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Identity is our reflective view of 
ourselves, including our social 
identity and our personal iden-

tity.1 Social identities are connected 
to our membership in groups.2 Fam-
ily physicians typically perceive at 
least two levels of social identity; 

one as a physician, an identity they 
share with other physicians, and a 
second, more focused identity as a 
family physician.3 

Within academic family medi-
cine, faculties include not only fam-
ily physicians but also other faculty, 

including nonphysician health care 
providers and nonphysician educa-
tors and researchers. According to 
the most recent numbers provided 
by the constituent organizations, 
a substantial portion of members 
of the Society of Teachers of Fam-
ily Medicine (STFM) and the North 
American Primary Care Research 
Group (NAPCRG) are not physicians 
(Jessica Sand and Sarah Eggers, per-
sonal communication, 2017). Non-
physician faculty members are often 
integrated into the education and re-
search activities of academic family 
medicine.4,5 Until recently, nonphy-
sician faculty were restricted from 
taking on a role as a core member 
of residency programs per current 
Accreditation Council for Graduate 
Medical Education (ACGME) poli-
cy.6 However, we do not know how 
nonphysician faculty perceive their 
social identity and role in academic 
medicine, and their internalization of 
a professional identity around family 
medicine is unclear.  

One commentary raised the issue 
of potential conflicting role identi-
ties that nonphysician faculty may 
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BACKGROUND AND OBJECTIVES: Nonphysician faculty are common in aca-
demic family medicine departments and residencies. The objective of this study 
was to examine whether these nonphysician faculty have adopted a profes-
sional identity of family medicine and how that relates to job satisfaction and 
organizational commitment. 

METHODS: In 2017, a survey of nonphysician members of the Council of Aca-
demic Family Medicine organizations in the United States and Canada was con-
ducted. The overall response rate for the survey was 52.6% (526/1,001). The 
current analysis was conducted on the individuals who met all of the inclusion 
criteria and had complete data on all investigated scales (n=360). Scales on 
professional identity, job satisfaction, and organizational commitment were ex-
amined along with age, gender, race, and professional characteristics.  

RESULTS: The respondents indicated a professional identity with family medi-
cine, commitment to their organization, and high job satisfaction. There was a 
lack of association with gender for these primary variables. Professional identity 
had a moderately positive relationship with years in family medicine (r=0.23). 
Professional identity had a moderately strong positive relationship with both 
commitment to the organization (r=0.41), and job satisfaction (r=0.43). In multi-
variate regressions, race/ethnicity was associated with both professional identity 
(P<.05) and job satisfaction (P<.05), with nonwhites having lower professional 
identity and job satisfaction.   

CONCLUSIONS: The results of this survey of nonphysician faculty in family 
medicine indicated a high professional identity to family medicine, high job 
satisfaction, and commitment to their organization. Strategies including cultur-
al competency training may serve as important tools to avoid dissatisfaction 
or turnover among this key workforce element in academic family medicine.
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hold.7 Specifically, does the indi-
vidual avow the identity of family 
medicine or does he or she avow the 
identity of a “home discipline,” such 
as that of a psychologist, anthropol-
ogist, epidemiologist, or pharmacist 
who is employed in a family medi-
cine department? It can potentially 
be alienating to primary care physi-
cians for a nonphysician colleague to 
stress that academic family medicine 
is not their academic home. Mutual 
respect for the intellectual contribu-
tions of each member of the team is 
necessary to build cohesiveness and 
buy-in by all participants.

While these conflicting issues are 
present, little research has been 
done to investigate how nonphysi-
cian faculty feel about their identity 
and integration into family medi-
cine organizations. The aim of this 
study is to use a national survey of 
academic nonphysician faculty to in-
vestigate their feelings of identity in 
family medicine and the relation of 
that identity to job satisfaction and 
organizational commitment.

Methods
This study is an analysis of a regu-
larly-conducted survey as part of the 
Council of Academic Family Medi-
cine Educational Research Alliance 
(CERA). CERA is a joint initiative 
of all four major US academic fam-
ily medicine organizations (STFM, 
NAPCRG, Association of Depart-
ments of Family Medicine [ADFM], 
and Association of Family Medicine 
Residency Directors [AFMRD]). The 
CERA Steering Committee chose 
to include our study’s questions 
as part of the larger omnibus sur-
vey in their regular cyclical survey. 
This study’s questions were evalu-
ated by the CERA Steering Commit-
tee for consistency with the overall 
subproject aim, readability, and ex-
isting evidence of reliability and va-
lidity. Pretesting was done on family 
medicine faculty who were not part 
of the target population. Questions 
were modified following pretest-
ing for flow, timing, and readabili-
ty. The project was approved by the 

American Academy of Family Physi-
cians Institutional Review Board in 
June 2017. Data were collected from 
July 5, 2017 to August 13, 2017. 	

The sampling frame for the sur-
vey was nonphysician members of 
the Council of Academic Family 
Medicine organizations in the Unit-
ed States and Canada. Participants 
were selected based on membership 
type, followed by a screen validat-
ing the users’ credentials provided 
in their profiles. Email invitations to 
participate were delivered with the 
survey utilizing the online program 
SurveyMonkey. The survey was in-
troduced in an email that included a 
personalized greeting, a letter signed 
by the presidents of each of the four 
participating organizations urging 
participation, and a link to the sur-
vey. After the initial email invita-
tion, five follow-up emails were sent 
to encourage nonrespondents to par-
ticipate. There were initially 1,016 
identified individuals. Of those, 15 
emails were undeliverable either as 
bounced or opted out of SurveyMon-
key surveys, resulting in a final pool 
of 1,001 delivered surveys. The over-
all response rate for the survey was 
52.6% (526/1,001).

For this study, the following exclu-
sion criteria were used to delineate 
the final data set of participants. The 
exclusions that were made included 
participants who held an MD, DO, or 
equivalent and indicated their pri-
mary work setting as other than “at 
a medical school” or “at a residency 
program.” In addition, participants 
with missing data points that did 
not identify them demographically or 
had fully incomplete items from all 
of the scales used were also excluded 
from the final data set. Overall, 360 
individuals completed the survey cri-
teria and met all inclusion criteria.

Variables
The survey questions for this study 
were developed following a review 
of the literature to identify key con-
cepts and issues suggesting the need 
for additional knowledge. 

Professional Identity (PI)
We used four relevant items from the 
professional identity scale by Adams8 

(1=strongly disagree; 5=strongly 
agree) to assess professional identi-
ty: “I feel like I am a member of this 
profession,” “I feel I have strong ties 
with members of this profession,” “I 
find myself making excuses for be-
longing to this profession,” and “Be-
ing a member of this profession is 
important to me.” Some items were 
reverse scored, meaning a score of 
1 equated a score of 5, 2 equated a 
score of 4, etc.

Job Satisfaction (JS)
To assess job satisfaction, we used a 
measure similar to the one used by 
Landon et al10 (Cronbach α=0.82) to 
assess career satisfaction of primary 
care physicians. The single item was 
measured on a 1-5 scale (1=very dis-
satisfied; 5=very satisfied), “Thinking 
very generally about your satisfac-
tion with your overall career in fam-
ily medicine, would you say that you 
are currently very satisfied, some-
what satisfied, somewhat dissat-
isfied, very dissatisfied, or neither 
satisfied nor dissatisfied?”

Commitment to the Organization 
(CTO)
We used the three-item scale used 
by Courcy10 (Cronbach α=0.79) 
and based on Becker.12 The items 
(1=strongly disagree; 5=strongly 
agree) are “I will probably look ac-
tively for another job soon,” “I often 
think about resigning,” and “It would 
not take much to make me resign.” 
Some items were reverse scored, 
meaning a score of 1 equated a score 
of 5, 2 equated a score of 4, etc. 

Demographics
CERA collected data on age, gender, 
race/ethnicity, primary professional 
specialty, credentials, and education. 
In addition, CERA collected data on 
the clinical practice/educational set-
tings of the survey respondents, in-
cluding: (1) a description of their 
family medicine unit (allopathic, os-
teopathic, or mixed), (2) how their 
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time was spent in their roles (educa-
tion/training, research, service, clini-
cal practice, administration, or other, 
(3) hours dedicated to: residents, 
medical students, other profession-
al students, faculty, and other, and 
(4) their attendance at NAPCRG, 
STFM, and ADFM research events 
over the past 3 years. CERA did not 
collect data on salary/salary satisfac-
tion due to a limitation on the quan-
tity of items allowable for the CERA 
omnibus survey. 

Analysis
We computed descriptive statistics 
to characterize and summarize the 
respondent sample. All scales were 
scored resulting in calculating mean 
and standard deviation for each. Bi-
variate analysis included stratifica-
tion of the scale mean scores using 
demographic variables and clinical 

practice/educational settings vari-
ables. Pearson’s correlations were 
computed among each of the scales 
along with years in family medicine. 
Bivariate analyses included one-way 
analysis of variance tests and t-tests. 
Multivariate regression analysis was 
computed in forced inclusion models. 
Significance was defined as P<0.05 
level of confidence.

Results
Table 1 indicates that the majority of 
respondents were white, female, and 
between the ages of 40 and 49 years 
old. A majority of respondents had a 
doctoral-level degree and spent an 
average of 21% of their time conduct-
ing research (SD=27.1). The respon-
dents had worked in family medicine 
for a mean of 13 years (SD=10.5). 
They attended an average of 2.1 ac-
ademic family medicine conferences 

(NAPCRG Annual Meeting, STFM 
Annual Spring Conference, ADFM 
Annual Meeting, STFM Conference 
on Practice Improvement, STFM 
Conference on Medical Student Edu-
cation), in the past 3 years (SD=1.7). 

The respondents indicated a 
professional identity with family 
medicine, commitment to their or-
ganization, and high job satisfaction 
(Table 2). Professional identity had 
a moderately positive relationship 
with years in the family medicine 
setting. Professional identity had a 
moderately strong positive relation-
ship with both commitment to the 
organization and job satisfaction.  

In bivariate analyses, neither 
age nor gender showed statistical-
ly significant differences with pro-
fessional identity, job satisfaction, or 
commitment to the organization (Ta-
ble 3). Professional identity and job 

Table 1: Demographic Characteristics of the Survey Sample (N=360)

Gender n (%)

Male 113 (32.0)

Female 240 (68.0)

Age Group

<30 7 (2.0)

30-39 76 (21.3)

40-49 98 (27.5)

50-59 82 (23.0)

60+ 94 (26.3)

Race/Ethnicity

White 304 (85.4)

Other 52 (14.6)

Region of Residence

Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Vermont 18 (5.2)

New Jersey, New York, Pennsylvania 51 (14.9)

Delaware, District of Columbia, Florida, Georgia, Maryland, North Carolina, South Carolina, 
Virginia, West Virginia 36 (10.5)

Alabama, Kentucky, Mississippi, Tennessee 16 (4.7)

Illinois, Indiana, Michigan, Ohio, Wisconsin 61 (17.8)

Arkansas, Louisiana, Oklahoma, Texas 28 (8.2)

Iowa, Kansas, Minnesota, Missouri, Nebraska, North Dakota, South Dakota 47 (13.7)

Arizona, Colorado, Idaho, Montana, Nevada, New Mexico, Utah, Wyoming 35 (10.2)

Alaska, California, Hawaii, Oregon, Washington  40 (11.7)

Canada 11 (3.2)

(continued on next page)
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satisfaction were statistically higher 
among those who identified as white 
versus those who identified as oth-
er. Those who indicated “Behavioral/
Social Sciences Specialist” as their 
professional specialty held the high-
est mean scores for all scales with 
statistically significant differences 
present in respondents’ profession-
al identity, and commitment to their 

organization. There was no statisti-
cally significant relationship between 
race/ethnicity and being a behavior-
al/social scientist versus coordinator/
administrator/researcher (P=0.88).

Multivariate regression analysis 
indicated that participants had low-
er ratings for sense of professional 
identity with family medicine (FM), 
job satisfaction, and commitment 

to the organization based on their 
race/ethnicity (Table 4). Their sense 
of professional identity with FM was 
positively related to their primary 
professional specialty and years in 
FM. Participants’ commitment to 
their organizations was also posi-
tively related to their primary work 
setting and degree.

Primary Professional Specialty n (%)

Behavioral/social science specialist 139 (38.6)

Coordinator/administrator/manager 64 (17.8)

Researcher 70 (19.4)

Highest Degree Obtained

Doctorate (DrPH, EdD, PharmD, PhD, or PsyD) 249 (69.6)

Othera 109 (30.4)

Years in family medicine, mean (SD) 13.0 (10.5)

Primary Work Setting

Medical school 158 (43.9)

Residency program 202 (56.1)

Academic family medicine conferences attended in the past 3 years, mean (SD) 2.1 (1.7)

At least one academic family medicine conference attended in past 3 years, n (%) 294 (81.7)

% of Time Spent Over Last Year, Mean (SD)

Education/training 32.9 (23.5)

Research 21.0 (27.1)

Service 5.2 (8.7)

Clinical practice 14.9 (19.9)

Administration 24.5 (26.2)

Other 1.5 (5.8)

a “Other” under “Race/Ethnicity” includes: American Indian, Asian, black or African American, Hispanic, Latino, or Spanish origin, Multiracial, and/
or Native Hawaiian and other Pacific Islander.

Table 1, continued

Table 2: Correlation of Years in Family Medicine With Professional Identity, Job Satisfaction, and Commitment

Mean (SD) Years in FM Professional 
Identity (PI) Score

Commitment 
to Organization 
(CTO) Score

PI scoreb 16.5 (2.8); range=4-20 0.23a ---- ----

CTO scorec 12.0 (3.0); range=3-15 0.06 0.41a ----

Job satisfaction (JS) scored 4.4 (0.9); range=1-5 0.04 0.43a 0.55a

a P<0.001.

b Higher composite score for four items (1–20)=identify more with family medicine; reverse scored (scale was inverse for some items resulting in 
1=5, 2=4, etc). 

c Higher composite score for three items (1–15)=higher commitment to current family medicine organization; reverse scored (scale was inverse for 
some items resulting in 1=5, 2=4, etc). 

d Higher score for one item (1–5)=higher job satisfaction.
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Table 3: Bivariate Relationships Between Professional Identity, Job Satisfaction, 
and Commitment by Demographic Characteristics

All
Age Group Gender Race

<30 
(n=7)

30-39 
(n=74)

40-49 
(n=95)

50-59 
(n=80)

60+ 
(n=87)

P 
Value

Male 
(n=108)

Female 
(n=232)

P 
Value

White 
(n=294)

Other 
(n=50)

P 
Value

PI,a 
mean 
(SD)

16.5 
(2.8)

17.3 
(2.8)

16.2 
(2.7)

16.1 
(2.9)

16.5 
(2.9)

17.2 
(2.7) 0.07 16.7 

(2.7)
16.4 
(2.9) 0.45 16.8 

(2.6)
15.2
(3.4) <0.001

CTO,b 
mean 
(SD)

12.0 
(3.0)

13.0 
(2.8)

13.0 
(2.6)

11.9 
(2.9)

11.9 
(2.9)

12.2 
(3.3) 0.87 11.9 

(3.1)
12.1 
(2.9) 0.45 12.3 

(2.9)
10.2
(3.4) <0.001

JS,c 
mean 
(SD)

4.4
(0.9)

4.4
(1.1)

4.5
(0.8)

4.2
(0.9)

4.5
(0.8)

4.7
(0.5) 0.17 4.5

(0.8)
4.3
(0.9) 0.15 4.4

(0.9)
4.2
(0.9) 0.07

Degree Professional Specialty

Doctorate 
(n=249)

Other 
(n=109) P Value

Behavioral/
Social Sciences 

Specialist (n=133)

Coordinator/
Administrator/

Manager (n=61)

Researcher 
(n=66) P Value

PI,a mean (SD) 16.7 (2.7) 16.0 (3.1) 0.03 17.0 (2.3) 15.5 (3.2) 15.4 (3.1) <0.001

CTO,b mean (SD) 12.2 (3.0) 11.5 (3.0) 0.05 12.5 (2.9) 10.9 (3.2) 11.9 (2.8) 0.003

JS,c mean (SD) 4.4 (0.9) 4.2 (1.0) 0.03 4.5 (0.9) 4.2 (0.9) 4.2 (1.0) 0.06

a Higher composite score for four items (1–20)=identify more with family medicine; reverse scored (scale was inverse for some items resulting in 
1=5, 2=4, etc). 

b Higher composite score for three items (1–15)=higher commitment to current family medicine organization; reverse scored (scale was inverse for 
some items resulting in 1=5, 2=4, etc). 

c Higher score for one item (1–5)=higher job satisfaction.

Table 4: Multivariate Regression Analysis of Relation Between Demographics and Family 
Medicine Professional Identity, Commitment to Family Medicine, and Job Satisfaction

Predictor Variables
Professional 
Identityb,c

Commitment to 
Organizataionb,d Job Satisfactionb,e

Ba

Primary work setting 0.43 0.97* 0.16

Gender 0.17 0.58 -0.04

Age -0.03 0.02 -0.01

Race/ethnicity 1.52* 1.52* 0.24*

Primary professional specialty -0.52** 0.02 -0.05

Degree 0.40 0.70* 0.17

Years in FM 0.06** 0.02 0.01

a Regression coefficient

b R2 is 0.16 (SE 2.6) for PI; 0.09 (SE error: 2.9) for CTO; 0.04 (SE: 0.89) for job satisfaction.

c Higher composite score for four items (1–20)=identify more with family medicine; reverse scored (scale was inverse for some items resulting in 
1=5, 2=4, etc). 

d Higher composite score for three items (1–15)=higher commitment to current family medicine organization; reverse scored (scale was inverse for 
some items resulting in 1=5, 2=4, etc). 

e Higher score for one item (1–5)=higher job satisfaction.

* P<0.05.

** P<0.001.
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Discussion
The results of this survey of nonphy-
sician faculty in family medicine in-
dicated a high degree of professional 
identity with family medicine, high 
job satisfaction, and commitment to 
their organization. Most respondents 
held the highest level of education in 
their field. Stratification by age or 
gender did not indicate differences 
in the professional identity of respon-
dents with family medicine. 

The high level of identity with 
family medicine, job satisfaction, 
and organizational commitment that 
nonphysician faculty have suggests 
that currently practiced approach-
es to integrating these faculty with 
the physician faculty are working. 
The result of this study fits the cur-
rently expected practice in academic 
family medicine, which is a setting 
occupied by medical educators and 
researchers from varying profession-
al specialties working toward the 
common family medicine mission. 
Although respondents may contin-
ue to identify with the professional 
specialty of their education, they are 
still displaying high job satisfaction 
and professional identity with fam-
ily medicine.

The results of this study show 
that one’s sense of professional 
identity with FM, job satisfaction, 
and commitment to the organiza-
tion were related to race/ethnicity. 
The underlying causes of the racial 
differences in professional identity 
and commitment to the organiza-
tion require further study. Address-
ing these and other variables will be 
important in order to maintain a ra-
cially diverse nonphysician faculty 
involved in family medicine depart-
ments and residency programs. 

Higher scores for professional 
identity, and commitment to the 
organization were found in behav-
ioral/social sciences specialists as 
compared to coordinators, admin-
istrators, managers, and research-
ers. This finding may be impacted by 
the current culture of family medi-
cine that values care of patients that 

involve a behavioral medicine com-
ponent. Conversely, family medicine 
faculty and residents may place 
less value on research as part of 
their training and career, and this 
implicit bias may affect these vari-
ables in the researcher group. Re-
gardless, job satisfaction was similar 
in the professional specialties stud-
ied and higher in the respondents 
with a doctorate degree, suggesting 
this variable is more dependent upon 
level of training than environment of 
the department or program. 

The method used in this study 
did not allow us to determine cau-
sality in these conceptual relation-
ships; however, the results replicate 
previous research that professional 
identity is linked to organizational 
commitment.13-22 When we facilitate 
professional identity formation, we 
may be increasing organization-
al commitment and thereby reduc-
ing employee turnover. Separately 
but similarly, professional identity 
is linked to job satisfaction.8,13,20, 23-28 
Additionally, we did not collect data 
on salary/salary satisfaction as a po-
tentially important factor with a po-
tentially unmeasured effect on the 
primary variables. 

There are a few study limitations 
that should be considered. Due to the 
mode of sampling used in this study, 
nonresponse bias could be present 
due to CERA survey recipients who 
were unwilling or unable to partici-
pate. Though this may be the case, 
we do not expect this to alter our 
findings because of the topic and na-
ture of the survey questions, as well 
as obtaining an adequate response 
rate. Second, respondents to these 
questions on the CERA survey could 
be more satisfied or identify more 
within the professional field of fam-
ily medicine resulting in voluntary 
response bias. Third, racial catego-
ries were not split out from ethnic 
categories by CERA so the compari-
son of racial groups was completed 
as “white” versus “other,” creating a 
clustering of differing racial and eth-
nic groups for analysis. 

Conclusions
In conclusion, factors such as years 
in family medicine, commitment to 
the organization, and job satisfac-
tion are associated with professional 
identification with family medicine. 
Programs that involve cultural 
competency training and encour-
age further cross-cultural collabo-
ration, both racially/ethnically and 
regarding professional specialty, may 
serve as important tools to avoid po-
tential pitfalls resulting in nonphy-
sician dissatisfaction or turnover.29 

Additional studies are needed to de-
termine the underlying factors asso-
ciated with these findings. Further, 
future research may help to better 
understand issues surrounding race/
ethnicity and attachment to the or-
ganization in academic family med-
icine.
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