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Abstract

Background: The aim of family medicine is to provide
patients with comprehensive care within the biopsychosocial model. High job satisfaction is necessary to
attract physicians to this specialty
Objective: To compare job satisfaction levels between
primary physicians with training in family medicine and
physicians without specialty training.
Methods: A self-report questionnaire, the "Task
Profiles of General Practitioners in Europe," was mailed
to a stratified random sample of 664 primary care
physicians in Israel. The response rate was 77.6%.
Bivariate and logistic regression procedures were used to
analyze the data.
Results: Physicians with training in family medicine
were less satisfied with the rewards for their work than
general practitioners with no formal specialization in family
medicine. Satisfaction with the intrinsic aspects of the
work was found to be equal. Women and rural physicians
were more satisfied than men and urban physicians.
Conclusion: Measures should be taken by health
maintenance organizations to increase the level of job
satisfaction of specialist-certified family physicians to avoid
a crisis in the profession.
IMAJ 2000;2:823827

The provision of care within the biopsychosocial model in
our era of economic pressure, high consumer expectations
and medical reorganization has placed a heavy burden on the
general practitioner. In the 1960s, in order to meet these
new and often conflicting demands many countries, including Israel, introduced specialization programs for the training of family doctors [1,2].
Most of these programs were based on the assumption
that increasing primary care physicians competency and
their ability to deal with the heterogeneous medical
problems encountered in the clinics would increase their
satisfaction with their job, thereby enhancing patient
satisfaction and attracting new doctors to this specialty
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[3,4]. However, in a study of British general practitioners,
disillusionment was found to be associated with higher
levels of qualification, especially in the psychosocial and
clinical aspects of their work, and especially among male
physicians [5]. On the other hand, in the United States, the
most highly qualified group, those who worked in academic
settings as compared with solo or group practice, were the
most satisfied with their careers, presumably because their
special work environment protected them against the
disillusionment associated with working in regular community clinics [3].
Thus it remains unclear today whether the investment in
the education and qualification of primary care physicians
increases their level of satisfaction or if it creates expectations that are later unfulfilled. In one recent study, family
physicians reported feeling a loss of certainty, control and
autonomy [6]. In contrast, in a large study of board-certified
family physicians (n=537), most family physicians (82.4%)
were satisfied with their careers and if given the opportunity
most (74.9%) would again select family practice as their
specialty [7].
A recent study conducted among members of the Israel
Society of Family Physicians found that the more professionally active physicians were also the more satisfied.
Challenging work, work variety, and the opportunity to
utilize medical knowledge scored highest as positive
components. The authors conclude that clinical work and
teaching provide the most satisfaction, while administrative
work and lack of time were the main causes of dissatisfaction [8]. This study did not include GPs without
specialist certification in family medicine.
The family medicine specialization program in Israel
consists of 2 years supervised clinical work in community
clinics and 2 years hospital rotations. Concurrently there is a
400 hour course of classroom teaching that covers all
aspects of clinical care, total patient management, and
practice organization. The aim of the present study was to
determine the level of satisfaction of these certified family
physicians and family medicine residents in their last year
of training compared to general practitioners who did not
Job Satisfaction in Primary Care

823

Original Articles

specialize in family medicine. Specific variables with a
potential impact were taken into account, namely employment conditions and HMO affiliation, area of practice (rural
or urban), case load, age and gender [915]. Israel is a
natural laboratory for investigating this issue owing to the
large number of physicians from different countries who
have been integrated within the system of primary care,
including both general practice physicians who graduated
from the programs in family specialization and those who
have no formal education in family medicine. In addition,
Israel has four HMOs with different methods of payment, a
high rate of female physicians, and a good distribution of
clinics throughout the country. Finally, Israeli law provides
for national health insurance coverage for all citizens.
Our hypothesis was that physicians who have specialized
in family medicine are more satisfied with their work than
those who are not certified specialists, after other factors
known to contribute to satisfaction are taken into account.

Methods

This study is part of a national survey conducted in 1993 to
investigate the role of the primary care physician in Israel.
The studys primary objective was to examine the central
issues in primary care practice: work load, staff and
equipment infrastructure, division of work with other
specialties, relationships of primary care physicians with
hospitals, and the degree of job satisfaction. These data were
included in a comparative study of 30 countries, mainly in
Europe, conducted by the Netherlands Institute of Primary
Health Care (NIVEL). Full details of the methodology have
been published previously [16].

193 were no longer in active practice (retired or deceased),
and of the remaining 872 physicians 677 returned their
questionnaires (77.6% response rate). There was no difference in response rate according to gender or HMO
affiliation.
Questionnaire
All physicians surveyed were asked to complete the Task
Profiles of General Practitioners in Europe questionnaire.
(Copies of the study instrument are available from Winke
Boerma, NIVEL, P.O. Box 1568, Utrecht, The Netherlands.)
Validation procedures showed that the data were corroborated by data collected from other sources, such as the
physicians weekly activity logs. In addition, there was high
internal consistency for responses to different questions
[16].
Procedure
The questionnaire was mailed with a stamped return
envelope to all the physicians. Each questionnaire was
coded with an identification number to enable follow-up of its
completion and return. Telephone reminders were conducted from March to August 1993, with the final reminder
by the principal investigator or one of his assistants to
physicians who missed the deadline return date.

Sampling
The physicians were selected from a list based on data
provided by the four HMOs in Israel, and as of the beginning
of 1992 included 2,925 names. The sampling was randomized and stratified according to two variables: affiliation to
HMO (General Health Services only, which is the largest
and known as "Clalit," or working in another HMO or in two
or more HMOs) and specialty of the physician (specialist in
family medicine or resident in family medicine and with no
specialty or specialty in another branch of medicine). Study
variables (age, gender, practice setting, location of clinic,
appointment practice) showed that those physicians working
for two HMOs  Clalit and another  were similar to
physicians working for the small HMOs alone, and for the
rest of the analysis they were included among the small
HMOs. In the sample there was an intentional overrepresentation of FPs and physicians from the small HMOs
to provide enough cases for comparison among the groups.
The findings were weighted according to the ratio of
sampling in each stratum. Of the 1,065 selected physicians

Variables
Job satisfaction: measured by seven items rated on a
Likert scale from 1 (strongly agree) to 5 (strongly disagree).
The job satisfaction scale was based on the Job Satisfaction
Index developed by Melville [14].
Professional status: The definition of primary care
physicians was based on the guidelines of the World
Organization of Family Physicians (WONCA, 1991); namely
certified or resident in family medicine, residents in family
medicine in their last year of the program, and practicing in
primary care without specialization.
Based on the literature we assumed that in addition to the
professional qualification, job satisfaction may be correlated
with four domains: the professional activity as reported by
the physicians, personal characteristics, work setting
characteristics, and remuneration. These domains were
represented by the following items: age and gender; area of
practice (urban vs. rural); HMO (Clalit vs. others); number
of daily contacts with patients; case load; number of work
hours per week; and employment conditions (salaried,
independent or combined, working part time in hospital,
and salaried, working part time in hospital and independent,
or salaried and having a private practice). Independent
physicians have their own clinic and receive payment
according to case load, whereas salaried physicians work
in the HMO clinic, using its administrative facilities and earn
a basic monthly salary.

_________________
HMO = health maintenance organization
FP = family physicians

Statistical analysis
Bivariate and logistic regression procedures were used.
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Results

The sample for the present study included 664 physicians
(13 physicians were excluded because information on their
professional status was missing). The sample included 156
FPs (23.5%), 56 RFPs (8.4%), and 452 nFPs (68.1%). Table 1
summarizes the characteristics of the sample.
Analysis of the responses to the Job Satisfaction Index of
the whole sample showed that in general 91.3% of the whole
cohort still had the same interest in their work as in the past
(strongly agreed or agreed) and 89.1% enjoyed their job.
Only 5.6% would have preferred a non-medical job if the
salary and work conditions were the same. However, 33.2%
believed there was no sense in some aspects of their work,
50.5% responded that there was too much administrative
work, and 19.9% that there was wasted efforts in their work.
Only 35.19% strongly agreed or agreed that the reward was
commensurate with the efforts they invested in their work.
Table 2 presents the levels of satisfaction for each item of
the Job Satisfaction Index. FPs and RFPs, compared to nFPs,
had a greater tendency to perceive their work as having
unreasonable aspects ("job nonsense") and involving unnecessary administrative work, with little correspondence
between effort and remuneration.
Table 1. Characteristics of physicians

______________________________________________________________
Variable
FP
RFP
nFP
c2
(n=156)
(n=56)
(n=452)
P
No.
%
No.
%
No.
%
______________________________________________________________
Work for Clalit
126
81.0 49
8.3
139 48.6
33.82
.0001
Urban practice
133
85.3 39
69.6
385 85.2
13.97
.001
Independent
29
18.6
2
3.6
126 27.9
26.97
practice
.0001
Age (yr)
47±11.40
40±6.97
50.0±10.77
25.38
(mean ± SD)
.0001
Case load
1,454±580.25 1,629±860.02 1,373±772.68 3.19
(mean ± SD)
.04
______________________________________________________________

Factor analysis of the Job Satisfaction Index identified two
clusters: intrinsic factors, including three items ("still
interested in work as in past," "assuming same salary and
same work conditions I would prefer another, non-medical
job," and "I really enjoy my work") and compensation factors,
including four items ("I feel there is no reason in some
aspects of my job," "I deal a lot with unnecessary
administrative work," "In my work there is a strong
correlation between work and remuneration," and " I invest
much futile effort").
Univariate analysis yielded statistically significant differences for the following [Table 3]:
· Professional status: FPs and RFPs were less satisfied
than nFPs regarding the compensation factors, but there
was no difference between the groups for the intrinsic
factors.
· Gender: women were more satisfied than men regarding
the intrinsic factors.
· Employment conditions: independent physicians were
more satisfied than salaried or combined salaried and
independent for both intrinsic factors and compensation
factors
· Area of practice: rural doctors were more satisfied than
urban doctors for the compensation factors.
· HMO affiliation: physicians working for Clalit had lower
scores on the Compensation Factors than physicians
belonging to the other HMOs. Pearson correlation for
Intrinsic Factors and caseload: r=-0.082, P=0.041;
Compensation Factor and case load: r=-0.182,
P=<0.0001; number of patient contacts: r=-0.137,
P=0.001; number of regular work hours per week: r=0.103, P=0.009.
· Age: age was not significantly related to satisfaction.
Multivariate analysis was performed because of a likely
interaction among the variables,. For each analysis we
entered the professional status (FP or nFP) first and then
the status of resident vs. non-resident (RFP or FP). Of the
three employment status items two were entered into the
Table 3. Univariate analysis

Table 2. Level of job satisfaction

______________________________________________________________
Variable
FP
RFP
nFP
t
P
No.
%
No.
%
No.
%
______________________________________________________________
Job nonsensical
57
42
21
38
115
30 6.7 .004
Job interesting
141
94
54
93
385
90 2.64 NS
Unnecessary
administrative
work
86
59
33
57
187
47 7.6 .002
Prefer nonmedical job
5
4
2
3
26
6 2.2 NS
Enjoy job
134
89
55
93
388
89 1.0 NS
Poor ratio of effort
to remuneration 44
30
19
33
152
37 2.3 NS
Futile work
31
22
12
20
78
19 1.30 NS
______________________________________________________________
____________________
RFP = residents in family medicine
nFP = family physicians without specialization
IMAJ · Vol 2 · November 2000

______________________________________________________________
Intrinsic factors
Compensation factors
______________________________________________________________
Professional status
nFP 3.16±0.84
FP 2.89±0.79
RFP 2.9±0.73
F=6.47, P<0.001
Gender

Female 4.4±0.5
Male 4.28±0.7
F=10.9, P<0.001

Employment

Independent 4.49±0.61
Combined 4.33±0.71
Salaried
4.30±0.65
F=4.857, P=0.008

Area

Independent 3.4±0.85
Combined 3.0±0.85
Salaried
2.95±0.79
F=16.37, P<0.0001
Rural 3.1±0.86
Urban 2.99±0.67
P=26.76, P<0.001

HMO

Others 3.31±0.88
Clalit 2.95±0.79
P=26.76, P<0.0001
______________________________________________________________
Job Satisfaction in Primary Care
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Table 4. Logistic regression analysis predicting level of job
satisfaction (whole population)*
______________________________________________________________
Dependent
Independent Beta
T value
P
variable
variable
______________________________________________________________
Intrinsic factors
Independent
.20
2.29
.02
Gender
-.0.20
-3.49
.00
Compensation
factors
FP
-.21
-2.58
.01
Independent
.38
3.68
.00
No. of patients
on list
-0.0001
-1.89
0.06
HMO
-0.24
-2.94
.000
Gender
-.20
-2.78
.01
______________________________________________________________
* Only variables found to be significant are shown.

regression as a dichotomous variable as compared to being
salaried (e.g., independent vs. salaried, combined independent and salaried vs. salaried). In addition, the following
variables were entered: number of patients per day
(continuous variable), number of work hours per week
(continuous variable), case load (continuous variable),
gender, rural vs. urban setting, type of HMO (Clalit vs.
other), and age (continuous variable). The analysis was done
separately for each factor of the Job Satisfaction Index [Table
4]. We repeated the analysis for the HMO Clalit physicians
separately.
In summary, the results showed that:
· For intrinsic factors: independent physicians were more
satisfied than salaried, and women were more satisfied
than men.
· For compensation factors: FPs were less satisfied than
nFPs, women were more satisfied than men, HMO Clalit
doctors were less satisfied than other HMO doctors,
independent physicians were more satisfied than salaried, and increasing list size was associated with lower
satisfaction.
· For HMO physicians only: the findings were similar for
the intrinsic factors. For the compensation factors the
findings were similar, and physicians working in a rural
setting were more satisfied.

Discussion

The primary care profession worldwide is suffering from a
crisis expressed by low morale [17]. There is a documented
increase in both morbidity and mortality for general
practitioners, with higher rates of deaths from suicide,
poisoning and cirrhosis of the liver than among other
professions [18]. In the United States, there is a serious
decline in interest in primary care among medical students
and burnout among increasing numbers of practicing
primary care physicians [19].
The main finding of this study was that certified family
physicians are less satisfied in their work than non-certified
general practitioners. Residents in family medicine were
similar to certified family physicians in this respect. In
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general terms, our results are corroborated by Gross et al.
[8], who showed that 67.1% of certified family physicians
were satisfied or very satisfied with their job compared to
73.6% of non-certified general practitioners. In our study,
this was expressed mainly by the family physicians
perceptions of the imbalance between efforts and compensation, an excess of unnecessary administrative work, and a
high degree of "job nonsense." In contrast, similar levels of
satisfaction were found for the two groups regarding the
intrinsic factors.
The majority of physicians in this representative sample
of general practitioners enjoy their job, find interest in it, and
would not prefer a non-medical job. However, physicians
were not satisfied with the balance between the efforts they
invested in their work and the monetary rewards. Similar
findings were found in Austria, Sweden and Estonia [20].
Similarly, in a recent study conducted in Mexico that
compared family physicians job satisfaction in different
medical care organization models, the risk of dissatisfaction
increased among specialists in family medicine [21].
Interestingly, in all of these countries, as in Israel, there is
no obligatory specialization in family medicine. By contrast,
in Holland, Norway, Switzerland and Ireland, researchers
found less dissatisfaction among family physicians with this
aspect of work [20].
Multivariate analysis showed that in addition to the
professional qualifications, other factors  being a woman,
working in a rural or small community, and working on an
independent basis  were associated with higher levels of
satisfaction. The findings for gender are similar to those in
the literature [1013], but the findings regarding area of
work (rural vs. urban) are in contrast with reports from the
U.S. [5,7]. This might be explained by the different
geographic distributions and socioeconomic profiles of the
populations in rural areas in the two countries: rural
communities in Israel are usually within a 15 minute drive
from a medical center and have a higher socioeconomic
status. Since the focus of our study was the association
between professional qualifications and job satisfaction, we
did not analyze these findings further. Other variables of
work strain, such as case load, number of patients seen daily
and number of weekly clinic work hours, were not strongly
associated with level of satisfaction.
How can we explain the lower level of satisfaction among
certified family physicians? This finding, although surprising
at first glance, may be understood in terms of expectations.
Family physicians are usually the more idealistic primary
care physicians and are willing to devote many years to
postgraduate studies. Yet, they may find the reality of
medical practice disappointing [4]. One of the findings of the
NIVEL study is that physicians in Israel, compared with
other countries, have the lowest number of working hours
per week (38.45 vs. 45.1 hours in Sweden and 57.1 hours in
Austria) but they see the second highest number of patients
daily [21]. Apparently, Israeli doctors devote less time to
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each patient, a factor that may have an important impact on
the physicians satisfaction [16]. It is also the family
physician, in contrast to the non-certified GP, who expects
more quality in his or her work and who would therefore be
more demoralized by this state of affairs. This finding is in
accordance with our own impression from speaking with
graduates of the residency programs in family medicine in
Israel, and from the summaries of Balint group meetings
over the last 15 years with residents in family medicine at
Ben-Gurion and Tel Aviv University (B Maoz, personal
communication).
According to the classic study by Grol and colleagues
[15], feelings of frustration are one of three factors found to
affect general practitioners work satisfaction most adversely. In their study 57 Dutch doctors reported on sources
of positive and negative experience in their daily work, and
the negative factors were found to affect clinical performance adversely. In their editorial in the British Journal of
General Practice, McBride and Metcalfe [17] cite two
possible causes of general practitioners low morale: the
high workload and the inability to develop a career in family
medicine. These observations, coupled with our findings,
should raise concern among educators and directors in the
field who are striving to increase the number of qualified
family physicians but fail to organize the system for high job
satisfaction. This increases the crisis in primary care
medicine since more dissatisfied doctors mean more
dissatisfied patients [22,23]. In particular, it has been
shown that patient satisfaction is most closely related to the
quality of the physicians personal relationships [24].
Possible solutions include a restructuring of the work
setting, the organization of consultation groups such as
Balint groups, and the provision of counselors and mentors.
Furthermore, considering our findings regarding compensation, we suggest that higher financial remuneration might
moderate the dissatisfaction felt by the certified FPs. They
should also be given more clinical privileges than noncertified GPs and/or be allowed a wider range of accredited
procedures [25,26].
Limitations of the study
As all the data were collected by self-report, the physicians
may have given socially desirable responses. Anonymity
might have lessened this trend. Nevertheless, the study
instruments were well validated [16], the sample was
formally randomized, and the response rate was adequate.
__________________________________________________
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