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Background: Community health centers (CHCs) receive $2.9 billion in federal funding to provide pri-
mary care to 20 million people annually, and these numbers are increasing. Understanding of physician
satisfaction in CHCs may help guide recruitment and retention efforts aimed at expanding CHC pro-
grams. The objective of this study was to contrast the satisfaction of family physicians working in CHCs
with the satisfaction of family physicians working in other practice settings.

Methods: Analysis of 4 cross-sectional surveys of recent residency graduates from the Washington,
Wyoming, Alaska, Montana, and Idaho Family Medicine Residency Network. Surveys were conducted
approximately every 3 years from 2000 to 2010. Main outcome measures included self-reported satis-
faction with residency training, practice, and specialty on a 1 (low) to 5 (high) scale.

Results: Eight hundred ninety-three family physician responded (response rate, 61%), of whom 129
were CHC physicians and 764 were non-CHC physicians. Compared with non-CHC physicians, higher
proportions of CHC physicians reported being highly satisfied with their residency training (79% vs
61%; P < .01) and choice of specialty (74% vs 60%; P < .01). In contrast, lower proportions of CHC
physicians were highly satisfied with their employers (62% vs 72%; P � .05). There were no differences
in satisfaction with practice partners, income, practice location, or work hours. After adjustment for
physician, practice, and community characteristics, CHC physicians were more likely to be highly satis-
fied with their residency training (odds ratio, 2.6; P � .001) and their choice of specialty (odds ratio,
1.7; P � .03). CHC physicians were less likely to be highly satisfied with their employers (odds ratio,
0.5; P < .01).

Conclusions: The lower level of satisfaction reported by CHC physicians has implications for work-
force recruitment and retention in CHC settings. In an era of CHC growth, efforts to improve physician
relationships with employers may be a potential target for enhancing the physician workforce in CHCs.
(J Am Board Fam Med 2012;25:470–476.)
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In the face of the current primary care workforce
shortage, many community health centers (CHCs)
are struggling to recruit and retain qualified physi-
cians. CHCs are federally funded primary care clin-

ics that provide care for medically underserved
populations.1,2 They received almost $2.9 billion in
federal funding in 2010, and increases in future
funding are being considered.3 However, only 43%
of CHC executive and medical directors report
adequate physician supplies.4 Family physicians ac-
count for almost half of primary care physicians
employed by CHCs,5 and an estimated 13% of
family physician positions at CHCs are unfilled.5

CHCs will need to recruit an additional 16,000 to
20,000 primary care providers to meet increasing
patient demand.6 In addition to the need to recruit
new physicians for expansion, CHCs also have
faced problems retaining physicians.7 The cost of
physician turnover is significant, estimated to be

This article was externally peer reviewed.
Submitted 20 October 2011; revised 24 January 2012;

accepted 30 January 2012.
From the Department of Family Medicine, University of

Washington, Seattle.
Funding: Funding was provide by a Ruth K. Kirchstein

National Research Service Award (NRSA) Institutional Re-
search Training Grant and the University of Washington
Family Medicine Residency Network.

Conflict of interest: none declared.
Corresponding author: Allison M. Cole, University of

Washington, 6524 11th Ave NW, Seattle WA 98117.
(E-mail: acole2@u.washington.edu).

470 JABFM July–August 2012 Vol. 25 No. 4 http://www.jabfm.org

 on 13 M
arch 2026 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2012.04.110295 on 5 July 2012. D

ow
nloaded from

 

http://www.jabfm.org/


more than $200,000 per physician.8 Without ade-
quate physician staffing, CHCs will be unable to
meet the increasing demand for their services.

To improve understanding of the physician
workforce and to plan for future physician work-
force needs, consideration of physician satisfaction
is important. The Price Mueller model of job sat-
isfaction shows that the primary predictor of job
turnover is job satisfaction.9 Differences in job sat-
isfaction would be expected to lead to differences in
job turnover. Research has shown that physician
dissatisfaction is associated with an intention to
leave a practice.8,10 In particular, physician satisfac-
tion with colleagues11 and employers12 both have
been shown to be negatively correlated with inten-
tion to leave a practice.

Physician job satisfaction also is associated with
patient outcomes. Higher physician satisfaction is
associated with higher patient satisfaction13 and
patient-reported quality of care.14 Physician dissat-
isfaction also is associated with increased rates of
prescription of nonrecommended medications.15

Practice characteristics that are associated with
physician job satisfaction include job control or
autonomy and satisfaction with income.16–18 Phy-
sician characteristics, such as race and sex, have not
been demonstrated to be strongly associated with
job satisfaction.18

Because of the unique mission and structure of
CHCs, it is reasonable to hypothesize that the
satisfaction of physicians working there may be
different from those in other practice settings.
Knowledge of CHC physician satisfaction may sug-
gest areas for intervention to improve CHC phy-
sician satisfaction, potentially improving the quality
of care provided in CHCs and reducing costs asso-
ciated with physician turnover. In this study our
primary aim was to contrast the satisfaction of fam-
ily physicians working in CHCs with the satisfac-
tion of family physicians working in other practice
settings.

Methods
Study Design and Data Sources
We mailed surveys to all 1472 physicians who grad-
uated from family practice residency programs af-
filiated with the University of Washington Family
Practice Residency Network (the Network) in the
13 years from 1997 to 2009. Graduates from 1997
to 1999 were surveyed in 2000. Graduates from 2000 to

2002 were surveyed in 2003. Graduates from 2003 to
2005 were surveyed in 2006. Graduates from 2007 to
2009 were surveyed in 2010. All responses were com-
bined in to one data set. We excluded 23 physicians and
exclusion criteria included practicing �50% full-time
equivalent (FTE), practicing outside the United States,
and practicing in a non–family medicine setting (eg,
urgent care, emergency room). Eight hundred ninety-
three physicians were eligible (61% response rate).
The Network includes 18 programs in rural, urban,
inner city, and military settings across the 5-state
region of Washington, Wyoming, Alaska, Mon-
tana, and Idaho. Approximately 135 residents grad-
uate from the Network each year. This study was
reviewed and exempted by the Human Subjects
Review Committee of the University of Washing-
ton.

We mailed the questionnaires, along with a self-
addressed, stamped return envelope, to all Network
graduates. The survey instrument included items
about demographic information, practice patterns,
several realms of satisfaction, and the adequacy of
residency training for practice. It contained 120
items and was 5 pages in length. If questionnaires
were returned as undeliverable, current addresses
were sought from residency programs and from the
American Academy of Family Physicians member-
ship database. A follow-up survey was sent to all
nonrespondents 2 months later. All names and
identifying information were removed from the
data before analysis. Participants were asked about
8 areas of career satisfaction: residency training
(training), choice of specialty (specialty), relation-
ship with employer (employer), relationship with
partners (partners), work hours (hours), practice
location (location), and income. Responses were
given on a 1 to 5 Likert-type scale, with 1 being the
lowest satisfaction and 5 the highest (Table 1).
Early analysis showed the responses were substan-
tially skewed toward high reported satisfaction
(data not shown), so we made the decision to di-
chotomize our outcome measures into “highly sat-
isfied” (Likert value, 5 of 5) versus “not highly
satisfied” (Likert value, 4 of 5 or less). This is
consistent with methods used in other studies of
physician satisfaction.17,19

We determined participants’ practice setting
(CHC vs other) by self-reported answer to the
question, “Do you practice in any of the following
underserved areas?” Response choices coded as
CHCs included “community health center” and
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“migrant health center.” We coded all other re-
sponses as “non-CHC.” We combined CHC and
migrant health centers because both are funded
through the Federally Qualified Health Center
program.20 We were unable to verify self-report of
practice type. However, we coded response choices
to the question about other underserved practice
settings (rural health clinic, indian health clinic,
health professional shortage area, and other under-
served setting) as non-CHC to minimize misclas-
sification bias.

Statistical Methods
We compared basic demographic, practice, and
community characteristics of CHC and non-CHC
physicians using the �2 test for categorical variables
and t tests for continuous variables. In the bivariate
analysis, we used the �2 test to compare the pro-
portion of CHC and non-CHC physicians who
were highly satisfied (rating satisfaction, 5 of 5) in
each area. To test for secular trends that could have
affected our conclusions, we used a linear test for
trend for both CHC and non-CHC physicians in
each area of satisfaction. For the multivariate anal-
ysis, we determined covariates used in the adjust-
ment model a priori and included physician sex,
physician years in practice, physician teaching re-
sponsibility (yes/no), physician FTE status, practice

community size, practice community median in-
come, physician compensation method (salaried vs
other compensation structure), and patient volume
(self-report of number of patients seen in 8 hours).
To account for potential clustering of our data by
time or residency program, we used a multilevel
mixed effects logistic regression model that was
adjusted for the covariates mentioned earlier, with
survey wave (year in which respondent completed
the survey) as a fixed effect and residency program
as a random effect. Models were estimated with
STATA 11 statistical software (StataCorp, LP,
College Station, TX). We assessed the statistical
significance of odds ratios using the Wald test, with
P � .05 as the criterion for statistical significance.
The goodness of fit for each model was tested with
the Hosmer-Lemeshow test.

Results
A total of 893 family physicians completed the
survey, of whom 129 CHC physicians and 764
non-CHC physicians. The proportion of survey
respondents practicing in CHCs was consistent
across graduation years (data not shown). The char-
acteristics of the physicians are shown in Table 2.
There was a significantly lower proportion of men
in the CHC physician group compared with the
non-CHC physician group. The proportion of
physicians practicing in small towns (populations
�10,000) was significantly higher in the non-CHC
group. A lower proportion of CHC physicians
compared with non-CHC physicians were paid by
salary alone. The other physician, community, and
practice characteristics were similar between the 2
groups.

The results of the bivariate analysis shown in
Table 3 demonstrate several differences between
CHC and non-CHC physicians. Compared with
non-CHC physicians, significantly higher propor-
tions of CHC physicians were highly satisfied with
their residency training and choice of specialty. In
contrast, significantly lower proportions of CHC
physicians were highly satisfied with their employer
and partners. No significant differences were seen
in the proportions of physicians who were highly
satisfied with their location, income, or hours. We
found no statistically significant linear trend (data
not shown) in any area of satisfaction for either
CHC or non-CHC physicians over the years in-
cluded in the study (P � .1 for all tests).

Table 1. Instrument Used to Assess Physician
Satisfaction

Please circle the number that indicates your satisfaction level
with your principal practice.

Unsatisfied
Highly

Satisfied

Location 1 2 3 4 5
Partners 1 2 3 4 5
Employer 1 2 3 4 5
Hours 1 2 3 4 5
Income 1 2 3 4 5

How satisfied are you with your choice of specialty? Please
circle one.

Unsatisfied Highly Satisfied

1 2 3 4 5

How satisfied are you with your residency training? Please
circle one.

Unsatisfied Highly Satisfied

1 2 3 4 5
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Table 4 shows the results of the logistic regression
analysis of both the unadjusted and adjusted models.
The adjusted models reflect the results of the mixed
effect model and control for physician sex, FTE, years
in practice, teaching responsibility, community size,
median household income of the practice commu-
nity, physician reimbursement method, and patient
volume. CHC physicians were more likely than non-
CHC physicians to be highly satisfied with their
training (odds ratio [OR], 2.56; P � .01) and specialty
(OR, 1.71; P � .03). In contrast, CHC physicians
were less likely to be highly satisfied with their em-
ployers (OR, 0.51; P � .01). CHC physicians were
also less likely to be highly satisfied with their partners
(OR, 0.67; P � .07), although this difference did not
reach statistical significance. No significant differ-
ences in satisfaction were observed for CHC versus
non-CHC physicians for income or location.

Discussion
After adjustment for covariates, compared with
non-CHC physicians, CHC physicians were more
likely to be highly satisfied with their residency
training and choice of specialty but less likely to be
highly satisfied with their employers. These obser-
vations may have implications for physician work-
force planning in CHC settings.

CHC physicians who were highly satisfied
with their choice of specialty may reflect the
congruence of their beliefs about the mission of
Family Medicine with the mission of CHCs.
CHCs began in the 1960s as part of the War on
Poverty, with a mission to improve the health of
poor and medically underserved communities.20

Family Medicine emerged as a specialty around
the same time, with a commitment to providing
accessible, affordable quality health care to ev-

Table 2. Characteristics of Respondent Family Physicians

Physician Characteristics
Total

(N � 893)
CHC Physicians

(n � 126)
Non-CHC Physicians

(n � 764) P

Men (%) 48 31 50 �.01*
Mean years since residency graduation 1.75 1.74 1.77 .70
Full-time equivalent (mean) 0.92 0.91 0.92 .63
Involved in teaching (%) 83 83 83 .85
Community Characteristics

Practicing in town with population �10,000 (%) 27 18 27 .02*
Median household income of practice community ($) 42,037 43,256 41,843 .30
African American (mean %) 5.0 4.5 5.1 .49
Hispanic (mean %) 8.1 8.9 8.0 .41

Practice Characteristics
Patients seen in 8 hours (mean) 20.6 20.5 20.6 .82
Proportion paid by salary alone (%) 42 29 44 �.01*

*P � .05, �2 test.
CHC, community health centers.

Table 3. Proportions of Physician Respondents Highly Satisfied (5 of 5) in Selected Dimensions

Dimensions Total (%) CHC Physicians (%) Non-CHC Physicians (%) P

Training 63.1 75.9 61.0 �.01*
Specialty 62.6 74.4 60.6 �.01*
Employer 71.6 61.7 73.2 .01*
Partners 56.7 48.1 58.1 .03*
Location 49.5 44.4 50.3 .20
Income 29.1 30.1 28.9 .79
Hours 38.7 39.1 38.6 .92

*P � .05, �2 test.
CHC, community health centers.
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eryone.21 CHC physicians may be more likely to
see the mission of CHCs as an embodiment of the
mission of Family Medicine. Further research to
explore this is needed.

CHC physicians who were highly satisfied with
their residency training may identify similarities
between residency practices and CHC practices.
The Network includes 4 residency sites affiliated
with clinics that operate as CHCs or CHC look-
alikes, and the mission of care for the underserved
influences the curriculum in all the affiliated resi-
dencies. More research is needed to confirm this
possibility. This also supports the need for oppor-
tunities to train Family Medicine residents in CHC
settings. The Teaching Health Center program is
an example of a successful model that finances a
structured relationship between residency pro-
grams and CHCs, allowing increased opportunities
for resident training in CHC settings.22 The recent
passage of the 2010 Affordable Care Act authorized
grant funding to expand this model.

CHC and non-CHC physicians were equally
likely to be highly satisfied with their practice lo-
cations, work hours, and income. The lower pro-
portion of CHC physicians paid by salary alone
compared with non-CHC physicians may reflect
the early career stage of respondents. New physi-
cians in private practice may be paid by salary while
they build their practices, whereas many CHCs
have begun to adopt incentive payment structures.
Alternatively, the Medical Group Management As-
sociation reported that the percentage of medical
practices that are physician owned has declined
while the percentage of medical practices that are

owned by hospitals or health systems has increased.
The declining number of graduates choosing jobs
in physician-owned practices may be the cause of
the observed differences in payment structure.
However, these differences in payment structure do
not seem to be influencing physician satisfaction
with income.

In contrast to the high proportion of CHC phy-
sicians who are highly satisfied with residency train-
ing and choice of specialty, CHC physicians were
significantly less likely to be highly satisfied with their
employers. Research on physician satisfaction empha-
sizes that autonomy and work control are strongly
associated with physician satisfaction.16–18 Research
also has shown a strong negative correlation between
physician satisfaction with employer and intention to
leave a practice.12 The finding that CHC and non-
CHC physicians reported no significant differences in
satisfaction with their incomes, hours, and locations
suggests that satisfaction with employer is an element
independent of these other practice characteristics.
Because further study is needed to clarify exactly what
is being measured with the employer satisfaction
question used in this questionnaire, we are planning
a qualitative study to investigate more thoroughly
the relationship between physicians and employers
in CHCs.

There was a nearly significant negative associa-
tion between practicing in a CHC and being highly
satisfied with practice partners. Given the magni-
tude of the point estimate, the lack of statistical
significance may reflect inadequate sample size to
have detected a true difference. Thus, evaluation of
this potential negative association in a larger sam-

Table 4. Unadjusted and Adjusted Odds Ratios and Goodness of Fit for Each Model Describing the Association
between Community Health Center Physicians and Being Highly Satisfied in Specific Areas

Unadjusted Odds Ratio P
Adjusted Odds Ratio

(95% Confidence Interval)* P
Hosmer-Lemeshow �2 (P)

for Adjusted Model

Training 2.02 �.01 2.56 (1.50–4.36) �.01† 10.8 (.3)
Specialty 1.89 �.01 1.71 (1.04–2.79) .03† 9.7 (.4)
Employer 0.59 �.01 0.51 (0.32–0.82) .01† 9.4 (.4)
Partners 0.67 .03 0.67 (0.43–1.04) .07 7.7 (.6)
Location 0.79 .20 0.80 (0.52–1.24) .31 7.2 (.6)
Income 1.06 .79 1.17 (0.73–1.89) .50 6.3 (.7)
Hours 1.02 .92 1.23 (0.79–1.92) .36 15.4 (.1)

*Adjusted using mixed effect models for sex, years in practice, full-time equivalent, teaching responsibility, community size, median
income of practice community, reimbursement method, patient volume, survey year (fixed effect) and residency program (random
effect).
†P � .05, Wald’s test.
‡Variables in the mixed effect model that were associated with satisfaction.
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ple size is warranted. This is important because
research has shown that physicians’ relationships
with colleagues are negatively associated with in-
tention to leave a practice.11 Therefore, further
investigation of physician’s relationships with their
colleagues, in addition to a deeper understanding of
the relationship between CHC physicians and their
employers, may be useful in developing interven-
tions to improve CHC physician satisfaction.

Strengths of our study include the high survey
response rate and the broad geographic spread of
our respondents over 44 states. However, our con-
clusions may be limited by the usual limitations of
surveys, including the lack of representativeness of
our sample. All respondents graduated from one of 19
family medicine residency programs in the Washing-
ton, Wyoming, Alaska, Montana, and Idaho region
and may not accurately reflect the views or experi-
ences of physicians trained in other areas of the coun-
try. Our study also may be subject to nonresponder
bias. Because of the design of the survey, we do not
have any information about nonresponders. Whether
nonresponders differed systematically from respond-
ers could affect our conclusions. However, our high
survey response rate somewhat alleviates this concern.

The survey was conducted with physicians who
recently (within 3 years) graduated from residency
and are likely new to their practices. However, it
may not accurately predict these physicians’ future
career satisfaction or career plans. Also, our results
report proportions of physicians who are highly
satisfied with certain areas of their careers and prac-
tices. It is not known whether these measures are
associated with turnover in the same way that levels
of dissatisfaction have been.10 Because this was an
observational study, we are unable to draw causal
inferences from these results and are unable to
assess unmeasured confounding. To address these
limitations, we are planning a follow-up survey of
these physicians to determine temporal changes in
satisfaction as well as actual changes in practice
settings. Another limitation to consider is that dif-
ferences in satisfaction may be because of unmea-
sured factors rather than actual practice in a CHC
or other practice setting. For example, CHC phy-
sicians may be more likely to be National Health
Service Corps Scholars or J-1 visa recipients, either
of which could impact satisfaction. Despite these
limitations, given that physician recruiting often
occurs from the pool of recent residency graduates,

an accurate understanding of this group is helpful
in primary care workforce planning.

Our findings raise several concerning issues.
CHCs are recruiting dedicated family physicians
who are highly satisfied with their residency train-
ing and choice of specialty yet are less likely to be
highly satisfied with their employers and possibly
their partners. We wonder if the CHC work envi-
ronment is contributing to this difference in satis-
faction and potentially leading to physician turn-
over in CHCs. Future research should focus on a
better understanding of the relationship between
CHC physicians and their employers and partners.

Conclusions
CHC physicians were more likely to be highly
satisfied with their residency training and choice of
specialty and less likely to be highly satisfied with
their employers. The lower level of satisfaction
reported by CHC physicians has implications for
workforce recruitment and retention in CHC set-
tings. In an era of CHC growth, efforts to improve
physician relationships with employers may be a
potential target for enhancing the physician work-
force in CHCs.

The authors thank Dr. Frederick Chen for his thoughtful review
of the manuscript and C. Holly Andrilla for her assistance with
the statistical analyses.
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