ORIGINAL RESEARCH

m OBJECTIVES A usual source of care is asso-
ciated with better health outcomes. Dissatisfaction
among family physicians and general practitioners
(FP/GPs) may compromise the accessibility of a
usual source of care and the quality of services. We
examined the association between FP/GP dissatis-
faction and an inability to deliver high-quality care.
mSTUDY DESIGN We performed a second-
ary data analysis of the Community Tracking Study
(CTS) Physician Survey (1996-1997).

m POPULATION The study included a nation-
ally representative sample of more than 12,000 non-
federal physicians practicing direct patient care in the
United States.

m OUTCOMES MEASURED We measured
associations of career dissatisfaction with physicians’
perceptions of their ability to provide high-quality
care as defined by 6 survey items. Multivariate analy-
ses controlled for the effects of personal, profession-
al, and practice characteristics.

m RESULTS Among FP/GPs in 1996-1997, more
than 17% were dissatisfied. Age was the most signif-
icant personal factor associated with dissatisfaction;
25.1% of those aged 55 to 64 years reported dissatis-
faction compared with only 10.1% of those younger
than 35 years. Other personal or professional char-
acteristics significantly associated with FP/GP dissat-
isfaction included osteopathic training, graduation
from a foreign medical school, full practice owner-
ship, and an income of less than $100,000.
Physicians dissatisfied with their careers were much
more likely to report difficulties in caring for patients,
strongly disagreeing (vs strongly agreeing, odds ratio
[OR] 1.0) that they had enough clinical freedom (OR
7.89; 95% confidence interval [CI], 4.86-12.83); con-
tinuous patient relationships (OR 7.11; 95% CI, 4.90-
10.33); no financial penalties for clinical decisions
(OR 4.44; 95% CI, 3.13-6.31); adequate time with
patients (OR 4.42; 95% CI, 2.84-6.87); ability to pro-
vide quality care (OR 4.26; 95% CI, 2.88-6.31); and
sufficient communication with specialists (OR 3.57;
CI, 2.20-5.80).
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¢ The proportion of family physicians and general
practitioners (FP/GPs) dissatisfied with their
overall medical careers (17.3%) was similar to
that of specialists (18.0%), less than that of gen-
eral internists (20.6%), and greater than that of
general pediatricians (12.6%).

© Only 1 in 10 FP/GPs aged younger than 35 years
were dissatisfied with their medical careers; 1 in
4 of those aged 55 to 64 years were dissatisfied.

® More than half of FP/GPs who strongly dis-
agreed with the statement “I have the freedom to
make clinical decisions that meet my patients’
needs” were dissatisfied with their medical
careers.

m CONCLUSIONS An inability to care for
patients is significantly associated with career dissat-
isfaction. This relationship has implications for the
achievement of policy objectives related to access,
having a usual source of care, and quality.
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rimary care is the foundation of the American

health care system. The delivery of high-quality
primary care contributes to improved health out-
comes.'? Patients perceive primary care as an integral
aspect of the health care system and appreciate the
role of primary care providers in coordinating quali-
ty care.’ In addition to coordination of care, conti-
nuity with the same health care provider is highly
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valued by patients.” Family physicians and general
practitioners (FP/GPs) play a crucial role in provid-
ing coordinated and continuous primary health
care. Of Americans reporting an individual provider
as their usual source of care in 1996, 62% named a
family physician or a general practitioner (com-
pared with 16% naming an internist and 15% nam-
ing a pediatrician).’

A potential threat to the continued reliance on this
vital FP/GP workforce is physician dissatisfaction.
Physician dissatisfaction affects patient satisfaction®®

and dissatisfied physicians can adversely influence
patient behavior (eg, adherence to medical treat-
ment),” leading to a reduction in quality of care. A
decrease in satisfaction among physicians can also
affect access to care, since it can lead to physician
attrition and higher turnover, which in turn can lead
to disruption of care and inaccessibility of providers.
The cost to hire a new physician is estimated to be
$240,000 to $265,000.%

Dissatisfaction among today’s FP/GPs also has the
potential to contribute to future shortages. The extent

to which physicians voice dissatisfaction can dis-
suade medical school graduates from choosing
careers in primary care." Some concerns are
already being raised about a decrease in the
number of new doctors seeking residencies in

PATIENT CARE CHARACTERISTICS ASSOCIATED
WITH FP/GP DISSATISFACTION (N = 3166)

Multivariate
0dds Ratio family practice for the fourth consecutive year.
Statement (95% CI) L : : ;
Information from the National Resident Matching
The level of communication | have with specialists Program indicates that only 11.2% of US seniors
about the patients | refer to them is sufficient to . - . o
ensure the delivery of high-quality care. (n = 3102) 1.0 matched in family practice in 2001, compared
Agree strongly 1.25(1.01-1.55) with 13.6% in 2000.” If this downward trend
Agree somewhat 1.15(0.48-2.74) . . .
Neither agree nor disagree 237 (167-337) continues, it will exacerbate the problems of
B::g[gg zi’rrgﬁglvyhat 357(2.20-580) access to a usual source of care, especially in
B I~ . - areas where the loss of FP/GPs will result in a
It is possible to maintain the kind of continuing L .
relationships with patients over time that promote drastic increase in the number of health profes—
e el gl el e e = 21220 10 sional shortage areas. In 1995, if FP/GPs had
Agree strongly 1.89 (1.39-2.58) ’ .
Agree somewhat 3.17(1.38-7.29) been removed from the 2298 US counties con-
Neither agree nor disagree 4.90 (3.71-6.46)

sidered to have adequate numbers of primary
care physicians, 1332 of these urban and rural
counties would have been designated as short-
age areas. In comparison, the simultaneous

Disagree somewhat 7.11(4.90-10.33)

Disagree strongly

| can make clinical decisions in the best interests
of my patients without the possibility of reducing
my income. (n = 3074) 1.0

Agree strongly 123 (0.92-1.65) removal of internists, pediatricians, and obstetri-
Agree somewhat 151(0.83-2.58) cians from these same counties would have cre-
Neither agree nor disagree 2.61(1.91-3.56) )
Disagree somewhat 4.44(3.13-6.31) ated only 176 whole-county shortage areas.”

Dl s el Most studies reporting physician dissatisfac-

I'have adequate time to spend with my patients during tion have identified high levels of physician con-

typical office/patient visits. (n = 3104) 1.0

Agree strongly 081 (0.58-1.14) cern over a perceived loss of autonomy.'*!”
Agree somewhat 1.15(0.58-2.30) Additionall hysicians are dissatisfied abou
Neither agree nor disagree 1.39(1.02-1.88) dditiona YY physicians are dissati e out
Disagree somewhat 4.42 (2.84-6.87) the potential adverse effects on patient care

Dl sl resulting from system barriers, including restrict-

| have the freedom to make clinical decisions that meet ed access for patients, increased administrative

my patients’ needs. (n = 3100) 1.0

Agree strongly 155(1.25-1.93) burdens for providers, and the lack of a com-
Agree somewhat 3.25(1.50-7.02) rehensiv I h t rovision of services. 42
Neither agree nor disagree 3.73(2.84-4.89) Prehiensive approach to p S10N Ob SEIvIces.

These studies, however, have generally been
limited to a specific geographic region' or a
specialty group other than FP/GPs.?'* In addi-

Disagree somewhat 7.89 (4.86-12.83)

Disagree strongly

It is possible to provide high-quality care to all
my patients. (n = 3099) 1.0

Agree strongly 1.20(0.94-1.52) tion, other physician dissatisfaction reports have
Agree somewhat 0.98(0.37-2.61) ntain nly narrow analyses of how specifi
Neither agree nor disagree 2.70 (1.88-3.89) contained only 'a wa : Y e‘. ) o :pec ¢
Disagree somewhat 426 (2.88-6.31) factors, such as income, financial incentives, or

Disagree strongly autonomy, influence satisfaction levels.**

To our knowledge, the possible relationship
of physician dissatisfaction with the inability to
care for patients has been examined only in lim-
ited studies (eg, those that compare capitated

NOTE: A higher odds ratio indicates that this response is more strongly associated with
physician dissatisfaction. Ns vary because not all physicians answered every item on
the survey.

FP/GP denotes family physician/general practitioner.
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PERSONAL, PROFESSIONAL, AND PRACTICE-
RELATED FACTORS ASSOCIATED WITH FP/GP
DISSATISFACTION (N = 3166)

PERSONAL/PROFESSIONAL Multivariate
CHARACTERISTICS 0dds Ratio (95% CI)
Age in years (n = 2965)
<35 1.0
35-44 1.43(0.94-2.16)
45-54 1.89(1.20-2.98)
55-64 2.46 (1.56-3.88)
64 2.30(1.40-3.80)
Sex (n=3106)
Women 1.0
Men 1.28(0.92-1.78)
Type of medical training (n = 3106)
Allopathic 1.0
Osteopathic 1.74 (1.34-2.25)
Graduate of foreign
medical school (n = 3106)
Puerto Rico 1.0
Other 1.33(1.03-1.73)
Board certification (n =3063)
Board certified 1.0
Board eligible 1.15(0.82-1.63)
Neither 0.93(0.69-1.25)
Net income in 1995 ($) (n = 3103)
0-49,000 2.31(1.29-4.14)
50,000-99,999 1.83(1.20-2.79)
100,000-149,999 1.45(0.98-2.14)
150,000-199,999 1.41(0.91-2.16)
200,000-249,999 1.0
250,000-299,999 1.82(0.98-3.38)
300,000 + 1.93(0.98-3.81)
PRACTICE CHARACTERISTICS
Practice type (n = 3106)
1 or 2 physicians 1.19(0.74-1.93)
3+ physicians 1.14(0.70-1.85)
HMO 1.35(0.82-2.22)
Medical school 1.01(0.52-1.93)
Hospital based 1.0
Other 1.16 (0.74-1.83)
Community size (n = 3106)
Large metropalitan area (>200,000) 1.42 (0.81-2.49)

Small metropolitan area (< 200,000) 1.0

Nonmetropolitan area 1.07 (0.55-2.08)
Ownership (n = 3106)
Full owners 157 (1.11-2.21)
Part owners 1.0
Not an owner 1.01(0.72-1.43)
Percentage of patients for whom you
serve as gatekeeper (n = 3106)
0 2.20(1.44-3.37)
1-9 1.59 (1.06-2.40)
10-19 1.0
20-29 1.47 (0.98-2.20)
30-59 1.83(1.29-2.60)
60-89 2.31(1.62-3.28)
90-100 2.29 (1.44-3.64)
NOTE: Ns vary because not all physicians answered every item on the

Survey.
FP/GP denotes family physician/general practitioner; HMO, health
maintenance organization.

and noncapitated care).” Moreover, few studies have
systematically reviewed predictors of dissatisfaction
among FP/GPs. In this paper, we report findings
related to these important issues using data from a

recent national survey in which more than 12,000
primary care physicians and specialists commented
on their current experiences as medical profession-
als in the US health care system. We hypothesized
that FP/GPs who identify difficulties in providing
quality care to patients also report higher levels of
dissatisfaction. We also expected that physician dis-
satisfaction would relate to access to care, particular-
ly for very needy populations whose care is govern-
ment regulated. Therefore, we ascertained the extent
to which dissatisfied FP/GPs who stay in the work-
force are less likely to serve the poor and the elder-
ly by accepting new Medicaid and Medicare patients
when compared with their satistied counterparts.

METHODS

Data Source

Data for this study were from the Community
Tracking  Study  (CTS)  Physician  Survey
(1996-1997).% This survey, sponsored by the Robert
Wood Johnson Foundation, was part of a major proj-
ect by the Center for Studying Health System
Change, a Washington, DC-based organization affil-
iated with Mathematica Policy Research, Inc.
Information for the survey was collected from a
nationally representative sample of nonfederal physi-
cians performing direct patient care.

The sample frame of physicians was obtained
from master files of the American Medical
Association and the American Osteopathic
Association. The sample included office-based and
hospital-based physicians who spend at least 20
hours per week in direct patient care in the conti-
nental United States. Residents and fellows were
excluded, as were physicians in certain specialties
such as radiology, anesthesiology, and pathology.
The survey followed a complex design of 60 sites
supplemented by a small, independently drawn
national sample.** Telephone interviews were con-
ducted with 12,291 physicians from August 1996 to
August 1997 with a 65% response rate.*?' The rate of
nonresponse to individual survey items was very
low, typically less than 3%. Primary care physicians
were oversampled. The 3166 FP/GPs accounted for
44.3% of primary care doctors surveyed and 25.8% of
the total sample.

Study Variables

Dependent Variable: Career Satisfaction. The
dependent variable for most analyses was medical
career dissatisfaction. Respondents were asked,
“Thinking very generally about your overall career in
medicine, would you say that you are currently very
satistied, somewhat satisfied, somewhat dissatisfied,
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RESULTS
Nearly 18% of physicians report being dis-

EXTENT OF PHYSICIAN DISSATISFACTION

Satisfied or Very Dissatisfied or Neither Satisfied satisfied with a career in medicine. The
Satisfied Very Di isfied nor Di isfied . . . | .
Type of Physician n (%) n (%)* o (0 rsilte. of dissatisfaction ar'n(.)ng FP/CTP:? is
Tl T 10,093 (80.7) 2198 (17.7) 212(1.6) similar to that for all physicians, specialists,
Specialists 4316(80.5) 953(18.0) 87(1.6) and primary care physicians as a group.
Total primary care 5777 (81.0) 1245 (17.4) 125(1.6) Ho r th . iabili
FP/GPs 2537 (81.9) 569(17.3) 60(1.7) wever, there 1s some variability among
Pediatricians 1403(86.2) 206 (12.6) 17(13) primary care specialties, with internists
Internists 1837 (77.5) 470 (20.6) 48(1.9)

*Unweighted number of survey respondents and weighted percent of US FP/GPs.

FP/GPs denotes family physicians/general practitioners.

very dissatisfied, or neither satisfied or dissatisfied?”
For comparative analysis, those reporting “neither
satistied or dissatisfied” were eliminated and the 4
remaining responses were collapsed into 2 cate-
gories. Physicians who reported feeling very satisfied
or somewhat satisfied were classified as “satisfied”;
those who reported feeling somewhat dissatisfied or
very dissatisfied were classified as “dissatisfied.”

Independent Variables. The explanatory variables
of primary interest were indicators to assess physi-
cians' perceptions of their ability to provide high-
quality medical care. This determination was meas-
ured by 6 survey questions with 5-point response
categories that ranged from “strongly agree” to
“strongly disagree.” Table 1 presents the measures of
quality of care. Physician dissatisfaction was also
potentially influenced by other factors assessed in
the survey. Analyses were statistically controlled for
the personal, professional, and practice characteris-
tics that appear in Table 2 to examine the relation-
ship of physicians’ dissatisfaction with the perception
of their ability to provide high-quality care.

Analytical Strategy

Two sets of logistic regression were performed. In
the first, adjusted odds ratios were derived to meas-
ure the association of personal, professional, and
practice characteristics with dissatisfaction (Table 2).
Next, the relationship of dissatisfaction with each of
the indicators of quality of care was assessed with 6
separate multivariate logistic regression procedures
(Table 1. The adjusted odds ratios in Table 1 are the
products of that analysis and represent the associa-
tion of perceived ability to deliver quality of care
after controlling for the effects of personal, profes-
sional, and practice variables. SUDAAN software,
version 7.5.3 (Research Triangle Institute, Research
Triangle Park, NC), was used to conduct statistical
tests and make national estimates with variance
adjustment for the complex survey sample design
and physician nonresponse.

reporting more dissatisfaction (chi-square
= 148, P < .01 and pediatricians (chi-
square = 25.9, P < .01) reporting less dis-
satisfaction than FP/GPs (Table 3).

Factors Associated with FP/GP
Dissatisfaction

Many characteristics were associated with the dissat-
isfaction reported by 17.6% of FP/GPs. The associat-
ed characteristics are included in 3 domains. The first
2 domains, personal/professional and practice char-
acteristics, reveal significant factors associated with
dissatisfaction (Table 2). The data in the third
domain, patient care characteristics, represent results
after we had statistically controlled for all factors in
the first 2 (Table 1.

Personal/Professional Characteristics. A higher
level of dissatisfaction was related to being older;
only 10.1% of physicians younger than 35 years of
age reported dissatisfaction versus 25.1% of physi-
cians aged 55 to 64 years (odds ratio [OR] 2.46; 95%
confidence interval [CI], 1.56-3.88). FP/GPs more
likely to be dissatistied were those who had osteo-
pathic training and those who had been graduated
from foreign medical schools. Levels of dissatisfac-
tion were also higher among FP/GPs earning less
than $100,000 per year.

Practice Characteristics. Physicians who fully
owned their practice were more likely to express dis-
satisfaction with their careers than were physicians
who either shared ownership or did not own their
practice (OR 1.57; 95% CI, 1.11-2.21). The pattern of
dissatisfaction related to gatekeeping (ie, providing
permission for their patients to seek specialty care)
was similar to that related to income. FP/GPs serving
as gatekeepers for less than 10% or more than 30%
of their patients were the most dissatisfied.

Patient Care Characteristics. After we had con-
trolled for the effects of personal, professional, and
practice characteristics, we found that FP/GP career
dissatisfaction was, without exception, consistently
and strongly associated with a perceived inability to
provide high-quality care as assessed by physician
responses to each of 6 statements (Table 1).
Dissatisfied physicians were much more likely to
“disagree strongly” than. to “agree strongly” with the
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RELATIONSHIP OF FP/GP DISSATISFACTION TO ACCESS
FOR MEDICAID AND MEDICARE PATIENTS

Satisfied Dissatisfied

FP/GPs FP/GPs
(N = 2537) (N =569)
Characteristic n (%)* n (%)* P Value
Taking all new Medicaid patients 1024 (43.4) 198 (34.6) <01
Taking no new Medicaid patients 665 (23.7) 198(33.5) <01
Taking all new Medicare patients 1519 (61.5) 325(57.9) 013
Taking no new Medicare patients 227 (8.6) 70(11.3) 0.04

*Unweighted number of survey respondents and weighted percent of US FP/GPs.
FP/GPs denotes family physicians/general practitioners.

statements about clinical freedom (OR 7.89; 95% CI,
4.86-12.83), continuity of care (OR 7.11; 95% CI,
4.90-10.33), clinical decisions free of financial penal-
ties (OR 4.44; 95% CI, 3.13-6.31), adequacy of time
with patients (OR 4.42; 95% CI, 2.84-6.87), ability to
provide high-quality care (OR 4.26; 95% CI, 2.88-
6.31) and sufficient communication with specialists
(OR 3.57; 95% CI, 2.20-5.80). The most notable dif-
ferences found between dissatisfied and satisfied
FP/GPs were related to a lack of clinical freedom
and difficulty maintaining continuing relationships
with patients.

Physician Dissatisfaction Influences
Medicare and Medicaid Care
Dissatisfaction correlates with the percentage of
physicians who are willing to care for Medicare and
Medicaid patients. A lower percentage of dissatistied
FP/GPs are accepting all new Medicaid patients than
are their satisfied counterparts (34.6% vs 43.4%;
P < .0D); and a higher percentage of dissatisfied
FP/GPs are taking no new Medicaid patients (33.5%
vs 23.7%; P < .01). Similarly, a higher percentage of
dissatisfied FP/GPs are accepting no new Medicare
patients (11.3% vs 8.6%; P = .04) (Table 4).

DISCUSSTION

A substantial proportion of family physicians, approx-
imately 1 in 5, were dissatisfied with their careers in
1996-1997. Associated characteristics of the dissatis-
fied group were older age, osteopathic training, and
graduation from a foreign medical school. Neither
type nor location of practice was a factor, although
being a full owner of the practice was associated with
greater dissatisfaction. Physicians earning less than
$100,000 per year and FP/GPs for whom less than
10% or more than 30% of patients were in gatekeep-
ing arrangements were more dissatistied.

The strongest factors associated with dissatisfaction,
however, were not personal or practice characteristics
but the perceptions of family physicians about their
ability to take good care of their patients. After we had

THE DELIVERY OF HIGH-QUALITY CARE? |

controlled for personal and practice characteristics,

dissatisfaction was much more likely when the fam-

ily physicians felt they did not have (1) the freedom
to make clinical decisions that met their patients’
needs, (2) a sufficient level of communication with

specialists, (3) enough time with their patients, (4)

the ability to provide high-quality patient care, (5)

the freedom to make clinical decisions without

financial conflicts of interest, or (6) the ability to

maintain continuing relationships with their

patients. More than half of FP/GPs who strongly dis-

agreed with the statement “I have the freedom to
make clinical decisions that meet my patients’ needs”
were dissatisfied with their medical career.

These findings are consistent with previous find-
ings concerning physician autonomy and the wide-
spread backlash against constraints associated with
managed care and gatekeeping. The findings draw
attention from financial considerations toward clini-
cal decision making as a critical factor in physicians’
career satisfaction. Understanding the basis of physi-
cian dissatisfaction is important because of the
adverse effects of such dissatisfaction. It is difficult to
imagine patients preferring to see a dissatisfied
physician or to envision a visit with a dissatisfied
FP/GP as superior to one with a satisfied physician.
In addition, this analysis specifically demonstrates
that dissatisfaction among family physicians can neg-
atively affect groups of patients by impeding access
to care for Medicaid and Medicare patients. Perhaps
the key implication of these findings is the need for
serious efforts to revise practice arrangements so that
FP/GPs can make the best possible decisions for
their patients.

Limitations

There are important limitations to our analysis. The
CTS Physician Survey is cross-sectional. While we do
not know whether these physicians are more or less
satisfied than they were in the past, recent evidence
from surveys of primary care physicians in
Massachusetts suggests that dissatisfaction has
increased since 1986.7 As in all surveys, responses
are subject to reporting error and response bias not
accounted for by statistical adjustments. Our findings
are associations between variables and do not estab-
lish causal relationships.

CONCLUSIONS

The finding that family physician dissatisfaction, after
study results are controlled for personal and practice
variables, is associated most strongly with a perceived
inability to care for patients raises significant con-
cerns. Dissatisfaction among a large proportion of
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family physicians threatens the well-being of patients.
Given the extent to which the US health care system
relies on family physicians, understanding why these
physicians are dissatisfied and responding to these
problems are important. This cross-sectional snapshot
of dissatisfaction among family physicians suggests
that patients would benefit from strategies that sup-
port rather than disrupt their ongoing relationships
with family physicians and that permit their family
physician to spend enough time with them to make
decisions that are not constrained by financial or
other conflicts of interest.
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