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CAREER SATISFACTION OF PHYSICIANS EMPLOYED BY HEALTH SYSTEMS 
 

EDWARD L HEATH, JR 
 

ADMINISTRATION-HEALTH SERVICES 
 

ABSTRACT 
 

Background: Higher career satisfaction has been shown to result in better patient 

outcomes, higher patient satisfaction and less turnover among physicians.  The purpose of 

this study is to examine the relationship between physician employment and career 

satisfaction.   

Methods: Data from the Center for Studying Health System Change (HSC) 2008 Health 

Tracking Physician Survey was used in the study.  The study is a cross sectional, 

quantitative study of the relationship between physician employment and career 

satisfaction.  A total of 4,720 respondents responded to the survey, with a weighted 

response rate of 61.9%.  An ordinal logistic regression was used to examine the study 

relationships while; controlling for other physician and practice characteristics.  

Following the main analysis, a subgroup analysis was used to assess whether the 

relationship between employment and career satisfaction differed by gender and 

compensation arrangement (i.e. fixed salary versus incentive based). 

Results: The study found no significant association between employment and career 

satisfaction.  When controlling for physician characteristics, only length of time in 

practice was significantly associated with career satisfaction.  The study found no 

significant association between employment and career satisfaction when comparing 
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physicians by gender.  The study found no significant association between employment 

and career satisfaction when comparing physicians that were on a fixed salary and those 

that had an incentive based compensation arrangement. 

Conclusions: The study found no association between employment and career 

satisfaction.  The null/nonsignificant results at least suggest that employment of 

physicians may not result in lower levels of satisfaction. 

Keywords: Physician Employment, Career Satisfaction
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CHAPTER 1 
 

INTRODUCTION 
 

Over the past several decades, research has demonstrated that physicians’ 

satisfaction with their profession has declined (Williams & Skinner, 2003).  A decrease in 

the overall morale of physicians has also been noted (Bogue, Guarneri, Reed, Bradley, & 

Hughes, 2006; Williams & Skinner, 2003; Zuger, 2004).  Physicians’ declining 

satisfaction with their careers is likely due to a confluence of changes in the delivery of 

healthcare including: changes in the political environment, general effects of health care 

reform still unknown, rapid advancement of technology, time pressures and increased 

financial risk.  Factors often associated with career satisfaction in the practice of 

medicine are relationships with patients, prestige, quality of life, work control and 

balance, income, and collegiality.  

The employment of physicians by hospitals and health systems may improve 

physician career satisfaction by providing relief from some of the aforementioned 

regulatory and financial burdens.  Physicians are increasingly seeking shelter from rising 

costs, uncertain reimbursement, ballooning overhead expenses and increased regulatory 

requirements (O'Malley, Bond, & Berenson, 2011; Zusman, 2011).  Numerous reports 

have detailed an exodus of physicians from private practice of very large proportions 

(Bouchard, 2011).  The number of independently owned physician practices has been 

declining at a 2% rate annually for the last twenty five years (Isaacs, Jellinek, & Ray, 

2009).  As many as 65 percent of hospitals are actively seeking to increase the number of 
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physicians they employ while a recently released survey stated that 76 percent of 

hospitals and health systems have moved to a full employment staff model (Betbeze, 

2011; Wilson, 2011), in part as a strategy to align physician efforts with overall goals of 

the system.  The logic behind such efforts is that employment may reduce unnecessary 

administrative burdens and thereby increase career satisfaction while allowing physicians 

to focus on the delivery of excellent, high quality care and become primarily patient 

focused (Grauman & Harris, 2008). 

The purpose of this study is to examine the relationship between physician 

employment and career satisfaction and potential moderators of this relationship.  

Specifically, the following research questions will guide this study:   

• Does career satisfaction differ for physicians employed by a hospital or health 

system as compared to physicians in private practice?   

• Is the relationship between physician employment and physician career 

satisfaction moderated by gender and compensation arrangement?  

Answers to these questions are important for health care policy makers, 

executives, patients and practitioners.  The implications of physicians being dissatisfied 

with their career range from decreased productivity to leaving the practice of medicine.  

For instance, research has linked physician job satisfaction to turnover (Buchbinder, 

Wilson, Melick, & Powe, 2001).  Turnover can be disruptive to patient care and quite 

expensive for hospitals and medical groups trying to recruit a physician to fill a vacancy.  

The recruitment and replacement costs for an internist can exceed $245,000 (Buchbinder, 

Wilson, Melick, & Powe, 1999; Pratt, 2010).  Physicians who leave the practice of 

medicine would only stress the delivery system to a greater extent especially given an 
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aging population, more complex patients and increasing number of people becoming 

eligible for insurance coverage due to health reform.  It is expected that a combination of 

factors will result in a 22% increase in demand for physician services between 2005 and 

2020 (HRSA, Workforce Demand Survey).  Physicians are also instrumental in driving 

quality goals and patients are more likely to receive greater continuity of care as well as 

better quality of care from physicians with high career satisfaction (Warren, Weitz, & 

Kulis, 1998).  Therefore, the extent to which employment of physicians by hospitals or 

health systems impact career satisfaction should be studied so strategies can be formed 

that may optimize the relationship and may influence career satisfaction.   

 This dissertation consists of five chapters.  Chapter 2 reviews the literature 

associated with current research regarding career satisfaction of physicians.  The 

literature review chapter also addresses the advantages and challenges associated with 

employment of physicians by hospitals.  Chapter 2 concludes with a review of the theory 

of professions, the theory of social exchange, the proposed theoretical framework and 

proposed study hypotheses.  Chapter 3 of the proposal will discuss the methods used in 

the study.  Chapter 3 also includes a description of the research design, and how the 

variables will be operationalized and the quantitative techniques used to examine the 

proposed relationships.  Chapter 4 presents the results of the study.  Chapter 5 discusses 

these results, including their practical implications, the study limitations, and future 

research recommendations. 
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CHAPTER 2 
 

THE LITERATURE REVIEW 
 

The literature review chapter synthesizes the research associated with physician 

career satisfaction and employment by health systems to provide some context for the 

research questions under consideration in this study.  The first part of the chapter will 

explore the impact of physician satisfaction and the implications of satisfaction for 

physicians as well as the health care system.  The second section reviews the history of 

the hospital and physician relationship and discusses the driving factors that are 

impacting the hospital-physician relationship today.  The drivers of employment will be 

followed with the advantages and disadvantages of physician employment by hospitals 

and why employment might be associated with physicians’ career satisfaction.  The final 

section will explore the challenges associated with employment as well as an overview of 

the theoretical framework of the study. 

 

Impact of Physician Career Satisfaction 

Research suggests that in the current U.S. health delivery system many physicians 

experience high levels of dissatisfaction and that dissatisfaction may be on the rise.  A 

review of the literature concerning career satisfaction shows in 1973, family physicians 

reported approximately 15% of the time they had concerns about their career.  A study in 

the 1990’s showed 40% of internal medicine physicians would discourage potential 

physicians from entering the field of medicine while only 39% of the physicians would 

choose the field again (Gibson & Borges, 2009).  A study in 2002 by the Kaiser Family 
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Foundation found that 87% of the physicians that responded said that within the last five 

years their overall morale has dropped.  Also, 58% of the responding physicians said that 

even their own “enthusiasm” for practicing medicine had dropped (Williams & Skinner, 

2003). 

The implications of physicians being dissatisfied with their career range from 

decreased productivity to leaving the practice of medicine.  For instance, studies have 

linked job satisfaction to turnover, with physicians who are happy in a practice situation 

less likely to leave (Buchbinder et al., 2001).  Thus, understanding what makes 

physicians satisfied with their careers is important for understanding the dynamics of the 

physician workforce.  Such considerations are even more important given that, according 

to the American Medical Association, in 2005, 252,000 physicians were 55 or older, part 

of a dramatic trend in which physicians are leaving the field of medicine faster than new 

physicians are entering.  In 2025, it is projected 25,000 physicians will be leaving the 

field with just 22,000 entering the field. 

Career satisfaction is also important for quality of care and patient outcomes.  

According to Leigh and colleagues (2009), physicians who are satisfied with their careers 

are likely to provide better health care than dissatisfied physicians.  Physician satisfaction 

has been found to strongly correlate with patient satisfaction (Leigh, Tancredi, & Kravitz, 

2009).  Physician dissatisfaction can negatively impact patient care.  Dissatisfied 

physicians are two to three times more likely to leave the practice of medicine than 

satisfied physicians (Landon, Reschovsky, Pham, & Blumenthal, 2006).  “Physician 

career dissatisfaction has been found to be associated with physician stress, disruptive 

behavior, burnout and career exit, medical errors, reduced patient care quality, reduced 
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patient compliance with medical instructions and higher health care costs”  (Bogue et al., 

2006; Keeton, Fenner, Johnson, & Hayward, 2007)   

 

Factors Associated with Physician Satisfaction 

Physician satisfaction is influenced by many factors, including external political 

ones.  In the early 1990’s, the British Health Care system implemented reforms through 

the National Health Service (NHS).  The reforms introduced a different approach to 

contracting which began a move toward value based purchasing but simultaneously 

increased the amount of paperwork required when submitting for reimbursement (Le 

Grand, 1999).  Many physicians, especially general practitioners, felt they were being 

attacked as independent contractors and their professional autonomy was being 

challenged.  This reform made physicians suspicious of the motives and many physicians 

felt the workload was being increased at the expense of patient care (Sibbald, Enzer, 

Cooper, Rout, & Sutherland, 2000; Whalley, Bojke, Gravelle, & Sibbald, 2006).  The 

issues of mistrust related to motives and clinical autonomy had to be addressed before 

physician satisfaction began to bounce back to “pre-reform” levels in the United 

Kingdom.   

Other factors that make physicians more satisfied include: relationships with 

patients, relationships with colleagues, family issues, personal growth, ability to provide 

quality care, availability of office and hospital resources and prestige for role as a 

physician (Bogue et al., 2006).  A physician that has the time necessary to effectively 

communicate with patients has been shown to increase the physician’s satisfaction with 

their work.  According to the Canadian Institute for Health Information Exchange (CIHI) 
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study, family physicians aged 65 and over were the most likely to be satisfied with their 

current professional life while physicians between the ages of 35 and 64 were least likely 

to respond that they were satisfied (Canadian Insitute For Health Information, 2006).  

The study also found that as workload goes up, career satisfaction goes down.  The most 

common predictor of satisfaction with current professional life is the satisfaction a 

physician felt with the balance between professional and personal commitments.  This 

predictor held true for both primary care physicians as well as specialists.  To a lesser 

extent, the relationships physicians had with their patients predicted the extent to which 

the physician was satisfied with their career.  Adequate time spent during exams has also 

been shown to increase communication, increase patient satisfaction and make the patient 

more likely to attend scheduled appointments which increase the physicians’ satisfaction.   

In summary, research on physician career satisfaction has identified a number of 

key predictors of satisfaction.  The top predictors of satisfaction are a controllable 

lifestyle or good work life balance as well as a feeling of collegiality.  The top 

dissatisfiers are loss of autonomy, loss of income and loss of focus or control (Bogue et 

al., 2006; Leigh et al., 2009; Warren et al., 1998).  Health care is challenged to find an 

approach that speaks to physicians from different generations that clearly have different 

experiences as well as expectations. 

 

The Hospital Physician Relationship 

To weather the changes associated with health care reform and to sustain the 

delivery of medicine in a struggling economy, hospitals and physicians must find 

innovative ways to work together.  Physicians and hospitals have many reasons to find 
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ways to work together.  Both parties are competing for business in today’s market, 

working together could improve the quality of care delivered, control the cost of care and 

gain the providers leverage in negotiations with health plans (MedPac, 2008).  The 

relationship between hospitals and physicians has seen changes many times in the past.  

As the practice of medicine and specialization has evolved, hospitals and physicians have 

become more dependent on each other.  As Paul Starr pointed out in The Social 

Transformation of American Medicine, the growth of hospitals and the move toward 

more specialization has resulted in doctors becoming more dependent on one another for 

referrals and access to facilities.  Therefore, as opposed to advertising themselves as 

members of competing medical sects, they were forced to consider the views of their 

peers.  However, greater cohesiveness between primary care physicians and specialists as 

well as increased authority on behalf of the physicians did not mean there was a natural 

symbiotic relationship with the hospital.  Tensions have existed between the two parties 

for many years.  Physicians and hospitals have been able to survive for decades without 

addressing fundamental tensions that existed between the two parties (Goldsmith, 1993).  

External factors, such as declining reimbursement and increased regulation, have come 

together to force a change in the way physicians have to practice and is threatening the 

autonomy physicians have enjoyed (Robbins, 2011).  These external factors are causing a 

modification in the way labor within health care is divided as well as the way health care 

is delivered.  These changes will have advantages and disadvantages to the parties 

involved.  

Physicians and hospitals have worked together in various ways over the years.  

Physicians have always viewed the hospital as a place to practice their craft.  In exchange 
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for this opportunity the physician would serve on the hospital medical staff committees, 

take call or even help raise money (Starr, 1982).  The two parties have also been involved 

in joint ventures as well as participating together in a Physician Hospital Organization 

(PHO).  The physician becoming a hospital employee is a more recent phenomenon.   

 

Advantages/Reasons for Hospitals to Employ Physicians 

There is an increasing trend of employment of physicians by hospitals and health 

systems (Harris, 2009; Kennedy, 2009; Thomas, 2009; Strode, 2009).  Employment of 

physicians has continued to become more common and according to American Hospital 

Association (AHA) data, surpassed physician hospital organizations (PHO) as the most 

common model to achieve integration (MedPac, 2008).  A recent survey by the recruiting 

firm Merritt Hawkins found that more medical residents (32%) indicated they would 

prefer to be employed by a hospital than any other business arrangement (Hawkins, 

2011).  As many as 63% of physicians that changed jobs in 2009 moved to a hospital 

employment model (Sauer, 2011).   

Physicians have been the primary manpower component of the healthcare system 

for many years.  Traditionally, physicians have practiced in a very independent and 

autonomous environment.  As recently as 1990, more than half (54 percent) of all 

physicians practiced in the independent settings of  self-employed solo or group practices 

(Cohen, 1990).  This independence has, at times, created inefficiencies and operational 

challenges.  It has proven difficult for an independent physician practice to put together a 

benefit plan that will allow them to compete for skilled medical personnel on the same 

terms as a larger practice or health system.  Outreach efforts to patients in the ever 
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increasing digital age are also more difficult for small practices when compared to a 

larger operation with access to marketing and planning departments.  These challenges 

have left physicians lacking leverage in negotiating reimbursement rates or incentives, 

needing practice support and often unable to fund large capital projects such as the 

implementation of electronic medical records (EMR).  In addition to the investment 

independent practices are challenged arranging during the acquisition of an EMR it has 

also been a challenge to arrange for qualified staff to support and use the EMR (Spruell, 

Vicknair, & Dochterman, 2010).  Physicians are being driven to salaried arrangements 

because they are tired of dealing with a “fractious” staff,  everyday business pressures 

and the fight to negotiate reimbursement (Cook, 2007).  Landon and colleagues state that 

the primary reason a physician is seeking employment is the stagnant reimbursement 

rates coupled with the rising costs of a private practice and a desire for better work life 

balance (Landon, Reschovsky, O'Malley, Pham, & Hadley, 2011).  In some states, 

reimbursement advantages have been noted as the greatest trigger of the conversion from 

solo practice to other arrangements.  A hospital based physician will receive 20-30 

percent more on a Medicaid patient than an independent physician (Lenardson, 2008).  

Hospitals are also usually able to negotiate more favorable commercial rates on behalf of 

employed physicians as a package deal with the hospital (O'Malley et al., 2011).   

This is not the first time the industry has seen a trend toward physician practices 

being purchased by health systems.  During the practice acquisition period that was 

driven by managed care in the 1990’s, physicians were looking to address declining 

incomes, capital pressures, and quality of life issues (e.g. work more predictable hours for 

a more predictable income) (Halley, 2010).  Hospitals acquired many physician practices 
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that they subsequently divested (O'Malley et al., 2011).  The strategy of that time period 

was mainly to acquire primary care physicians.  Hospitals were looking to solidify a 

competitive advantage, effectively recruit and retain physicians, in order to regain lost 

market share and revenue.   

Many of these same issues are what are important to physicians and hospitals 

today, when the external factors driving this trend are rooted in federal health reform.  

Both hospitals and physicians face the challenge of finding solutions to ever changing 

issues surrounding software application, financial services, and clinical processes while 

being transparent with each other and the public.  Finding effective responses to these 

issues may happen quicker and be more sustainable if hospitals and physicians work 

together.  As federal health reform continues to focus on value and accountability, as 

opposed to volume, coordinating efforts of the physician and hospital increases the 

chances of effective coordination of patient care and reduces the chances of the 

duplication of services or tests.   

With looming physician shortages, (studies project deficits in excess of 91,000 

physicians by the year 2020), hospitals are still eager to ensure they have adequate 

medical manpower to accomplish the business plans and missions they have in place 

(Kirch, Henderson, & Dill, 2011).  Employment is one strategy to address these physician 

shortages (O'Malley et al., 2011).  Employment should also aid in addressing the 

distribution of physicians to underserved areas.  Hospitals must often employ physicians 

because that is the only way a physician will locate to a rural area.  Private practice 

physicians are either unwilling or unable to recruit physicians to these underserved areas 

of the country.  In 2009, 65% of physicians that changed jobs moved to a hospital 
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employment model (Sauer, 2011).  Hospitals employing physicians have become an 

accepted way to address their physician shortages in rural areas (Bouchard, 2011).   

Employing physicians may also prevent physicians from joining another large 

group, which may give the hospital a competitive advantage and discourage the 

development of competing ancillary services or new entrants into the market.  Market 

share is still a real concern that many hospitals feel can best be addressed through 

employing physicians, which in turn will ensure care is received at one of their facilities.    

Many hospitals negotiate with managed care plans on behalf of their employed 

physicians and in conjunction with the negotiations surrounding services provided in the 

hospital.  The combination of services often increases the leverage of the hospital and 

physicians in discussions with the insurance company resulting in greater reimbursement 

for the physicians (O'Malley et al., 2011).  Having a complement of employed physicians 

may also give the hospital an opportunity to have better clinical integration of care and 

better communication, between staff and physicians, thereby giving the hospital a better 

chance to impact quality (Vance, 2009). 

Another advantage from a hospital perspective concerning employment of 

physicians is it makes it easier to deal with regulations that govern joint ventures and 

independent physician agreements.  Restrictions in place that oversee the relationship 

between a hospital and a private physician are different when a physician is employed 

(Vance, 2009). 
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Advantages/Reasons for Physicians to Choose Employment 

Employment advantages from a physician perspective most often begin with a 

more consistent paycheck.  As reimbursement decreases and uncertainty with health 

reform persists, physicians often find comfort in a steady and predictable compensation 

program (O'Malley et al., 2011).  New physicians entering the health care field are more 

risk averse, with new graduates desiring more of a work life balance.  Employment feels 

like it is a more secure practice situation (Vance, 2009).  The practice of medicine itself 

has changed substantially, requiring physicians that choose to remain independent to 

invest more time, money and resources in making sure they are compliant with 

regulations.  The federal Affordable Care Act (ACA) contains multiple provisions to the 

way coding, billing and information is handled in a physician office.  Specifically, 

regulatory authority is expected to grow in the Independent Payment Advisory Board 

(IPAB) and the Patient Centered Outcomes Research Institute (PCORI) (Manchikanti, 

Caraway, Parr, Fellows, & Hirsch, 2011).  The regulations must be understood and 

effectively implemented.  This implementation often requires human capital that small 

practices typically do not have as well as capital to purchase hardware and software.  

Employment arrangements, if structured correctly, can provide expert managerial advice 

from the hospital to the physician practice as well as the resources to stay current and 

complaint with new regulations and operating and capital funding (Mitlyng & Laskowski, 

2008). 

The demographics of physicians have also changed greatly.  The percentage of all 

licensed physicians in the United States that are female rose to 22 percent in 1997, up 

from 7.7 percent in 1970 (Hoff, 2001).  The total number of women entering US medical 
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schools has increased every year since 1969-1970.  In 1982, 31.4% of graduates were 

female and the number increased to over 46.9% in 2010 ("Medical School Graduates and 

Attrition Rates," 2011).  Younger female as well as male physicians have shown to be 

interested in working part time and list more personal time as a key career desire 

(Mechaber et al., 2008).  The desire to have a better balance between work and family 

time with more flexible work hours is more feasible when employed by a hospital 

(Elliott, 2011a). 

 Many physicians may see employment by hospitals as offering more flexibility in 

work schedules and a better quality of life.  Behaviors normally associated with 

physicians are changing because of different roles and interests of physicians.  Newer 

generations of physicians are reportedly less eager and less willing to work the hours that 

older generations spent in their medical practice (Elliott, 2011a).  They also are reluctant 

to accept risks, take hospital call or add unassigned patients to their practices (Burns & 

Muller, 2008).  The increasing number of physicians that are older and who plan to work 

less hours over a year will result in the total number of physician services available  

growing less rapidly than the number of licensed physicians (Colwill, Cultice, & Kruse, 

2008).  Essentially, this change will require there to be more physicians to do the same 

amount of work than in the past.   

When a physician chooses to be employed by a hospital, they typically do not 

need any capital to start a practice.  The capital expense is now borne by the hospital.  

The accepted model for many years required a young physician to buy a retiring doctor 

out or buy in to a practice.  Start up costs, as well as practice overhead, continue to 
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escalate and this factor combined with increasing medical school expenses, makes 

younger physicians less interested in assuming more financial risk. 

 

Challenges with Employment 

Physicians employed by a hospital will bring challenges to the hospitals or health 

systems that the physician now works with.  The fact that these entities will now have 

physicians, nurses, managers and executives all employed by the same company will 

bring its own unique challenges.  Physicians that have been in private practice and 

functioned as owners may have a difficult time relinquishing some of the decision 

making authority they had a as owner.  It will be a challenge to the hospital to keep the 

physician engaged and have them function within parameters different than when they 

were an owner.    

However, as medical practices are absorbed into hospital structures, there will be 

an attempt to shift toward a corporate philosophy that historically has assembled 

intellectual and financial capital under one roof.  For the new physician just finishing 

medical school and a residency, joining an employed physician group may bring many 

challenges as this is often their first job.  Most of these challenges will be associated with 

how to code a claim, learn an electronic medical record or other logistical real world 

issues that are not taught in medical school.  However, for the physician that has been 

part of an independent group, the switch to employment will be quite different.  

Independent physicians have not only been practicing physicians and “healers”, they have 

also been business owners.   
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Federal reform efforts are forcing hospitals as well as physicians to find a 

business model that better serves the patient.  It has not been unusual for hospitals to lose 

as much as $150,000 to $250,000 annually per physician, over the first three years of 

employment, by pursuing an employment strategy (Kocher & Sahni, 2011).  Risks 

include employed physicians being added to the hospital’s cost base and impacting the 

system’s ability to invest in facilities, information technology and human resources (J. M. 

Harris, Simmons, & Kierstead, 2009; Kennedy, Clay, & Collier, 2009).  The structure of 

these employment arrangements is often cited as the culprit.  Practices were bought using 

“good will” in the valuation formula and physicians were often put on straight salary.  

Studies have shown that salary independent of other incentives undermines productivity, 

condones on-the job leisure, and fosters a bureaucratic mentality in which every 

procedure is someone else’s problem (Robinson, 2001).   

Hospitals must realize that no strategy operates in a vacuum and this fact is 

compounded with the debate regarding health care reform.  There appears to be at least a 

relative consensus in most health reform discussions that health care should reward the 

value of the care, not volume.  There also is a likelihood that fee for service payment may 

end with a move toward a bundled payment.  The bundled payment would be distributed 

to one party for an entire episode of care.  The payment would then be distributed to the 

many different providers that are part of the team.  Reimbursement modifications of this 

magnitude will change the way health care is delivered and change the alignment of 

resources.  It would be logical to believe that sharing a payment among providers that are 

not affiliated in any way would be cumbersome.  These changes would necessitate 

hospitals and physicians working together more collaboratively, if for no other reason 
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than to share a payment.  Physicians as well as other providers could now be more 

effective as a member of a team as opposed to an autonomous and independent provider.  

Alignment of efforts will be a necessity.  Hospitals and health systems have found the 

employment of physicians to be a structure or vehicle for alignment.   

Another challenge hospitals must address with physician employment is, how the 

rest of the medical staff feels about the hospital’s employment of physicians.  

Independent physicians often see employment as a competitive threat against those that 

have practiced in the community for many years.  This often results in the division of the 

medical staff and feelings of mistrust.  Independent physicians may feel the hospital is 

not being transparent and employed physicians are given an advantage.  

Hospitals must also have in place the right infrastructure to support a physician 

practice.  Many hospitals have tried to run acquired physician practices with support from 

the hospital billing departments that have not had the experience needed in effective 

physician practice management (Stover, Sauter, & James, 2004).  In order to be 

successful, a practice specific comprehensive physician support service must exist that 

includes, at a minimum, expert office scheduling, coding and revenue cycle management.  

In addition to infrastructure, it has also become a challenge for offices to stay in 

compliance with the changing legislation governing healthcare.  While just twenty years 

ago the rules were pretty straightforward, now physician practices need extra staff and 

experts to stay abreast with the latest changes (Sauer, 2011).   

 
Social Exchange Theory 

 Social exchange theory is a sociological theory that suggests social interactions 

are negotiated exchanges based on subjective assessments of the benefits of the exchange 
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relative to the costs of the exchange (Blau, 1964; Homans, 1958).  In other words, an 

individual’s willingness to enter into or sustain a relationship is based on his/her 

calculation of the overall worth of the relationship (i.e., benefits of relationship minus 

costs of relationship).  Social exchange allows one to look at relationships as a series of 

exchanges that include both economic and non-economic incentives.  Although many of 

the reasons hospitals and physicians look to work together and eventually move into an 

employment arrangement are financial in nature (Halley, 2010), this study proposes there 

is a non-economic side for entering into an employment relationship.  More specifically, 

members of groups tend to reciprocate beneficial treatment or experiences they receive in 

a positive work experience.  Likewise, if one feels they have negative experiences they 

will reciprocate with negative experiences (Emerson, 1976). 

 

Theory of Professions 

The theory of professions is another sociological perspective that is based on the 

premise that some individuals (i.e., professionals) prefer autonomy and the ability to self-

regulate.  A profession is defined as “an occupation whose core element is work based 

upon the mastery of a complex body of knowledge and skills.  It is a vocation in which 

knowledge of some department of science or learning or the practice of an art founded 

upon it is used in the service of others.  Its members are governed by codes of ethics and 

profess a commitment to competence, integrity and morality, altruism, and the promotion 

of the public good within their domain.  These commitments form the basis of a social 

contract between a profession and society, which in return grants the profession a 

monopoly over the use of its knowledge base, the right to considerable autonomy in 
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practice and the privilege of self-regulation.  Professions and their members are 

accountable to those served, to the profession, and to society” (Cruess, Johnston, & 

Cruess, 2004, p. 75).  According to this theory, professionals may find it undesirable to 

work in large organizations because of hierarchical supervision rather than peer-based 

supervision and oversight (Scott, 1965).   

Observers have noted that from at least the turn of the century until the mid 

1970’s, physicians practicing medicine seemed the consummate example of a profession.  

As a rule they have worked long hours and sacrificed personally for their practice.  The 

practice of medicine has essentially been a calling (McMurray et al., 2005; Warren et al., 

1998).  Physicians as an occupational group characterize themselves by specialized 

technical knowledge, public faith in its moral and scientific authority, the autonomy to 

make decisions and regulate its work conditions and members.  Some have argued that 

professionalism in medicine has changed greatly over the years and physicians have 

exploited the monopoly they had created to reduce the supply of services and created 

more demand (Kinghorn, McEvoy, Michel, & Balboni, 2007).  This demand was then 

met but at a financial gain to the physician.   

Thus, according to the theory of professions, if professionals are more satisfied 

when they can practice with autonomy and self-regulate, then physicians moving to an 

employment arrangement may have a decreased level of career satisfaction. 

H1: Physician employment is associated with lower levels of career satisfaction. 

At the same time, from a social exchange theory there may be reasons to believe 

that employment is associated with higher levels of satisfaction.  Social exchange theory 

may give insight into this and why physicians may react more positively to an 
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employment situation.  Social exchange is the premise that actions are based on the 

rewarding reactions from others.  It is also described as the economic analysis of 

noneconomic social situations (Emerson, 1976).  From a social exchange perspective, the 

rewards of employment, such as better work-life balance and more predictable hours and 

income, may outweigh the costs of employment (e.g., loss of autonomy, less self-

regulation).  Likewise, employment may allow physicians to focus on the practice of 

medicine while not being distracted by dealing with compliance issues and the 

requirements to constantly come up with additional capital.  Physicians seem to struggle 

to maintain the core identifiers of their profession, such as self-regulation and autonomy.  

Physicians have their professionalism challenged on a daily basis with the loss of their 

autonomy, ability to self-regulate, market competition, ever changing financial incentives 

and the erosion of their patient’s trust.  Whereas the profession of medicine once shared a 

homogeneous makeup, a very similar work structure, and career paths that were virtually 

identical, they now have a much more varied makeup and day to day experience.  

Employment, if structured correctly, could address some of these factors through 

organizational leadership and governance opportunities, better work-life balance, and 

more predictable income and job security.  Thus, from a social exchange perspective, I 

propose the competing hypothesis that: 

H2: Physicians employment will be associated with higher levels of career 

satisfaction. 
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 Moderating Characteristics of the Employment-Career Satisfaction Relationship 

 It also seems plausible that the relationship between employment and satisfaction 

differs for different types of physicians (e.g., males versus females) and in different 

compensation situations (e.g., salary versus productivity).   

 

Gender 

The participation of women in the practice of medicine continues to increase.  The 

percentage of all physicians that are women rose to 27.8% in 2006, up from just 7.6% in 

1970 (Tracy, Wiler, Holschen, Patel, & Ligda, 2010).  The number of actively practicing 

female physicians increased 240 percent between 1970 and 1985.  During this same time 

period, males practicing medicine increased just 13% (Martin, Arnold, & Parker, 1988).  

One might expect female physicians to emphasize family roles to a greater extent than 

male physicians(Elliott, 2011b) .   Studies have shown that the newer generation of 

physicians have different views from their predecessors and place a greater value work 

life balance.  A 2011 Cejka survey showed 22% of males and 44% of females worked 

less than fulltime.  These numbers reflected a 15% increase from a study done by the 

same group in 2005. An AMANEWS.com article also said that men near the end of their 

careers and women at the beginning or middle of their careers are the demographic to 

most likely request part time or flexible work schedules. (AMAnews.com March 26, 

2012, (Buddeberg-Fischer, Stamm, Buddeberg, & Klaghofer, 2008).   

Do gender differences impact a physician’s view of career satisfaction?  While 

there are verified differences, there are also similarities. Female physicians are driven 

professionals as well as men.  While they are generally satisfied, as many as 30% of 
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female physicians reported they would choose not to be a physician again and as many as 

38% would choose to change their specialty (Frank, McMurray, Linzer, & Elon, 1999).  

One explanation for why men differ from women with respect to how 

employment by a hospital or health system might be associated with career satisfaction is 

socialization.    Socialization is a lifelong process that exposes each gender to what are 

the appropriate norms, customs and ideologies regarding professions and how one will fit 

within that profession.  Socialization teaches individuals how to interact with others 

including communicating with other members of the health care team and patients 

(Harter & Krone, 2001; Mason, 1995).   Harris describes socialization as indirect learning 

where contact and exposure to instructors and peers result in the formation of attitudes, 

values and beliefs (C. M. Harris, 1974).   

As recently as the late 1960’s and early 1970’s, most medical students were male.  

Thus, the socialization of a physician into medical school as well as the practice of 

medicine focused exclusively on that of male physicians (Riska, 2001).  Studies have 

shown the importance of socialization and that physician professional identities are 

shaped by interaction norms learned during medical school. 

The socialization perspective predicts there will be a difference between the 

genders regarding career satisfaction.  Studies have shown that  females respond to 

socializing forces striking similar as males in some respects and very differently in other 

areas (Martin et al., 1988).  Women are thought to have been socialized into more caring 

roles and are also thought to be more caring in their practice styles, while men are more 

dominant and will be more satisfied with jobs that are challenging and their views often 

result in seeking advancement while focusing on career more than family life (Martin et. 
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al., 1988).  Thus, one might hypothesize that the desire to balance work and family 

demands while minimizing potential conflicts between work and home is strong enough 

for women to trade what typically are seen as career pursuits for a better quality of life.    

Because employment may result in a physician having a better work-life balance, and this 

being a characteristic that is more attractive to female physicians, I hypothesize that: 

H3: As compared to male physicians, female physicians who are employed by a 

health system will be associated with higher levels of career satisfaction. 

 

Compensation 

Physicians historically have been compensated based on the volume of work they 

performed.  Despite the fact that many physicians are working harder they have seen their 

compensation decline (Kennedy et al., 2009).  One may expect that a compensation plan 

that had elements of production and performance as a component would be a motivating 

factor to the physician.  Studies have shown that physicians do respond to financial 

incentives as a part of their compensation package (Landon et al., 2011).  As the U.S. 

health system moves into an era that focuses on ACO’s and payment per episode of care 

the methods used to compensate physicians are one of just a few policy tools that may 

influence physician decision making and utilization of resources  (Landon et al., 2011).  

Having a system that holds providers accountable, through an ACO, or a bundled 

payment with financial incentives that are aligned with desired outcomes is anticipated to 

change the way care is delivered.  Studies have demonstrated that more physician 

compensation arrangements include elements of performance in addition to volume like 

patient satisfaction and quality (Elliott, 2010).  This rationale is consistent with Institute 
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of Medicine report that suggests, among other things, provider payment incentives need 

to be aligned with incentives.  A couple specifically mentioned were: “provide a fair 

payment for good clinical management of the types of patients seen”, “align financial 

incentives with the implementation of care processes based on best practices and the 

achievement of better patient outcomes”(Conrad & Christianson, 2004).  Given this 

movement toward ACO’s and other pay for performance models one would expect that 

physicians would be motivated by being rewarded for accomplishing outcomes that often 

require them to spend a bit more time with patients.  The more providers work together 

on quality outcomes and the more efficient they become the more they can benefit.  An 

incentive approach is much more challenging than straight salary. 

H4: As compared to fixed salaried physicians, physicians who are compensated 

based on production and performance will be associated with higher levels of career 

satisfaction. 

 In summary, the study has proposed competing hypothesis about the relationship 

between employment and physician career satisfaction.  I believe it is conceivable that 

the association between employment and career satisfaction may be moderated by the 

gender of the physician as well as the compensation arrangement the physician works 

under.  Enough noneconomic factors are in play, through both gender and compensation 

arrangement, that physician may be willing to exchange some of the need for control and 

dominance for security and quality of life.  Incentive components around quality and 

outcomes should appeal to a physicians need to serve and be altruistic as well as their 

need to be productive and accomplish.  Chapter 3 outlines the methods used to examine 

these relationships. 
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CHAPTER 3 

METHODS 

The purpose of this research is to examine the relationship between physician 

employment and physician career satisfaction.  Furthermore, this study will explore 

whether the relationship differs by age, specialty, practice type, practice size and length 

of time in practice.  The purpose of this chapter is to discuss the study design, the data 

sources used to study these relationships, and the analytic methods used to test the study 

hypothesis. 

 

Data Source and Sample 

The study will use the Center for Studying Health System Change, 2008 Health 

Tracking Physician Survey (HTPS) as a data source (Center for Studying Health System 

Change, 2010).  Data collection for the 2008 survey was completed on October 31, 2008.  

The survey was conducted in the form of a mail questionnaire.  The sample frame was 

taken from a list of physicians from the American Medical Association (AMA). The 

sample consisted of active, non-federal, office and hospital based physicians.  The sample 

excludes residents, fellows and graduates of foreign medical schools who are licensed to 

practice in the United States only temporarily.  The sample consisted of US physicians 

that provided direct patient care for at least 20 hours per week.  A total of 4,720 

physicians responded to the survey with a weighted response rate of 61.9 percent.  

Respondents represented all 50 states and the District of Columbia.   
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Research design 

 The study is a cross-sectional, quantitative study of the relationship between 

physician employment and career satisfaction. 

 

Figure 1: Research Design Illustrated  

 

Dependent Variable 

The dependent variable of the study is physician career satisfaction, and is based 

on one survey item measured as a 5-point Likert scale.  The survey asked physicians:  

“Thinking very generally about your satisfaction with your overall career in medicine, 

would you say you are currently very satisfied, somewhat satisfied, neither satisfied nor 

dissatisfied, somewhat dissatisfied, very dissatisfied”.  The study reduced the 5-point 

Likert scale into a 3-point ordinal scale variable.  The very satisfied and somewhat 
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satisfied was grouped into a single category.  Neither satisfied nor dissatisfied was 

grouped into a single category.  Somewhat dissatisfied and very dissatisfied was grouped 

into the third category and will serve as the referent group. 

 

Independent Variable(s) of Primary Interest 

The independent variable of primary interest is the employment status of the 

physician.  The variable related to employment status was constructed from the question: 

“This question is about your main practice, that is, the business or organization that 

compensates you.  In your main practice, are you a full owner, a part owner (e.g., with 

one or more other physicians), an employee with no ownership, or an independent 

contractor?  I created a dummy variable for employment where 1 = employee with no 

ownership and 0 =full owner, a part owner (e.g., with one or more other physicians).  

There were 222 respondents that answered they were independent contractors.  One could 

argue that independent contractors have an ownership stake (they are independent after 

all), or you could claim just as validly that they are employees, as they are under contract, 

and are likely being reimbursed on a fixed payment.  This study chose to exclude them, 

as they are somewhat of a niche, much like the academic physicians, which were treated 

the same way and excluded. 

 
Moderating Variables 

Gender and compensation are two variables that will be examined to explore 

whether they moderate the relationship between employment and career satisfaction. 

Gender - constructed as a dummy variable where 1 = male (referent) and 0 = female. 
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Compensation – “Which of the following best describes your basic compensation?”  

Fixed Salary, salary adjusted for performance, shift, hourly, other time-based pay, share 

of billings/workload, solo practitioner, not ascertained.  The study created a dummy 

variable where 1 = fixed salary (referent) and 0 = salary adjusted for performance. 

 

Control Variables 

Age – Age was controlled for with a series of dummy variables: Less than 40 years of 

age, 40-59 years of age, and 60 years or older (referent). 

Specialty –“What is your primary specialty?” 

The study created a dummy variable where 0=Family Practice, General Practice, Internal 

Medicine, Pediatrics (referent) and 1 = all other specialties.  Specialist will serve as the 

referent group. 

Practice Type - “Best describe where you work”: solo practice, a group practice with 

three or more physicians, HMO, medical school, hospital based, other.  A dummy 

variable was created from responses where: 0 =Solo practice; 1= group practice, HMO, 

hospital based, other, (referent).   

Practice Size - “Including yourself, how many physicians are in your main practice?  

Respondents wrote in the number of physicians in their main practices.  These responses 

were taken and recoded into those that had 5 or fewer or six or more physicians.  A 

dummy variable was created from responses where: 0=5 or fewer, 1=6 or more.  Groups 

with 6 or more physicians served as the referent group.   

Years in practice – “In what year did you begin medical practice after completing your 

undergraduate and graduate medical training?”  The study created a dummy variable for 
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each of the following categories:  Less than 3 years, 4-12 years, 13-27 years and 28 or 

more years.  Responses 1975 or earlier and  1976-1980 were put in a single group and 

label 3= 28 +, 1981-1985 and, 1986-1990 and 1991-1995,  were labeled 2 =13-27, 1996-

2000 and 2001-2004, were labeled 1= 4-12 years and  2005 or later were labeled 0= 0-3 

years.  28+ years in practice served as the referent group. 

 

Table 1: Operational Variables 

Name Operationalization Variable Type 
Dependent Variable 
     Career Satisfaction 
 
 

0-Dissatisfied 
1-Neutral 
2-Satisfied 

Categorical 

Predictor Variable   
     Employment 1-Full or Part Owner 

0-Employee 
Categorical 

Moderating Variables   
     Gender 
 

Male 
Female 

Categorical 
 

     Compensation Performance Adjusted 
Fixed Salary 

Categorical 

Control Variables   
     Specialty Primary Care 

Specialist 
Categorical 

     Practice Type Solo 
Group 
HMO 
Hospital Based 

Categorical 
 

     Practice Size 5 or Fewer 
6 or more 

Categorical 
 

     Age Less than 40 years of age 
40-59 years of Age 
60 or older 

Categorical 

     Years in Practice Less than 3 years 
4-12 years 
13-27 years 
28 or more years 

Categorical 
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Proposed Statistical Analysis 
 

Univariate descriptive statistics were used to examine the distributions of the 

variables and look for potential data anomalies such as outliers and missing values.   

Bivariate methods were used to assess the relationship between two variables 

(without attempting to account/control for other variables).  Chi-square tests will be used 

to assess the statistical significance of the bivariate relationship between the dependent 

variable and the independent variables. 

The multivariate analysis used to examine the research questions was ordinal 

logistic regression.  Ordinal logistic regression allows a researcher to generate predictions 

and examine the significance of independent variable (employment) in situations where 

the dependent variable (career satisfaction) is ordinal in nature.  An overview of the 

empirical model used to test these relationships is provided in the following formula: 

P (0,1,2) = β0 + β1(Employed)+ β2(Gender)+ β3(Specialty)+ β4 (Practice Type)+ 

β5 (Compensation Type) + β6 (Practice Size)+β7 (Age)+ β8(Years in Practice). 

To examine the moderating effects of gender and compensation, the study reran 

the model for different subgroups; for example, only female respondents and then rerun 

the model again with only male respondents.  The study then compared the direction and 

significance of the employment status coefficient across these two models to assess 

whether the employment-career satisfaction relationship differed for these subgroups.  

The process was performed for both moderating variables (gender and compensation). 
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The primary goal of chapter three was to outline the methodology used to 

examine career satisfaction of employed physicians relative to those who are not 

employed, controlling for other physician and physician practice characteristics.  Chapter 

four will present the results of the analysis and chapter five will interpret these findings 

and their implications and discuss the study’s implications. 
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CHAPTER 4 

RESULTS 

This chapter presents the results of the study.  The chapter first discusses 

descriptive statistics that illustrate characteristics of the survey respondents.  Bivariate 

results are next presented, followed by multivariate results and subgroup analyses by 

gender and compensation mechanisms.   

 

Univariate Results 

Of the survey respondents, 81.8% reported being satisfied with their careers. In 

comparison, 3.7% reported being neither satisfied nor dissatisfied and 14.4% reported 

being dissatisfied with their career (Table 2).  Overall, a majority (56.8%) of the 

respondents were full or part owners of their practice, while 40.2% of physicians 

considered themselves employees.   

Respondents to the survey included 73.5% males and 26.5% female physicians.  

Primary care providers (PCP) made up 60% of the respondents, while the remaining 40% 

indicated they were specialists.  In terms of practice type, solo practitioners comprised 

37.4% of the respondents, 44.4 % were in a group practice, 3.8 % practiced in an HMO 

and 14.4% were hospital based.  A total of 46.8% of physicians practiced in a group that 

contained 6 or more physicians, while slightly more than 53% percent of physicians were 

in practices that had 5 or fewer physicians.  A majority of physicians (56.5%) had an 

incentive component to their compensation, while 43.5% were on a fixed salary.  A 
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majority of physicians were between the ages of 40 and 59 (61.8%) while 24.9% were 

younger than 40 years of age and 13.3% were 60 years of age or older.  Five percent (5%) 

of physicians had been in practice three years or less, while 30.8% had been in practice 

between 4 and 12 years, 44% between 13 and 27 years, and 20.1% had practiced 

medicine for more than 28 years. 

 

Table 2: Descriptive Statistics 

Variables N (%) 
Dependent Variable 
     Career Satisfaction 
          Satisfied 3,825/ (81.8%) 
          Neutral 174/ (3.7%) 
          Dissatisfied 678/ (14.4%) 
     Predictor Variable of Primary Interest  
     Employment 
          Full/Part Owner 2,688/ (56.8%) 
          Employee 1,810/ (40.2%) 
Control Variables 
     Gender 
          Male 3,470/ (73.5%) 
          Female 1,250/ (26.5%) 
     Specialty 
          Primary Care 2,830/ (60.0%) 
          Specialist 1,890/ (40.0%) 
     Practice Type 
          Solo 1,566/ (37.4%) 
          Group 1,859 / (44.4%) 
          HMO 161/ (3.8%) 
          Hospital Based 603/ (14.4%) 
     Compensation Type 
          Performance Adjustment 2,666/ (56.5%) 
          Fixed Salary 2,054/ (43.5%) 
     Practice Size 
          5 or Fewer 2,393/ (53.2%) 
          6 or More 2,105/ (46.8%) 
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     Age 
          Less than 40 years of Age 1,177/ (24.9%) 
          40-59 Years of Age 2,916/ 61.8%) 
          60 or Older 627 / (13.3%) 
     Years in Practice 
          Less than 3 years 238/ (5.0%) 
          4-12 years 1,454/ (30.8%) 
          13-27 years 2,078/ (44.0%) 
          28 or more years 950 / (20.1%) 
Note: number of respondents for each variable may not match due to item specific 

missing data. 

 

Bivariate Results 

A crosstabs analysis with chi-square tests was used to preliminarily examine the 

relation between career satisfaction of physicians and the variables of interest (Table 3).   

Over 80% (80.6%) of physicians that were full or part owners of their practice 

reported that they were satisfied while 84% of employed physicians reported being 

satisfied (χ2 = 14.29, p< 0.001).  Nearly 84% (83.9%) of physicians that were in a group 

practice reported being satisfied, while only 77.5% of physicians that were in a solo 

practice type reported being satisfied (χ 2=24.198, p< 0.001).  Practice size was 

significantly associated with career satisfaction, with providers in small groups (5 or 

fewer) being significantly more dissatisfied than those in groups of six or more (χ 2 (2) = 

17.91, p <0.001).   

Age was also associated with career satisfaction of the physician.  Older 

physicians tended to be more satisfied, with 85.3% of physicians 60 years or older 

reporting being satisfied, followed by physicians less than 40 years of age at 82.9% (χ2 = 

13.792, p< 0.001).  Physicians between the ages of 40 and 59 had the lowest level of 

satisfaction at 80.6% and the highest level of dissatisfaction at 15.9%.     
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A higher percentage of physicians who had just begun practicing medicine 

reported being satisfied (87.8%) followed by those that had been in practice for more 

than 28 years 85.5%, physicians in practice 4-12 years (80.7%) and physicians in 

practice13-27 years (80.2%) (χ 2 = 26.154, p< 0.001).   

In sum, there was a significant bivariate association between career satisfaction 

and five factors: practice size, ownership status, practice type, age, and years in practice.  

There was no association between career satisfaction and specialty type, compensation 

type or gender. 

 

Table 3: Physician Satisfaction by Demographics 

 Satisfied Neither Satisfied 

or Dissatisfied 

Dissatisfied χ2(p-value) 

Ownership    14.299(.001) 

     Full or Part Owner 2,143/ (80.6%) 91/ (3.4%) 425/ (16.0%)  

     Employee 1,511/ (84.0%) 72/ (4.0%) 216/ (12.0%)  

Gender    .089(.957) 

     Male 2,815/ (81.8%) 129/ (3.8%) 496/ (14.4%)  

     Female 1,010/ (81.6%) 45 (3.6%) 182/ (14.7%)  

Specialty    1.371(.504) 

     Primary Care 2,308/ (82.2%) 98/ (3.5%) 401/ (14.3%)  

     Specialist 1,517/ (81.1%) 76/ (4.1%) 277/ (14.8%)  

Practice Type    24.198(.000) 

     Solo 1,197/ (77.5%) 71/ (4.6%) 276/ (17.9%)  

     Group 1,552/ (83.9%) 54/ (2.9%) 244/ (13.2%)  

     HMO 132/ (83%) 6/ (3.8%) 21/ (13.2%)  

     Hospital Based 493/ (82%) 22/ (3.7%) 83/ (13.9%)  
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Compensation Type    1.610(.447) 

     Salary Adjusted For 

Performance 

2,138/ (81.2%) 103/ (3.9%) 393/ (14.9%)  

     Fixed Salary 1,687/ (82.5%) 71/ (3.5%) 285/ (14.0%)  

Practice Size    17.911(.000) 

     5 or Fewer 1,887/ (79.9%) 86/ (3.6%) 389/ (16.5%)  

     6 or more 1,767/ (84.3%) 77/ (3.7%) 252/ (12.0%)  

Age    13.792(.008) 

     Less than 40 years of  age 972 / (82.9%) 51/ (4.4%) 149/ (12.7%)  

     40-59 years of age 2,330/ (80.6%) 103/ (3.6%) 459/ (15.9%)  

     60 years or older 523/ (85.3%) 20/ (3.3%) 70/ (11.4%)  

Years of Practice     26.154(.000) 

     Less than 3 years 208/ (87.8%) 8/ (3.4%) 21/ (3.1%)  

     4-12 years 1,167/ (80.7%) 69/ (4.8%) 210/ (14.5%)  

     13-27 years 1,653/ (80.2%) 70/ (3.4%) 339/ (16.4%)  

     28 or more 797 / (85.5%) 27 (/2.9%) 108/ (11.6%)  

Note: Frequencies may not match univariate descriptive due to nonresponse on the career 

satisfaction item. 

 

 

Multivariate 

 The multivariate analysis consisted of two parts and the results in this section 

follow these two parts.  First, presented are the results of an ordinal logistic regression 

analysis for the entire sample that examined the relationship between employment and 

career satisfaction, controlling for other physician and practice characteristics.  Next, the 
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results of the subgroup analysis that examined these relationships for different gender and 

compensation mechanisms are presented. 

 

Main Effect Results for Employment-Career Satisfaction Relationship 

There was no significant difference in career satisfaction between physicians who 

were owners and physicians who were employees (OR=0.965, p=0.75), thus the analysis 

failed to find support for hypotheses 1 and 2 (Table 4). 

With respect to the control variables, only one characteristic was significantly 

associated with career satisfaction, length of time a physician had been in practice.  

Relative to physicians who reported being in practice 28 years or more, the odds of a 

physician reporting a higher level of satisfaction was 0.679 (p<0.05) times for physicians 

in practice 4-12 years and 0.733 (p<0.05) for physicians in practice 13-27 years.  

 

Table 4: Ordinal logistic regression results (n=4,720) 

 B(Std error) Sig OR/95%CI 

Intercept 1- satisfied -2.291(.196) .000 0.101(-2.675, -1.907) 

Intercept 2- neutral -2.025(.195) .000 0.132(-2.407, -1.643) 
 
 
 

Gender 

 

 

 

 

   

Male (referent)    

Female -.043(.098) .657 0.958(-.235,.148) 

Ownership    

     Employee (referent)    

     Full or Part Owner -.036(.112) .749 0.965(-.255, .183) 

Specialty    

     Specialist (referent)    

     Primary Care  .029(.085) .734 1.0294(-.138, .196) 
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Practice Type    

     Hospital Based (referent)    

     Group .106(.148) .471 1.112(-.183, .396)  

     HMO .039(.250) .877 1.039(-.451, .528)  

     Solo  -.211(.194) .278 0.809(-.592, .170)  

Compensation Type    

     Fixed Salary (referent)    

     Incentive  -.027(.085) .751 0.973(-.195, .140)  

Practice Size    

     6 or more (referent)    

     5 or fewer  -.036(.115) .753 0.965(-.260, .188)  

Age    

     <40 yrs -.063(.227) .782 0.939(-.507, .382) 

     40-59 yrs -.226(.175) .196 0.797(-.569, .116) 

     60+ (referent)    

Years  in practice    

     Less than 3 .087(.300) .772 1.091(-.501, .675)  

     4-12 years -.386(.179) .031 0.679(-.737, -.035) 

     13-27 years -.310(.148) .037 0.733(-.601, -.019)  

     28 or more (referent)    
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Subgroup analysis-Employment-Career Satisfaction Relationship for Males vs. Females 

The odds of female physicians who are part a group of 5 or fewer physicians 

reporting higher career satisfaction is 0.663 times as likely than those physicians that are 

part of a practice that has more than six members.   No significant association was found 

between ownership and career satisfaction for either male or female physicians.  

Therefore, hypothesis 3 was not supported. 

 

Table 5: Ordinal Logistic Regression Results, Males (N=3,470) vs. Females (N=1,250) 

  OR/95%CI (Male) OR/95%CI (Female) 

Intercept 1- satisfied  0.094(.080, .192)  0.203(.087, .475) 

Intercept 2- neutral  0.108(-2.700, -1.752) 0.262(.112, .610)  

Ownership    

     Employee (referent)    

     Full or Part Owner  0.876(.669, 1.148)  1.149(.778, 1.697) 

Specialty    

     Specialist (referent)    

     Primary Care   1.076(.883, 1.310)  0.905(.658, 1.245)  

Practice Type    

     Hospital Based (referent) 

     Group  1.217(.853, 1.736) 0.954(.573, 1.587) 

     HMO  1.136(.611, 2.112) 0.860(.382, 1.939)  

     Solo   0.803(.507, 1.270)  0.844(.419, 1.700)  

Compensation Type    

     Fixed Salary (referent)    

     Incentive   0.901(.742, 1.095) 1.222(.875, 1.706) 

Practice Size    

     6 or more (referent)     
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     5 or fewer   1.134(.864, 1.487) 0.663(.440, .997)***  

Age    

     <40 yrs  0.836(.499, 1.400)  1.992(.771, 5.145)  

     40-59 yrs  0.694(.477, 1.009)  1.777(.774, 4.080)  

     60+ (referent)    

Years  in practice    

     Less than 3  1.461(.665, 3.209)  0.826(.282, 2.421) 

     4-12 years  0.663(.447, .983) 0.718(.311, 1.661)  

     13-27 years  0.759(.555, 1.038) 0.685(.317, 1.480)  

     28 or more (referent)    

 

 

Subgroup analysis-Employment-Career Satisfaction Relationship for Fixed Salary vs. 

Incentive Based 

The study found no significant relationship between employment and career 

satisfaction when comparing those physicians that were on a fixed salary and those that 

had an incentive based compensation arrangement (Table 6).  Therefore hypothesis 4 was 

not supported. 

 

Table 6: Ordinal Logistic Regression Results, Fixed Salary (N=2,054) vs. Incentive 

(N=2,666) 

 OR/95%CI (Fixed) OR/95%CI (Incentive) 

Intercept 1- satisfied 0.013(.071, .237)  0.836(.051, .136) 

Intercept 2- neutral 0.169(.093, .307) 0.109(.067, .178)  

Ownership   

     Employee (referent)   



41 
 

     Full or Part Owner 1.027(.760, 1.400)  0.863(.630, 1.182) 

Specialty   

     Specialist (referent)   

     Primary Care  1.076(.836, 1.385)  1.006(.803, 1.261)  

Practice Type   

     Hospital Based (referent)   

     Group 1.028(.626, 1.688) 1.173(.809, 1.701) 

     HMO 0.956(.442, 2.070) 1.148(.597, 2.207)  

     Solo  0.619(.350, 1.100)  0.847(.540, 1.326)  

Gender   

     Male (referent)   

     Female  0.762(.569, 1.022) 1.117(.866, 1.442) 

Practice Size   

     6 or more (referent)    

     5 or fewer  0.932(.682, 1.274) 0.992(.720, 1.366)  

Age   

     <40 yrs 1.157(.593, 2.256)  0.791(.433, 1.445)  

     40-59 yrs 1.043(.631, 1.725)  0.640(.399, 1.027)  

     60+ (referent)   

Years  in practice   

     Less than 3 1.581(.624, 4.013)  0.8636(.400, 1.862) 

     4-12 years 0.849(.492, 1.464) 0.600(.377, .955)***  

     13-27 years 0.831(.536, 1.287) 0.683(.461, 1.011)  

     28 or more (referent)   

 

 

This chapter has presented empirical results based on an analysis of the 

relationship between physician employment and career satisfaction, controlling for other 

physician and practice characteristics.  Bivariate analysis found significant associations 
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between career satisfaction and ownership, practice type, practice size, age, and the years 

a physician had been in practice.  However, when controlling for the effects of different 

physician and practice characteristics, only the length of time in practice was 

significantly associated with career satisfaction.  A discussion of these results, 

implications for practice and policy, as well as conclusions of this study are presented in 

the following chapter. 
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CHAPTER 5 

DISCUSSION 

A discussion of the study results is presented in this chapter.  The discussion will 

have three main parts.  First, findings related to each of the hypotheses will be discussed 

and explanations of each will be reviewed.  Following a discussion of the findings, there 

will be a discussion of the implications for hospital administrators, practitioners and 

policy makers as well as limitations of the study.  Finally, recommendations for future 

research will be addressed. 

 

Discussion of Results 

The purpose of this study was to examine the relationship between the 

employment status of a physician and career satisfaction.  Higher career satisfaction has 

been shown to result in better patient outcomes, higher patient satisfaction and less 

turnover among physicians (Leigh et al., 2009; Scheurer D Fau - McKean, McKean S 

Fau - Miller, Miller J Fau - Wetterneck, & Wetterneck, 2009).  In the context of the 

changes surrounding the physician workforce, i.e. more physicians employed by health 

systems and more physicians choosing to practice part time, a better understanding of the 

factors that contribute to the satisfaction or dissatisfaction a physician experiences in their 

career is important.   
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The results of this study indicated that no association exists between career 

satisfaction and employment.  There are several possible reasons why the analysis may 

not have found a significant relationship.  

First, the univariate analysis indicated that physicians are generally quite satisfied 

with their careers, with over 80% of respondents reporting they were either satisfied or 

very satisfied with their careers.  Both groups, owners and employees, reported being 

satisfied with their career at the time of the survey.  These results are in contrast to 

studies that showed a decline in career satisfaction among physicians (Hinami et al., 

2012; Landon et al., 2006).  An explanation for the deviation in the various studies 

findings could be that physicians who have left the practice of medicine before retirement 

to pursue other career options were not a part of the pool from which the responses were 

gathered.  While difficult to gauge the impact of these exclusions, the possibility this 

group may have been overlooked could explain the divergence in the findings.   

The bivariate analysis indicated that the following variables had a significant 

association with career satisfaction: ownership, practice size, age, length of time in 

practice, and practice type.  According to the bivariate analysis, you were more satisfied 

if you were an owner of a medical practice as opposed to an employee.  The implications 

of this finding could be interpreted as those physicians who have been able to remain 

employed believe that the benefits of this arrangement outweigh the negatives, or what 

has been perceived as motivators for employment, i.e. quality of life, stabilization of 

income, may not be that important.  As employment models continue to develop, the 

more one could identify elements that drive satisfaction, and maintain characteristics of 
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ownership, the more likely physicians would be satisfied with an employment 

arrangement.  

 

Employment an Acceptable Form of Practice for Physicians 

While this study originally proposed there would be an association between career 

satisfaction and employment, the study did not bear this out and might suggest that the 

employment relationship between hospitals and physicians is more flexible than first 

thought.  The theories of professionalism and social exchange suggest that, while a 

physician who is clearly considered a professional may be averse to organizational 

hierarchy and bureaucracy, s/he may be willing to exchange some of this desire for 

autonomy and control for quality of life.  It could also mean that relationships between 

physicians and employers have evolved in a more positive manner over time.  Physicians 

appear to be willing to consider a different approach as well.  As physicians consider 

employment by hospitals, they appear more willing to sacrifice autonomy for economic 

stability (Butcher, 2008). 

 The bivariate analysis indicated that physicians who were over 60 years of age or 

under the age of 40 were more likely to be satisfied than physicians who were between 

the ages of 40-59.  These mid-careerists may have a reason to be less satisfied due to the 

uncertainty surrounding health care and the practice of medicine.  Greater numbers of 

hours worked per week, family issues and less amount of time available for personal 

growth were factors that were cited as contributing to increased stress (Bogue et al., 

2006).  Another factor that may account for this dissatisfaction is that physicians who 

have made big investments in a medical practice are may be concerned that the rules of 
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the game are changing.  Physicians are now working harder for less pay than in the past 

(Sauer, 2011).  PCP’s have seen their income drop as much as 10% from 1995-2003 

(Warden, 2009).  In the past, compensation has been driven in large part by the volume of 

patients seen and the services a physician provided.  For a provider in private practice, 

supply costs are increasing as well as other expenses such as salary and benefits increase 

as do supply costs.  Expenses in a physician’s practice are increasing at an average annual 

rate of 6% (Sauer, 2011).  Due to this increase in fixed expenses, with no offsetting 

revenue, the practice or physician must cover the increase.   

With increasing overhead and declining reimbursement, one might hypothesize 

that employment by a health system might be viewed as a safe harbor for physicians who 

would like to minimize financial risk, focus on practicing medicine, and not deal as much 

with regulatory compliance issues.  Self-employment does offer quite a bit of autonomy.  

However, with this autonomy comes less resources and flexibility.  Solo practitioners or 

physicians who are part of a small or rural group must often balance the demands of 

treating patients as well as ensuring the administrative functions are addressed.  Medical 

practice overhead continues to increase and has been coupled with what is viewed as 

additional bureaucratic requirements such as preauthorization and preapprovals necessary 

for certain procedures that often result in denials, lost revenue, while at the same time 

increasing practice costs through additional staffing (Sauer, 2011).  Physicians may also 

have made the decision to practice medicine with a vision that is not achievable now due 

to reform conditions.  Several studies supported that age had a U-shaped associated with 

career satisfaction with those physicians at the extremes more likely to report being 

satisfied (Bogue et al., 2006; Scheurer D Fau - McKean et al., 2009).  These were the 
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respondents in this study who were less likely to be satisfied.  The most significant factor 

affecting the career satisfaction of physicians is the length of time a physician has been in 

practice.      

Years in practice was the only significant finding of this study.  Years in practice 

between 4-12 years and 13-27 years, both were less likely to be satisfied when compared 

to the referent group of over 28 years in practice.  These two categories made up almost 

75% of the respondents, and when compared to those physicians who have been in 

practice less than 3 years or over 28 years, were less likely to be satisfied.  This finding is 

evidence that a bulk of the physician manpower available in the future is less likely to be 

satisfied, which is concerning.  As the population continues to live longer but need more 

attention to chronic health conditions maintaining the physician workforce will be 

critical. 

 

Moderating/Subgroup Findings 

Although five variables showed a positive association following a bivariate 

analysis, there was no association between the study’s two moderating variables, gender 

and compensation type, and career satisfaction of a physician.   

 

  Gender, Employment and Career Satisfaction  

The participation of women in the practice of medicine continues to increase and 

the roles they play are becoming more prominent (Lo Sasso, Richards, Chou, & Gerber, 

2011).  Because employment may result in a physician having a better work-life balance 

and this being a characteristic that is attractive to female physicians, one may expect that, 
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as compared to male physicians, female physicians who are employed by a health system 

will be associated with higher levels of career satisfaction (Pratt, 2010).  Other studies 

have concluded that female physicians are more likely to retire or scale back the hours 

they practice medicine during their childbearing years (Landon et al., 2006).  This study, 

however, found that the relationship between employment and career satisfaction did not 

differ by gender.  This finding was consistent, however, with other research (Gibson & 

Borges, 2009).  As stated in the Gibson and Borges study, physicians consistently 

responded that balancing personal and professional life with medicine was a primary 

challenge that if not addressed would lead to dissatisfaction.  This concern seemed to 

impact physicians regardless of gender.  Physicians reported having a feeling of 

inadequacy in medicine unless they were just able to focus on medicine and felt they 

were unable to perform family duties adequately without focusing solely on family.  

Several respondents reported that they felt they may progress through developmental 

stages.  As a physician progressed through their career, they prioritized family, self and 

medicine differently at different points in their career.  This statement is consistent with 

this study’s findings that physicians that have been in practice for more than 28 years are 

more likely to be satisfied.  However, this finding did not seem to vary by gender. 

 

Impact of Compensation on Employment and Career Satisfaction 

Physicians historically have been compensated based on the volume of work they 

performed.  Some have said the worth of a physician is measured based on “productivity, 

indefatigability, and selfless dedication” (Frank et al., 1999; McMurray et al., 2005).  

One may expect that a compensation plan that had elements of production as a 
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component would be a motivating factor to the physician.  Given this assumption, 

physicians who are compensated based on production and performance may be 

associated with higher levels of career satisfaction.  Contrary to this hypothesis, the study 

found no association between employment and career satisfaction when examined by 

different types of compensation arrangements, i.e. fixed salary or incentive.    

Physicians, goal oriented achievers by nature, appear to work hard when they 

have production targets and incentives as opposed to long term salary guarantees 

(Rosenthal, Frank, Buchanan, & Epstein, 2002).  Incentives with elements other than 

production are important as well.  The incentive may contain elements of staying engaged 

with medical staff issues and serving on committees or medical staff meeting attendance.  

A tie in with participation and the achievement of team goals as well as quality may 

protect against the diminishing of collegiality and camaraderie that has potential to erode 

career satisfaction. 

 

Practical Implications 

There are a number of practical implications to be drawn from the study’s 

findings.  For hospital administrators, as the trend of physician employment by health 

systems continues, the need to set up an effective employment model is important.  

Finding an effective model that allows autonomous and professional physicians to be 

integrated into a bureaucratic health care system could have significant positive 

implications on the delivery of quality care.  As noted by one researcher, “Knowing how 

satisfaction is influenced can empower managers in adapting the work environment in a 

positive manner, while reducing negative pressures that can result in absenteeism or even 
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departure” (Pratt, 2010).  To have satisfied physicians participating in an integrated 

system would also increase the chances of providing appropriate and seamless care to 

patients.  Health systems have an opportunity to capture many benefits of economies of 

scale, including more favorable payor contracts, more referrals, better patient access and 

higher quality longitudinal care for the patient (Casalino, Devers, Lake, Reed, & 

Stoddard, 2003; Kletke, Emmons, & Gillis, 1996; Pope, 1996).  In order to capitalize on 

this opportunity, the health system must have a cohesive, well-functioning team that 

includes physicians who are able to show medical staff leadership and participate in the 

achievement of system goals.  However, since many practices have become part of a 

system through acquisitions, merging private practices into part of a bigger system has 

proven to be cumbersome.  Some health systems have attempted to let recently acquired 

physician practices remain autonomous.  Allowing the recently acquired physician 

practice to continue to function as an autonomous unit has proven counterproductive to 

accomplishing a system approach.  In order to accomplish efficiency across the system, 

practices must coordinate care across what may have at one time been a collection of 

individual groups.  The system must develop a sense of collegiality and camaraderie 

among the physician enterprise and have it integrated into the health system.  

Implications to a hospital administrator would be that having physicians that are satisfied 

with their careers should lead to better patient outcomes and better patient satisfaction, 

giving the health system a competitive advantage with better quality results and higher 

patient satisfaction scores.  The health system should be able to more effectively recruit 

and retain physicians and should be able to address the culture challenges that face all 

health systems if you have split staff, i.e. private practice physicians and physicians that 
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are employed by the health system.  During the recruitment process, hospitals should 

recognize the importance of fit between the hospital and the physician that is considering 

an employment arrangement. While physicians may have similar characteristics and 

motives, it would not be unreasonable to expect some physicians to be better equipped or 

disposed to work in an employment arrangement, while other physicians may find 

themselves in a practice situation where employment just will not work.  A physician’s 

predisposition to employment could be a potential explanation why the study did not find 

any significant relationships between employment and satisfaction.  That said, this study 

did not find a significant association between employment and career satisfaction.  Based 

on the results of this study, hospitals should be cautious in “selling” an employment 

arrangement to a physician.  In other words, employment should not be presented as the 

“magic bullet” for physicians or hospitals in ensuring the career satisfaction of the 

physician.  In some cases employment may be the lesser of two evils, i.e. decreased 

income and loss of autonomy but more security and balance of work and personal time. 

 For physicians, an effective employment model should provide additional career 

opportunities that balance quality of life concerns to a greater extent than do many private 

practice models.  However, the study did not find an association between satisfaction and 

employment.  While there seems to reoccurring themes that increase the chances of a 

physician being satisfied, physicians should not assume that by becoming employed they 

will instantly become happy.  If satisfied physicians are less likely to leave the field 

which would put additional strain on the manpower needed in the future.  An option 

available to practice medicine without the pressures of administrative requirements and 

regulations found in a private practice might help ensure the supply of necessary 
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physician manpower in the future.  It will be important to keep the physicians engaged in 

medical staff governance and issues and maintain the feeling of collegiality and 

camaraderie with their peers that may choose to remain in private practice.  Engagement 

should lead to satisfaction as the physician sees they have opportunities to participate in 

the direction of the practice despite the fact they may be employed and not the owner of 

the practice.   

For health policymakers, with the noted decline of physicians entering the market 

combined with the aging of Americans and more Americans with chronic health issues, 

an approach to sustaining adequate physician manpower coverage is needed (Cooper, 

2004).  Policymakers are expected to expand the availability of health insurance to an 

additional 34 million people by 2021 (Kocher & Sahni, 2011).  The health care industry 

is projected to experience shortages in both primary care as well as specialty areas.  The 

null results of the study suggest that physicians can be employed by hospitals without 

negative implications for their satisfaction, thus there is hope for emerging models of 

care, such as ACO’s and medical homes, that may choose to use employment as a means 

of integrating physicians and hospitals.   

 

Study Limitations and Opportunities for Future Research 

The use of a secondary data source presented limitations in that the variables were 

restricted to those contained in the original HTPS survey.  Variable limitations prevented 

the analysis of certain interactions and the ability to control for certain factors that may 

be important.  Only one type of satisfaction was evaluated and other types of satisfaction 

(e.g., satisfaction with staff, patient satisfaction) may be influenced by employment.  
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Likewise, the way the career satisfaction variable was constructed was rather simplistic 

and may not have captured some of the important aspects of employment that are 

associated with satisfaction.  Future research might consider more fine-grained measures 

of satisfaction or different dimensions of satisfaction noted above.  Dissatisfied 

physicians leaving the practice of medicine and therefore not being represented or being 

underrepresented in the pool of respondents are a possibility and creates an opportunity 

for selection bias.    

The study itself was cross-sectional in design and examined the relationships at a 

point in time, which limits the ability to make casual claims about the study relationships.  

The study was not able to perform a longitudinal analysis.  With the many changes that 

are occurring in the health care field today, especially concerning employment of 

physicians by health systems, the ability to look at changes over a period of time would 

be insightful.  The field would benefit from research that examines evidence that 

employment models have resulted in a sustainable integrated model that allow the 

physician to practice medicine in a manner that is consistent with their professional 

aspirations as well as benefits the community. 

One unexplored question is whether satisfaction differs as a function of different 

employment histories.  Cohorts that consisted of physicians that had never been 

employed, physicians that recently became employed and physicians always employed 

would allow the researcher to examine differences.  Having three separate cohorts would 

allow a researcher to explore the satisfaction of these three distinct groups.  This 

approach would address questions such as: Are physicians that have never been 

employed more likely to report being satisfied than those physicians that have always 
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been employed?  If you have been in private practice, are you, as a physician, more likely 

to be satisfied in an employed situation?  The evolution of employment efforts since the 

data was collected in for this survey results in a limitation of this study. 

Another opportunity for future research is more focus on the relationship between 

the flexibility of employment arrangement and career satisfaction.  Do physicians that 

have flexibility (e.g., work preferred hours, see specific types of patients) in their work 

schedules report higher levels of career satisfaction?  It is important to identify what  

influences satisfaction thereby empowering managers to adapt the work environment in a 

manner that will improve satisfaction, while reducing factors that can result in lower 

levels of satisfaction, absenteeism or even departure (Pratt, 2010).  If the rate of 

physicians working for hospitals continues to increase, additional studies are needed to 

evaluate their career satisfaction over a period of time.  It appears reasonable to expect 

continued changes in the physician workforce, as studies have found that just 26% of the 

group studied said they would continue practicing the way they are in the next three years 

(Sauer, 2011).  Nearly three-fourths of the respondents said they would retire, cut back to 

part time, close their practice to new patients, and/or seek administrative positions (Sauer, 

2011). 
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