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In recent years, the VHA has 
launched a number of national 
initiatives for improving quality 
and access to health care. These 

changes include the implementation 
of an electronic medical record (the 
computerized patient record system 
[CPRS]), the adoption of advanced 
clinic access (ACA) practices that 
change patient appointment schedul-
ing procedures and create a system 
of structured consultations, and the 
establishment of satellite community-
based outpatient clinics (CBOCs). In 
addition to these nation-wide pro-
grams, regional networks, such as the 
VA Midwest Health Care Network 
(VISN 23), have integrated patient 
care across professional and clini-
cal disciplines, expanded the use of 
midlevel providers, and aggressively 

implemented ACA to provide open 
access for scheduling.1,2 

Although these changes were 
designed to improve patient care, 
little is known about their effects on 
clinical providers. Research findings 
in a number of organizational set-
tings other than the VHA suggest 
that many of these types of changes 
have potentially detrimental effects 
on the satisfaction and commitment 
of health care providers.3–5 In par-
ticular, organizational changes may 
be perceived negatively if they create 
the perception of a loss of control and 
autonomy among health care profes-
sionals or if they place restrictions on 
professionals’ ability to meet personal 
standards of patient care.6,7 

A number of research studies 
highlight the importance of provider 
satisfaction. Higher levels of provider 
satisfaction improve patients’ trust, 
confidence, adherence to provider 
recommendations,8–10 and satisfac-
tion with care.11 Studies also sug-
gest that lower provider satisfaction 
results in physicians working fewer 
hours and increased turnover among 
both physicians and nurses.12,13 

Furthermore, providers typically 
have an understood “compact” with 
employers with regard to their ex-
pectations about income, hours, and 
practice conditions. Likewise, organi-
zations have expectations about phy-
sician compliance with clinical and 
operational standards. When these 

two sets of expectations clash, dissat-
isfaction occurs. In particular, when 
clinicians believe organizational 
restrictions force them to deliver 
substandard care, they experience 
professional dissonance that gives rise 
to professional dissatisfaction.14–17

For all of these reasons, measur-
ing provider satisfaction has become 
more critical than ever for the VHA. 
No studies measuring VHA pro-
vider attitudes, however, have been 
published since many of the major 
organizational changes were intro-
duced. Rather, studies have focused 
on nurses’ satisfaction,14,18 leadership 
burnout,19 and workplace culture.20 

In this article, we describe a perfor-
mance improvement project within  
VISN 23 that focused on provider 
satisfaction. Its objective was to gen-
erate a tool that individual VISN 23 
facilities could use to assess provider 
satisfaction and guide additional im-
provement efforts in clinical opera-
tions. Whenever possible, the team 
sought to incorporate validated sat-
isfaction scales into the tool. For do-
mains in which validated instruments 
did not exist (particularly with regard 
to various aspects of clinical opera-
tions), it was necessary to develop 
our own scales. 

developIng the survey
The study team (T.W., E.J., and G.S.) 
queried a sample of front-line phy-
sicians and advanced practice clini-
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cal staff to identify the concerns that 
should be included in the provider 
survey that would serve as our assess-
ment tool. The team also reviewed 
published studies to determine key 
areas expected to contribute to pro-
vider satisfaction and to ensure appro-
priate wording of survey items.16,21–29 

Based on this literature review, the 
team incorporated into the survey 
published satisfaction scales address-
ing the following areas: autonomy, 
time/stress, physician leadership, 
status/prestige, organizational iden-
tification, patient relations/altruism,  
relations with other professional staff, 
global satisfaction, resources, and 
stress (Table 1).25–29 Responses to in-
dividual items within each of these 
satisfaction scales were based on five-
point Likert scales.

Because numerous operational is-
sues—such as the burden and ben-
efits of CPRS, sharing of patients with 
physicians in the local community, 
and timeliness of access to diagnostic 
services—were not sufficiently ad-
dressed in previously validated mea-
sures, the study team developed new 
survey items for these issues. These 
new items were reviewed by all team 
members to ensure readability and 
alignment with the concerns identi-
fied by the front-line providers. The 
new items were then grouped into 
the following operational domains: 
ACA, CPRS, hospital practice, mid-
level support, CBOCs, and coman-
aged care (Table 2). As with the 
satisfaction scales, responses to items 
in the operational domains used five-
point Likert scales.

The survey also included ques-
tions about the type and level of 
nursing support available, as well as 
demographic items to collect data 
on provider attributes, such as clini-
cal service line (primary care, mental 
health, or specialty medicine), profes-
sion (physician, physician assistant 

[PA] or advanced registered nurse 
practitioner [ARNP], or clinical psy-
chologist or clinical social worker), 
facility type (main facility versus 
CBOC), practice type (hospital, 
mixed, or outpatient only), years of 
service, and academic affiliations. In 
addition, other items were included 
to gather useful information for the 
facility and service line leaders (in-
cluding an additional “service line” 
operation domain)—but the findings 
on these items are beyond the scope 
of this article.

The survey went through the 
usual approval process, which in-
cluded review by network physician 
leaders and the network bargaining 
unit leadership. As a result of this 
process, the survey was formatted to 
ensure anonymity of the responses. 
Four affiliated faculty in primary 
care, four in specialty medicine, two 
in mental health, and two affiliated 
midlevel providers in internal medi-
cine completed the survey to ensure 
readability. These responses were not 
included in the final analyses. 

In the final stage of development, 
the survey was programmed as a web-
based instrument, with certain ques-
tions customized to certain professions 
and service lines. For instance, some 
of the midlevel support items were in-
tended specifically for PAs and ARNPs 
and some were intended for all non-
physician providers taking the survey. 
The web-based survey was configured 
so that the appropriate items would 
appear based on the profession indi-
cated by the respondent. 

study desIgn

setting and participants
VISN 23, the setting for our perfor-
mance improvement project, is com-
posed of eight health care systems in 
the upper Midwest (Iowa, Nebraska, 
South Dakota, North Dakota, and 

Minnesota). Together, these eight 
systems include three large academic 
medical centers, five smaller rural and 
community hospitals, and numerous 
CBOCs. A total of 762 providers were 
invited to participate in the survey, 
including 462 physicians, 167 PAs 
and ARNPs, and 133 clinical psychol-
ogists and clinical social workers. Of 
these providers, 760 were engaged in 
clinical practice in one of the follow-
ing three service lines: primary care 
(421), mental health (240), or spe-
cialty medicine (99). The remaining 
two providers were physicians who 
were double boarded in psychiatry 
and primary care.

survey administration
The web-based survey was fielded for 
31 days, beginning in mid-September 
2005. Potential participants were sent 
invitations and reminders through 
the VHA e-mail system. In addition, 
pop-up links to the survey were pro-
grammed to appear when invitees 
logged on to CPRS. 

data analysis
Using the five-point Likert scale re-
sponses, mean scores were deter-
mined for individual satisfaction 
scales and operational domains. For 
items that expressed a negative senti-
ment, it was necessary to use “reverse 
scoring” to ensure that higher scores 
consistently correlated with positive 
responses. Some items offered re-
spondents additional “not applica-
ble” or “don’t know” options; these 
responses were not included in the 
calculation of mean scores 

For purposes of comparison, we 
calculated both VISN-wide and facil-
ity-wide mean scores for individual 
survey items as well as satisfaction 
scales and operational domains. We 
also calculated and compared mean 
scores according to the subgroups of 
profession (physician, PA/ARNP, and 
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psychologist/social worker) and clini-
cal service line (primary care, mental 
health, and specialty medicine). Next, 
we calculated correlation coefficients 
(using the Pearson product moment 
correlation test) between global satis-
faction and: (1) the other satisfaction 
scales, (2) the operational domains, 
and (3) individual survey items. Fi-
nally, we looked for significant cor-
relations between demographic and 
practice characteristics and the vari-
ous satisfaction scales and operational 
domains. 

We used Microsoft Excel 2003 
(Microsoft, Inc., Redmond, WA) and 
Stata SE Version 8.2 (Stata Corp., 
College Station, TX) to collect data 
and calculate descriptive statistics, 
correlation coefficients, and P values. 
Statistical significance was defined as 
a P value less than .05. These analy-
ses were approved by the University 
of Iowa Institutional Review Board.

response rAtes
Of the 762 providers invited to take 
the survey, 471 (62%) completed and 
submitted responses. All health care 
systems and facilities that comprise 
VISN 23 were represented in these 
responses, with individual facility 
response rates ranging from 47% to 
80%. Response rates by subpopula-
tion ranged from 50% to 90% (men-
tal health, 55%; primary care, 56%; 
specialty medicine, 90%; physicians, 
50%; PAs/ARNPs, 84%; and psychol-
ogists/social workers, 50%).

sAtIsfActIon scores
Overall, the VISN mean (SD) global 
satisfaction score was 3.66 (0.75). A 
slightly (but statistically significantly) 
higher mean global satisfaction score 
was reported by mental health pro-
viders (3.76) than by either specialty 
medicine (3.72) or primary care 
(3.58) providers (P < .001) (Figure 
1). There were no statistically signifi-
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Table 1. Satisfaction scale survey items25–29,a

Autonomy25

Clinical guidelines restrict my freedom to practice.b

Administrative reviewers rarely question my professional judgments.b

I have a say in what medications are listed in the formulary.b

My patients receive imaging services in a timely manner.b 
My patients receive procedures in a timely manner.b,c 
My patients receive subspecialty evaluations in a timely manner.b,c

I have a say in the types of diagnostic tests and procedures that are     
   required for subspecialty evaluations.b,c 
Patients referred to me have had the appropriate evaluations prior to  
   my consultation with them.b,c 

Time/stress29

I have enough time to manage the “administrative” portion of my  
   clinical practice.b,c 
I have so much work to do that everything can not be done well.b

I am able to spend a sufficient amount of time with each patient.b

I am overwhelmed by the needs of my patients.b

Time constraints keep me from developing good patient relations.b

I am able to provide good continuity of patient care.b,c

I see an appropriate number of outpatients during a typical day in  
   clinic.b,c

Physician leadership26 
How well does your section chief/direct supervisor understand your  
   problems and needs?d

How well does your section chief/direct supervisor recognize your  
   potential?d

Regardless of how much formal authority he or she has built into his  
   or her position, what are the chances that your section chief/direct  
   supervisor would use his or her power to help you solve problems   
   at work?e

Again, regardless of the amount of formal authority your section  
   chief/direct supervisor has, what are the chances that he or she  
   would “bail you out” at his or her expense?e

I have enough confidence in my section chief/direct supervisor that I  
   would defend and justify his or her decision if he or she were not  
   present to do so.b 
How would you characterize your working relationship with your  
   section chief/direct supervisor?f

Status/prestige26

I am satisfied with the amount of physician input into major organiza- 
   tional decisions.g

Providers are appreciated by nonclinical staff in the organization.g

I am praised in the community for the nature of my work.g

Continued on next page
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cant differences between the global 
satisfaction scores, however, when 
they were analyzed by profession 
(physician, PA/ARNP, or psycholo-
gist/social worker), provider attri-
butes (years of service, main facility 

versus CBOC, or academic affiliation 
versus no academic affiliation), and 
level of nursing support. 

VISN mean scores for the satisfac-
tion scales were highest (most favor-
able) for stress (4.04), followed by 

patient relations/altruism (3.96), re-
lations with other professional staff 
(3.90), organizational identification 
(3.89), resources (3.47), time/stress 
(3.25), autonomy (3.13), physician 
leadership (3.12), and status/prestige 
(2.72). For the operational domains, 
VISN mean satisfaction scores were 
highest for CPRS (3.49), followed by 
hospital practice (3.26), ACA (3.29), 
CBOCs (3.22), midlevel support 
(3.19), and comanaged care (2.96). 

As with global satisfaction, mean 
scores for the autonomy, physician 
leadership, resources, and time/stress 
satisfaction scales were significantly 
lower (P < .001) among primary care 
providers compared with mental 
health and specialty medicine provid-
ers. The mean score for the status/pres-
tige satisfaction scale, which was low 
for all groups, also was significantly 
lower for primary care providers than 
for mental health providers (P = .04). 
There were no significant differences 
in the mean scores for the patient re-
lations/altruism, relations with other 
professional staff, or organizational 
identification satisfaction scales. 

Primary care providers also re-
ported significantly lower mean scores 
(P < .001) than either mental health 
or specialty medicine providers for 
most operational domains—namely, 
ACA, comanaged care, hospital prac-
tice, CBOCs, and midlevel support 
(Figure 2). The satisfaction scores for 
CPRS were not significantly different 
between the service lines. 

When the Pearson correlation  
coefficients between global satisfac-
tion and satisfaction with other scales 
and domains were calculated, the 
highest correlations were found for 
time/stress and autonomy (0.54 and 
0.51, respectively). The strongest 
correlation between global satisfac-
tion and an individual survey item 
(0.51) was found for the question, 
“How satisfied are you with your say 
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Table 1. Satisfaction scale survey items25–29,a (continued)

Organizational identification26 
When someone criticizes my clinical team/service, it feels like a  
   personal insult.b

I am very interested in what others think about my clinical team/service.b

When I talk about my clinical team/service, I usually say “we” rather   
   than “they.”b

My clinical team’s/service’s successes are my successes.b

When someone praises my clinical team/service, it feels like a per- 
   sonal compliment.b

If a story in the media criticized my clinical team/service, I would feel  
   embarrassed.b

Patient relations/altruism27

I find my present clinical work personally rewarding.b

Without me my patients would not get the care they need.b

What I do every day really makes a difference in my patients’ lives.b

I am able to provide high quality care to my patients.b

I am having a positive impact on a needy population.b

Relations with other professional staff25,h

My [PAi and ARNPj/psychologist and social worker/physician]  
   colleagues are a good source of professional stimulation.b

I get along well with my [PA and ARNP/psychologist and social  
   worker/physician] colleagues.b

My [PA and ARNP/psychologist and social worker/physician]  
   colleagues value my unique perspective in practice.b

My [PA and ARNP/psychologist and social worker/physician]  
   colleagues are an important source of personal support.b

[Nonproviders/Nonphysicians] in my practice:b 
• Support my professional judgment.
• Are an important source of personal support.
• Are not accommodating.
• Reliably carry out clinical instructions.

Global satisfaction25

I find my present clinical work personally rewarding.b

Overall, I am pleased with my work.b

Overall, I am satisfied in my current practice.b

My current work situation is a major source of frustration.b

My work in this practice has not met my expectations.b

Continued on next page



in the organization and management  
of your clinical practice?” When ana- 
lyzing scores according to demo-
graphic and practice characteristics, 
we found that providers with assigned 
nursing support had higher satisfac-
tion scores with clinical resources and 
autonomy than did providers with 
other types of nursing support. Addi-
tionally, staff who had served more 
than 10 years with the VA reported 
higher status/prestige scores. 

explorIng the underlyIng 
fActors
Our survey findings indicate that, in 
VISN 23, overall provider satisfaction 
does not differ significantly based on 
the profession, practice attributes,  

or affiliation status of the front-line 
provider. Satisfaction does appear to 
vary according to service line, how-
ever, with mental health providers re- 
porting significantly higher global  
satisfaction compared with primary 
care and specialty medicine provi-
ders. Regardless of professional 
category, primary care providers re-
ported significantly lower satisfaction 
on multiple satisfaction scales and  
operational domains than their  
mental health and specialty medicine  
counterparts. 

These relatively lower scores for 
primary care providers are worri-
some for the VHA, given the strong 
correlation with global satisfaction 
in this survey and the importance of 

issues like autonomy, resources, and 
status/prestige to overall professional 
satisfaction and retention.12,13,23,30–32 
Without access to satisfaction scores 
from providers in a non-VA network, 
we cannot determine whether lower 
levels of satisfaction are specific to 
primary care providers in the VHA 
or whether they are common in other 
settings as well. 

Nevertheless, it’s possible to spec-
ulate about some factors that are 
unique to the VHA and may contrib-
ute to the dissatisfaction of primary 
care providers. For example, the VHA 
has more clinical performance mea-
sures and explicit practice standards 
for primary care than for either men-
tal health or specialty medicine. In 
addition, within the VHA, ACA spe-
cialty agreements and structured con-
sultations typically create more work 
for primary care providers—who 
must complete the electronic consul-
tation template, increase their skills 
to manage more complex patients, 
and perform additional testing prior 
to referral for specialty care—than 
for their mental health and specialty 
medicine colleagues. The reasoning 
behind adding more structure to the 
“prework” prior to specialty consul-
tations is that such shifting will—in 
theory—increase primary care com-
petence in delivering more complex 
care, increase access into specialty 
care, and enhance organizational ef-
ficiency.2,30,33–38 The lower scores 
for autonomy and resources further 
suggest that primary care providers 
often may view practice innovations 
designed to improve quality (such 
as VHA practice guidelines) and ef-
ficiency (such as ACA clinical service 
agreements and the VA formulary) as 
impeding, rather than supporting, the 
provision of quality care. 

Mean satisfaction scores were 
below neutral in two areas of the 
survey—an unusual finding for em-

 

Table 1. Satisfaction scale survey items25–29,a (continued)

Resources28 
How satisfied are you with:k 
•  Your say in the organization and management of your clinical  

practice?
•  Health information management systems (medical records)?
•  The telephone paging system in your medical practice?
•  The equipment for clinical procedures?
•  The supplies of your clinical practice?
•  The pharmacy service of your clinical practice?
• The imaging services of your medical center?

Stress28 
In the last month, how often have you felt:g

• You were unable to control important things in your life.
• Confident in your ability to handle personal problems.
• Things were going your way.
• Difficulties were piling up so high you could not overcome them.
aAll items used five-point Likert scales for responses. For some questions, additional 
options for “not applicable” or “don’t know” were offered, but these responses were 
not included in the calculation of mean scores. bResponse options were: 1 = strongly 
disagree; 2 = disagree; 3 = neutral; 4 = agree; or 5 = strongly agree. cItem also was 
counted in the advanced clinic access operational domain. dResponse choices were: 
1 = not at all; 2 = a little; 3 = moderately; 4 = mostly; or 5 = fully. eResponse choices 
were: 1 = none; 2 = small; 3 = moderate; 4 = high; or 5 = very high. fResponse choices 
were: 1 = extremely ineffective; 2 = worse than average; 3 = average; 4 = better than 
average; or 5 = extremely effective. gResponse options were: 1 = rarely; 2 = occasion-
ally; 3 = sometimes; 4 = fairly often; or 5 = very often. hItems in this scale were cus-
tomized according to the respondent’s profession. iPA = physician assistant. jARNP = 
advanced registered nurse practitioner. kResponse choices were: 1 = very dissatisfied; 
2 = dissatisfied; 3 = neutral; 4 = satisfied; or 5 = very satisfied. 

Continued on page 31
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ployee satisfaction surveys. These 
two areas, status/prestige and coman-
aged care, were particularly low in all 
provider subgroups. This may be at-
tributable, in part, to the VHA’s  long 
history as a hospital-based organiza-
tion. In such practice environments, 
nursing and pharmacy departments 
typically operate independently and, 
as such, may not be focused on maxi-

mizing provider efficiency. Addition-
ally, the low comanaged care scores 
likely reflect conflicted expectations 
between the VHA and veterans. For 
instance, many veterans wish to use 
the VHA as a pharmacy-only service, 
while the VHA is focused on provid-
ing comprehensive, physician-di-
rected care. The fact that primary care 
providers reported significantly lower 

scores for both status/prestige and co-
managed care may be related to their 
increased number of initial contacts 
with veterans who are newly enroll-
ing in the VHA. 

Overall, providers reported rela-
tively higher levels of satisfaction, 
with no significant differences be-
tween clinical service lines, in 
several important areas: patient rela-
tions/altruism, relations with other 
professional staff, stress, organiza-
tional identification, and CPRS. The 
higher scores for altruism might be 
expected, given the VA’s mission to 
serve a disadvantaged population. 
The satisfaction with CPRS is less 
expected, however. It suggests, en-
couragingly, that VA providers gener-
ally see value in electronic medical 
records, despite the time required for 
provider input of data.

the network’s response 
When the assessment and analy-
ses were completed, the network 
executive leadership council made 
responding to the concerns identi-
fied by the satisfaction survey—par-
ticularly the lower satisfaction among 
primary care providers—a priority for 
the medical center directors within 
the network. To aid in this goal, we 
developed both facility-specific and 
service line–specific reports that al-
lowed local physician leaders to re-
view their mean scores both by the 
individual survey items and by the 
operational domains and satisfaction 
scales. The study team also recom-
mended priority areas for each facility 
to consider as they developed local 
response plans and performance im-
provement projects. 

Improving the effectiveness of phy-
sician leaders was identified as the key 
strategy that could have a broad, favor-
able impact on provider satisfaction, 
including satisfaction with many as-
pects of operations. This was believed 

 

Table 2. Operational domain survey itemsa

Advanced clinic access (ACA)
My patients receive imaging services in a timely manner.b,c 
My patients receive procedures in a timely manner.b,c 
My patients receive subspecialty evaluations in a timely manner.b,c 
I have a say in the types of diagnostic tests and procedures that are  
   required for subspecialty evaluations.b,c 
Patients referred to me have had the appropriate evaluations prior  
   to my consultation with them.b,c 
I have enough time to manage the “administrative” portion of my  
   clinical practice.b,d 
I am able to provide good continuity of patient care.b,d 
I see an appropriate number of outpatients during a typical day in  
   clinic.b,d 
The consults I receive from primary care have been evaluated  
   according to the primary care service agreements.b 
While at work, how often do you have any of the following   
   experiences?e

•  Feel the size of your panel keeps you from providing high quality 
care. 

• Have no place to add an acute patient to your schedule.
• Can easily discharge your patients back to the primary care clinic. 

Midlevel support 

While at work, how often do you have any of the following     
   experiences?e

•  Wish that you could receive more clinical teaching from your  
supervising or collaborating physician. 

•  Receive effective teaching from your supervising or collaborating 
physician. 

•  Have a dedicated time for teaching from your supervising or  
collaborating physician. 

•  Obtain the requested clinical guidance when you need it from your 
supervising or collaborating physician. 

•  Meet resistance when you attempt to transfer patients out of your 
practice to a physician when you feel it’s warranted. 

Continued on next page
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to be the case, in part, because effec-
tive physician leaders play a crucial 
role in ensuring that implementation 
of clinical and operational standards 
intrudes only minimally on providers’ 
clinical practices. Additionally, the net-
work leaders recognized the impor-
tance of effective physician leaders in 
making the compact between provid-

ers and their organization (that is, ex-
pectations about pay, hours, working 
conditions, and quality) explicit and 
mutually acceptable, in order to di-
minish potential dissonance.12,13,32,39,40 

As part of this strategy, the VISN 
23 education service line collabo-
rated with the network chiefs of staff 
to develop a training curriculum for 

physician leaders. This curriculum 
currently is underway with an ini-
tial class of 20 physicians. The net-
work also has directed each facility 
to create action plans to respond to 
facility-specific survey data. Another 
assessment of provider satisfaction, 
preferably including additional VA 
health care systems, is planned for 
2009. The intent is to follow provider 
satisfaction assessments longitudi-
nally, in order to assess the impact of 
efforts by facilities to respond to iden-
tified concerns. 

survey lImItAtIons
The most important limitation of our 
survey is the lack of comparative data 
from facilities outside of VISN 23 or 
the VHA. Having such data would 
have improved the generalizability of 
the survey findings. Because respon-
dents included providers from three 
clinical service lines at each main fa-
cility in the network, however, it was 
possible for local leaders to perform 
both interfacility and intrafacility 
comparisons of survey data. 

This study also was limited by the 
fact that neither the survey instru-
ment, as a whole, nor the operational 
domains within the survey have been 
validated. 

In summAry
Provider satisfaction reflects multiple 
critical aspects of health care op-
erations and delivery. Because lower 
levels of provider satisfaction have 
potentially negative effects on opera-
tional efficiency, provider retention, 
health care costs, and patient loyalty, 
health care facilities and networks 
likely would benefit from longitudinal 
assessments of provider satisfaction. 

We have demonstrated that it is 
possible to develop an easily adminis-
tered survey of provider satisfaction as  
part of ongoing performance improve-
ment measures. The relatively lower 

 

Table 2. Operational domain survey itemsa (continued)

Comanaged care 

While at work, how often do you have any of the following    
   experiences?e

•  Feel burdened by the time you spend reviewing the outside medical 
records of comanaged patients for medication issues.

• Have conflicts with patients over nonformulary medication.
• Have difficulties getting medical records from non-VA providers.
•  Feel burdened by the difficulties in obtaining the specific usable im-

ages from non-VA providers.

Hospital practice 
While at work, how often do you have any of the following  
   experiences?e

•  Receive effective communication from the discharging clinical 
teams when your patients are discharged from acute care (hospital 
or emergency room).

•  Find that hospital orders were not completed in a timely fashion.
•  Have to delay a hospital discharge because needed evaluations are 

not completed. 
I have the resources needed to provide excellent hospital care in this  
   institution.b

Computerized patient record system (CPRS) 
An update of CPRS training from a knowledgeable clinician would  
   improve my efficiency in clinic.b

I can get adequate support to use CPRS efficiently in clinic.b

I feel the benefits of CPRS for patient care outweigh the additional   
   time required to use the system.b

Community-based outpatient clinics (CBOCs)
CBOC providers are valued as much as main facility providers.b

CBOC patients have timely access to subspecialty evaluation and  
   treatment.b

aAll items used five-point Likert scales for responses. For some questions, additional 
options for “not applicable” or “don’t know” were offered, but these responses were 
not included in the calculation of mean scores. bResponse options were: 1 = strongly 
disagree; 2 = disagree; 3 = neutral; 4 = agree; or 5 = strongly agree. cItem also was 
counted in the autonomy satisfaction scale. dItem also was counted in the time/stress 
satisfaction scale. eResponse options were: 1 = rarely; 2 = occasionally; 3 = some-
times; 4 = fairly often; or 5 = very often. 

Continued on page 35
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scores for primary care providers 
across multiple satisfaction scales and 
domains suggest that primary care 

satisfaction is suffering—a finding 
that carries other potentially negative 
implications.  ●
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