI market
through new medical malpractice legislation.15 Al-
though it is likely that any major change in PLI premi-
ums resulting from the 2003 statutory revisions might
take several years to take effect, one would have hoped
that a year after the enacted changes physicians would
have been optimistic enough to have stabilized or in-
creased their patterns of health care service delivery. Based
on the current study, such was not the case in Florida.
These patterns of decreased or eliminated services and
procedures suggest that additional work addressing bar-
riers to health care, including those caused by PLI mar-
ket instability, is needed if the goal of providing health
care to all is to be realized.

Several findings of the current study regarding ac-
cess to health care require specific comment. First, it is
of great concern that the total number of physicians
practicing in rural areas of Florida seems to be smaller
than the previous year. Using the same criteria and data
source8 to identify practicing rural physicians, 10%
fewer physicians were available in 2004 than in 2003.
Whether this finding represents a trend of physician
movement out of rural areas of Florida or is an isolated
event, the numbers of rural physicians needs to be care-
fully monitored.

Second, in another finding that causes concern, about
1 in 7 responding physicians stated that they do not ac-
cept new patients covered by Medicare, and almost 50%
do not accept new patients with Medicaid coverage. The
latter finding bodes poorly for patients in areas already
burdened by a lack of health care providers.

Third, a broad decrease and elimination of services
was noted for physicians in both rural and urban/sub-
urban areas. For the rural physician population, who
had been surveyed 1 year earlier, the current finding
represents a continuing decline in services. For ex-
ample, when surveyed in 2003, of 76 rural family medi-
cine physicians who had been performing vaginal deliv-
eries, 53 (69.7%) decreased or eliminated them.8 When
resurveyed in 2004, only 31(14.1%) of 220 rural family
medicine physician respondents were performing deliv-
eries, and 23 (74.2%) of those had decreased or elimi-
nated them. As in the previous year, the numbers of
high-risk surgical and invasive procedures were most
likely to decline. Important services such as vaginal and
cesarean deliveries, hospital-based surgical procedures,
and emergency department and mental health coverage
were all noted to have been decreased or eliminated by a
broad array of practicing physicians. In addition, nurs-

ing home coverage was newly assessed in the current
study and was found to be frequently decreased or
eliminated by many physicians as well. Moreover, simi-
lar to last year’s assessment, the decline in provision of
services seems to span most of the clinical specialty
areas of physicians. Although surgeons (both specialty
and general) had the highest rates of declining service
provision, primary care specialties and obstetrics/gyne-
cology were affected as well.

Also similar to the previous report,8 the decline in ser-
vices seems to be related to PLI issues. Physicians were
more likely to decrease or eliminate services when their
PLI rates increased the most. Similarly, a correlation ex-
ists between those who paid the highest premiums and
those who decreased or eliminated services. The fact that
physicians who pay the highest PLI premiums practice
in higher-risk specialties (ie, surgery) likely contributes
to this relationship. In addition, the present study iden-
tified a trend that numerous physicians are in practice
without PLI coverage. The percentage of Florida physi-
cians “going bare,” 13%, is slightly higher than the pre-
vious finding, 10%, in this key state. We suspect, how-
ever, that this figure underrepresents the percentage of
Florida physicians without PLI coverage, because the
sample was weighted more to primary care specialties and
less to higher-risk, higher-premium–paying subspecial-
ties (eg, neurosurgery, high-risk obstetrics).

The survey also evaluated physician satisfaction and
future plans for practice. In the case of rural physicians,
who had been surveyed the year before, the general feel-
ing of satisfaction (or dissatisfaction) was unchanged.
Given the policy changes in the state and the general
diminution of publicity on the medical malpractice cri-
sis, this lack of change in general feeling in itself may be
a harbinger of lingering doubts about the overall prac-
tice climate in Florida. This feeling may also be re-
flected in the fact that, overall, 11% of physicians in the
present study said they intend to leave their practices
within 2 years and another 19% within 5 years. The
trend was stronger for rural practice, suggesting contin-
ued pressures on this group of physicians and the rural
communities they serve.

Although we believe that the trends described herein
show important evidence of changes in access to health
care in Florida, we do recognize a number of limitations
to this study. Even though the participation rate of al-
most 40% is similar to that shown in many major sur-
veys of physicians,18,19 the possibility exists that physi-
cians who were more adversely affected by the changing
PLI situation were more likely to respond to the survey
than those who were not. In addition, responses were
based on self-reported data and were not independently
verified. Last, the findings of the present study repre-
sent a select group of practicing physicians in Florida
and may not be representative of physicians in other
communities or states.

Despite these limitations, we believe the findings
presented herein suggest strongly that physicians
across Florida have continued to decrease or eliminate
important health care services. This trend seems to be
affecting a broad array of services and types of physi-
cians, both generalists and specialists. Given the impor-
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tance of access to health care for vulnerable popula-
tions, these statewide trends suggest the need for
additional attention by physician leaders and policy-
makers to the ongoing effects of the PLI market.
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