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US medical students have been 
placing increased importance 
on lifestyle when choosing 

their specialty. A 2003 study showed 
that lifestyle explained 55% of the 
changing trends in specialty choice 
of US allopathic medical students 
from 1992–2002.1 It seems intuitive 
that medical students’ description of 
which specialties have a favorable 
lifestyle would be well known. How-
ever, this has only been described 
once using scientific methods.2 That 
study, conducted by Newton et al, 
included more than 1,000 students 
from two medical schools who were 
to rate the importance of lifestyle in 
their specialty choice.2 Findings in-
dicated that lifestyle played a sig-
nificant role in medical students’ 
decisions to specialize in fields such 
as radiology, physical medicine/re-
habilitation, emergency medicine, 
ophthalmology, anesthesia, urology, 
and dermatology, the specialties rat-
ed the most lifestyle friendly. Those 
students who valued lifestyle highly 
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BACKGROUND AND OBJECTIVES: Lifestyle factors influence 
medical specialty choice, but which specialties are perceived to 
have the best lifestyles is poorly described in scientific literature. 
The objective of the study was to determine the rating of special-
ties by lifestyle. 

METHODS: All fourth-year US medical students with a Department 
of Defense service obligation who participated in the 2008/2009 
military Match were invited to participate in a survey following 
the Match. The survey listed 18 specialties and asked students 
to rate the lifestyle of each one on a 9-point scale, and the mean 
score was used as the rating. Students also listed their specialty 
choice in the Match.

RESULTS: The response rate was 52%, as 418 of the 797 eligible 
students responded and provided a rating for at least nine of the 
18 specialties. The four specialties rated highest for lifestyle (1–9, 
with 9 being highest) were dermatology (8.4), radiology (8.1), oph-
thalmology (8.0), and anesthesia (7.5). The four specialties rated 
lowest were orthopedics (4.0), neurosurgery (3.1), general surgery 
(2.6), and obstetrics-gynecology (2.5). Family medicine (5.7) was 
the top-rated primary care specialty, followed by pediatrics (5.3) 
and internal medicine (4.7). Students rated the lifestyle of their 
own specialty only slightly higher (range 0.02 to 1.8) than all oth-
er students.  

CONCLUSIONS: The R.O.A.D. specialties (radiology, ophthalmology, 
anesthesia, and dermatology) are the top specialties with respect 
to lifestyle as viewed by current students. Students perceive their 
own specialty’s lifestyle realistically. Research determining why a 
specialty perceived as having a lower-rated lifestyle is acceptable 
to some students and not others is needed.

(Fam Med 2013;45(4):240-6.)
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were less likely to choose specialties 
such as general surgery and obstet-
rics-gynecology, which were the spe-
cialties rated as having the most 
unfriendly lifestyles among this 
population. These ratings fell closely 
along the controllable lifestyle rubric, 
which was first described in 1989.3 

In this classification system, special-
ties are defined as either having a 
controllable or non-controllable life-
style, based on whether the career 
path would “allow the physician to 
control the number of hours devoted 
to the specialty.”4 

The R.O.A.D. specialties (radiol-
ogy, ophthalmology, anesthesia, and 
dermatology) are reported to have 
the best lifestyles.5 In recent years, 
students have been increasingly 
choosing controllable lifestyle spe-
cialties6,7 such as these, over primary 
care. Considering that high-quality 
primary care is strongly associated 
with the health quality of a popula-
tion,8 it is vitally important to better 
understand the trend under which 
current students select controllable 
lifestyle specialties over primary 
care. Thus, the goals of this study 
were to (1) determine how medical 
students rate various specialties by 
lifestyle, (2) determine if medical 
students rate the lifestyle of their 
chosen specialty differently than 
students selecting other specialties, 
and (3) determine if traditional life-
style factors (predictable hours, time 
for outsides interests, etc) predict the 
rating of lifestyle by specialty.

Methods 
Design and Sampling Frame
This report is from a larger cross-
sectional survey of all fourth-year 
medical students who were apply-
ing for residency training within 
the Military Health Care System.9 
All fourth-year US medical stu-
dents with a service obligation to 
the US Army, US Navy, or US Air 
Force were eligible to participate. 
Students either attended the Uni-
formed Services University (USU, 
where all students are active duty 
military or public health service, 
are paid a monthly salary, and have 

no tuition), were participants in the 
Health Professional Scholarship Pro-
gram (HPSP, a military scholarship 
program for students attending ci-
vilian medical schools in the United 
States), or had military service ob-
ligations from their undergraduate 
education (military service academy 
or Reserve Officer Training Corps).10 

This national sample of graduating 
medical students’ e-mail addresses 
were obtained via the chief adminis-
trators of these programs. On  April 
23, 2009 (after the military residen-
cy Match but prior to medical school 
graduation in May/June 2009), stu-
dents were invited via e-mail to par-
ticipate anonymously in the survey 
using surveymonkey.com.® Students 
received two email reminders prior 
to survey closing on June 14, 2009. 
To be included in this study, the re-
spondent needed to rate the lifestyle 
of at least nine of the 18 specialties 
addressed in the survey. 

Questionnaire Development  
and Content
The main questionnaire was devel-
oped in several steps, as previously 
described,9 and included input from 
fourth-year medical students (the 
intended audience), recent medical 
school graduates, clerkship direc-
tors, residency program directors, 
and experts in medical education. 
The survey was revised several 
times using feedback from these 
groups and was pilot tested before 
the final version was adopted. One 
section of the questionnaire was ded-
icated to lifestyle, in which survey 
recipients were asked, “When some-
one says ‘That specialty has a good 
lifestyle,’ what does that mean to 
you?” and provided a text field for 
response. The results from that item 
have been previously reported.11 The 
next items asked students to “Please 
rate the following specialties’ life-
styles on a scale of 1–9 with 1 being 
the worst and 9 being the best.” The 
following 18 specialties were listed 
(in order): family medicine, internal 
medicine, pediatrics, emergency med-
icine, general surgery, dermatology, 
ophthalmology, radiology, anesthesia, 

orthopedics, psychiatry, pathology, 
neurology, physical medicine and 
rehab, urology, ENT, neurosurgery, 
and OB-GYN. For each specialty, a 
9-point Likert scale was provided for 
response, anchored by worst at 1, av-
erage at 5, and best at 9.  

In other parts of the question-
naire, students were queried for 
their first choice of specialty in the 
Match “even if you didn’t get picked 
up for it,” as well as up to three other 
specialties considered. Demograph-
ic information included age, gender, 
marital status, presence of children, 
type of medical school, and educa-
tional debt. Lastly, students were 
asked to what extent they agreed or 
disagreed with the following state-
ments: (1) “I want to have a job with 
predictable work hours,” (2) “It is im-
portant that my job gives me time to 
pursue activities outside of work,” 
(3) “I chose my specialty because it 
allowed more leisure time,” and (4) 
“I chose my specialty because it al-
lowed me to spend time with my 
family.” For each of these four items, 
a 9-point Likert scale was provided 
for response, anchored strongly dis-
agree, somewhat disagree, neither 
agree or disagree, somewhat agree, 
and strongly agree on 1, 3, 5, 7, and 
9, respectively.

Analysis
To compute the overall rating of the 
specialties’ lifestyles, the mean rat-
ing for each specialty was calculat-
ed and then sorted. Additionally, for 
the six specialties ranked first in the 
Match by 30 or more students, this 
rating was compared between stu-
dents who ranked the specialty first 
in the Match versus all other stu-
dents using a t test (eg, the rating of 
anesthesia by students selecting an-
esthesia versus all other students). 
No statistical comparison was made 
for specialties ranked first by fewer 
than 30 students, given the small 
sample size.

Specialties were classified as fol-
lows: non-controllable lifestyle (ob-
stetrics-gynecology, general surgery, 
orthopedics, neurosurgery, urology); 
controllable lifestyle (emergency 



242 APRIL 2013 • VOL. 45, NO. 4 FAMILY MEDICINE

ORIGINAL ARTICLES

medicine, radiology, ophthalmology, 
anesthesia, dermatology, psychiatry, 
physical medicine and rehabilitation, 
preventative medicine, otolaryngol-
ogy, neurology, radiation oncology, 
and pathology);1,4 and primary care 
(internal medicine, family medicine, 
pediatrics, and internal medicine/
family medicine combined programs 
with psychiatry). Students were clas-
sified as considering primary care 
if they had listed a primary care 
specialty among their three other 
specialties considered. The special-
ty choice for each student was then 
categorized into one of four groups: 
(1) controllable lifestyle/did not con-
sider primary care, (2) controllable 
lifestyle/considered primary care, (3) 
primary care, and (4) non-controlla-
ble lifestyle. These categories were 
chosen a priori, as evidence sug-
gests that students choose controlla-
ble lifestyle specialties over primary 
care specialties primarily for lifestyle 
reasons.1 The mean lifestyle ratings 
of the primary care specialties were 
compared to these four categories us-
ing one-way ANOVA and Bonferro-
ni multiple comparison tests if the 
F test was statistically significant.

For the four statements about life-
style preference listed above (“pre-
dictable hours,” “outside interests,” 
“leisure time,” and “time for family”), 
the responses were dichotomized to 
agree versus neither agree nor dis-
agree or disagree (ie, responses 6–9 
on the scale versus 1–5). Each spe-
cialty’s lifestyle mean rating was 
compared between students who 
agreed versus did not agree with 
each of these four statements. The 
18 absolute differences in rating for 
each specialty were then correlated 
to the overall ranking of the special-
ties’ lifestyles using Spearman’s rank 
correlation coefficient. 

Finally, the mean rating for each 
specialty was compared to the de-
mographic or medical school char-
acteristics using a t test. If needed 
(eg, age, debt), the demograph-
ic characteristic was dichotomized 
at the median. P values <.05 were 
considered significant. All calcula-
tions were made with STATA 11.2,® 

College Station, TX. The Institution-
al Review Board (IRB) at William 
Beaumont Army Medical Center in 
El Paso, TX, Carl R. Darnall Army 
Medical Center, Fort Hood, TX, and 
USU in Bethesda, MD, reviewed and 
approved the protocol. There was no 
external funding for the study.

Results
A total of 797 students were invited 
to participate in the survey, and 447 
responded. Of these, 418 provided 
a rating for at least nine of the 18 
specialties, yielding a response rate 
of 52%. The remaining 29 students 
had missing data for this section 
and were excluded from this study. 
The students’ top specialty selections 
are listed in Table 1. The students’ 

mean age was 28.2 (standard devia-
tion (SD) 3.1) years, 64% were male, 
55% were married, 43% were sin-
gle/never married, 29% had at least 
one child, and the mean education-
al debt was $45,000 (SD $56,000, 
range $0–$300,000). Further, 15% 
attended USU, 52% a civilian allo-
pathic school, and 33% a civilian os-
teopathic school. 

The lifestyle ratings for each spe-
cialty are summarized in Table 2. 
Dermatology was the highest rated 
specialty (mean rating 8.4 [SD 1.2]
on a 1 to 9 scale), followed closely by 
radiology (mean 8.1 [SD 1.2]), oph-
thalmology (mean 8.0 [SD 1.4]), and 
anesthesiology (mean 7.5 [SD 1.5]). 
The three lowest-rated specialties 
were neurosurgery, general surgery 

Table 1: Top Specialty Choice in the Match of 418 Fourth-Year 
Medical Students With a US Military Service Obligation

Specialty n (%)

Family medicine 74 (18)

General surgery 52 (12)

Internal medicine 50 (12)

Emergency medicine 32 (8)

Anesthesia 31 (7)

Obstetrics-Gynecology 30 (7)

Orthopedics 28 (7)

Pediatrics 26 (6)

Psychiatry 18 (4)

Radiology 15 (4)

Ophthalmology 11 (3)

Urology 8 (2)

Transitional (rotating) internship 8 (2)

Otolaryngology 7 (2)

Neurology 6 (1)

Dermatology 6 (1)

Neurosurgery 6 (1)

Pathology 3 (1)

Physical medicine and rehabilitation 3 (1)

Family medicine/psychiatry combined 1 (0)

Internal medicine/psychiatry combined 1 (0)

Preventative medicine 1 (0)

Radiation oncology 1 (0)

 
The specialty listed is the top choice of the student in the 2008 Military Match (for training starting 
on July 1, 2009), whether or not the student actually matched in the specialty.
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and obstetrics-gynecology (mean 3.1 
[SD 2.1], 2.6 [SD 1.7], and 2.5 [SD 
1.6), respectively). Of note, every con-
trollable lifestyle specialty was rat-
ed higher than any primary care or 
non-controllable lifestyle specialty 
(Table 2).

Students uniformly rated the life-
style of their selected specialty high-
er than all other students who didn’t 
choose that specialty. The magni-
tude of this difference was general-
ly small. For 11 of the 18 specialties, 
the absolute difference was less than 

1 point on the 9-point scale. Students 
selecting physical medical and re-
habilitation had the largest differ-
ence on this measure at 1.8 (Table 
2). Of the six specialties selected by 
more than 30 students, the differ-
ence was statistically significant for 
four: family medicine, general sur-
gery, obstetrics-gynecology, and emer-
gency medicine (P<.01, t test). The 
effect size (the difference between 
the means divided by the pooled SD) 
of these ranged from 0.36 to 0.60, 
which is in the small to medium 

range (a value ≥0.8 is required for a 
large effect size). The difference was 
not statistically significant for inter-
nal medicine or anesthesia.

Selection of a controllable lifestyle 
specialty affected the lifestyle rating 
of primary care specialties. Students 
who selected a controllable lifestyle 
specialty and did not consider pri-
mary care (eg, a student selecting 
radiology without considering any 
other specialty) rated the lifestyle of 
family medicine the lowest. Students 
who selected a controllable lifestyle 

Table 2: Rating of Lifestyles

Difference in Mean Rating of the Specialty by Students Who:

Specialty

Rating (Mean, 
SD) by all 
Students†

Ranked the 
Specialty 

First in the 
Match**

Agreed With 
Predicable 

Hours‡

Agreed With 
Outside 

Interests‡

Agreed 
With 

Leisure 
Time‡

Agreed With 
Family Time‡

Dermatology* 8.4 (1.2) +0.4 +0.21 +0.48 +0.15 +0.24

Radiology* 8.1 (1.2) +0.7 +0.30 +0.47 +0.15 +0.13

Ophthalmology* 8.0 (1.4) +0.02 +0.26 +0.64 +0.13 +0.13

Anesthesiology* 7.5 (1.5) +0.5 +0.23 +0.61 +0.08 +0.18

Pathology* 7.3 (1.7) +1.7 +0.39 +0.52 +0.24 0

Emergency medicine* 6.9 (1.7) +0.8 -0.09 +0.31 -0.04 -0.14

Physical medicine and 
rehabilitation*

6.9 (1.7) +1.8 -0.01 +0.29 +0.16 +0.04

Psychiatry* 6.7 (1.8) +1.2 +0.24 +0.67 +0.27 -0.01

Neurology* 5.9 (1.6) +0.5 -0.14 +0.23 0 -0.16

Otolaryngology* 5.7 (1.9) +1.4 +0.04 +0.12 -0.29 -0.08

Family medicine 5.7 (1.8) +0.6 -0.12 +0.27 +0.03 -0.12

Urology 5.4 (1.9) +1.3 -0.23 +0.11 -0.43 -0.26

Pediatrics 5.3 (1.7) +1.0 -0.30 -0.28 -0.29 -0.12

Internal medicine 4.7 (1.7) +0.3 -0.60 -0.22 -0.45 -0.52

Orthopedic surgery 4.0 (2.1) +0.4 +0.08 +0.13 -0.35 -0.30

Neurosurgery 3.1 (2.1) +0.9 -0.24 -0.09 -0.44 -0.33

General surgery 2.6 (1.7) +1.1 -0.69 -0.83 -0.84 -0.80

Obstetrics-Gynecology 2.5 (1.6) +0.8 -0.63 -0.31 -0.64 -0.62

 
* Controllable lifestyle specialties 
† Students were asked to rate each specialty’s lifestyle on a scale or 1–9, with 1 being the worst and 9 being the best. 
** Values indicate the difference in lifestyle rating of the specialty between students who listed that specialty as the first choice in the Match 
(even if they weren’t selected) to those who listed another specialty first. 
‡ Students were asked to what extent they agreed or disagreed with the statements below and were provided a 9-point Likert scale with strongly 
disagree on the left, neither agree or disagree in the center, and strongly agree on the right. The responses were dichotomized to agree for all who 
responded to the right of neither agree or disagree. The statements were as follows: 
   “I want to have a job with predictable work hours.” 
   “It is important that my job gives me time to pursue activities outside of work.” 
   “I chose my specialty because it allowed more leisure time.” 
   “I chose my specialty because it allowed me time to spend with my family.” 
For clarification, students who agreed that “I want to have a job with predictable work hours” rated dermatology 0.21 points higher than students 
who did not. 
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specialty and considered primary 
care (eg, a radiology student who 
had considered internal medicine) 
rated the lifestyle of family medicine 
higher than the former, followed by 
students who selected primary care, 
and finally students who selected 
non-controllable lifestyle specialties 
(mean 5.1, 5.3, 5.8, and 6.0, respec-
tively, Table 3). This difference was 
statistically significant for students 
who selected primary care and those 
who selected non-controllable life-
style specialties (ANOVA, F=5.26, 
P=.001 and P<0.05 by Bonferroni 
multiple comparison tests). This pat-
tern was also seen for internal medi-
cine and pediatrics (Table 3). 

We explored the ratings of the 
specialties based on the students’ 
opinion about lifestyle factors. Stu-
dents were asked if they agreed with 
the following statements: “I want to 
have a job with predictable work 
hours” (81% agreed), “It is impor-
tant that my job gives me time to 
pursue activities outside of work” 
(89% agreed), “I chose my specialty 
because it allowed more leisure time” 
(48% agreed), and “I chose my spe-
cialty because it allowed me time to 
spend with my family” (58% agreed). 
For all four of these items, students 
who agreed with them rated the 
highest rated specialties’ lifestyles 
higher (dermatology) and the low-
er rated specialties’ lifestyles lower 

(obstetrics-gynecology) than those 
who did not agree with these state-
ments. For example, students who 
agreed with “predictable work hours” 
rated dermatology’s lifestyle at 8.48 
versus 8.27 for those who did not 
(Table 2). For this same “predictable 
work hours” item, obstetrics-gynecol-
ogy was rated at 2.40 for those who 
agreed versus 3.03 for those who did 
not. All four items were highly corre-
lated with specialty lifestyle rating. 
The correlation between the rating 
of the lifestyle (eg, dermatology top 
rated at 8.4, radiology second at 8.1, 
etc) and the change in score with 
agreement of the “predictable work 
hours” item (eg, dermatology: + 0.21 
with agreement, radiology: +.30 with 
agreement, etc) was 0.82 (Spear-
man’s rho, P<.0001). Similar high 
correlations were seen for the other 
three items (outside interests: 0.87, 
P<.0001, leisure time: 0.85, P<.0001, 
family time: 0.94, P<.0001). For fur-
ther illustration, all four items were 
positively correlated with the top 
four rated specialties for lifestyle and 
negatively correlated with the bot-
tom three rated specialties for life-
style (Table 2).

Overall, we found only a few de-
mographic characteristics that were 
associated with specialty lifestyle 
ratings (all comparisons in this sec-
tion by t test unless otherwise stat-
ed). When dividing the cohort at 

the median age, younger students 
(age 27 or younger) did not rate 
any specialty’s lifestyle differently 
than older students (age 28 or old-
er) (P>.05 for all). Likewise, having 
at least one child did not affect the 
rating of any specialty (P>.05 for all). 
Women rated pediatrics (5.5 versus 
5.1, P=.013) and radiology (8.3 ver-
sus 8.0, P=.019) higher than men, 
whereas men rated general surgery 
(2.7 versus 2.4, P=.044) and orthope-
dics (4.2 versus 3.8, P=.028) higher 
than women. Controlling for spe-
cialty choice by linear regression did 
not account for these differences (eg, 
women were more likely to choose 
pediatrics than men, but even when 
controlling for this factor, women still 
rated the lifestyle of pediatrics high-
er than men). When dividing the co-
hort by median debt ($25,000 or less 
versus more than $25,000), students 
with higher debt rated the lifestyles 
of two specialties higher: urology (5.7 
versus 5.2, P=.004) and otolaryngol-
ogy (6.0 versus 5.5, P=.022) and one 
specialty’s lifestyle lower: anesthesia 
(7.3 versus 7.6, P=.044). Osteopathic 
students rated four surgical special-
ties’ lifestyles higher than allopathic 
students: general surgery (2.8 versus 
2.5, P=.039), neurosurgery (3.7 ver-
sus 2.8, P<.001), urology (5.8 versus 
5.3, P=.007), and otolaryngology (6.0 
versus 5.6, P=.034). Conversely, allo-
pathic students rated two specialties 

Table 3: Rating of Primary Care Specialties’ Lifestyle by Student’s Own Specialty Choice

Rating of Lifestyle†

First choice in the Match* n Family Medicine Internal Medicine Pediatrics

Controllable lifestyle, did not consider 
primary care

78 5.1 3.9 4.5

Controllable lifestyle, considered primary 
care

56 5.3 4.2 5.0

Primary care 152 5.8** 4.9** 5.5**

Non-controllable lifestyle 124 6.0** 5.3** 5.6**

Total 410 5.7 4.7 5.3

 
* Student’s first choice in the Match, even if they were not accepted for this specialty. See Table 2 for definition of controllable specialties. Primary 
care was defined as family medicine, internal medicine, and pediatrics. Students were defined as considered primary care if they listed one of 
these specialties in their list of other specialties considered. 
† Students were asked to rate each specialty’s lifestyle on a scale or 1–9, with 1 being the worst and 9 being the best. 
** Comparisons made by ANOVA, followed by Bonferroni multiple comparison tests if F test was statistically significant (P<.05). All values 
marked with ** had a Bonferroni multiple comparison P≤.013 when compared to the controllable lifestyle, did not consider primary care category.
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higher than osteopathic students: ra-
diology (8.2 versus 7.9, P=.039) and 
pathology (7.4 versus 7.1, P=.045). 

Discussion
In this national sample of fourth-
year medical students after the resi-
dency Match, we found that students 
considered the R.O.A.D. specialties 
(radiology, ophthalmology, anes-
thesia, and dermatology) to be the 
specialties with the best lifestyles. 
Indeed, all controllable lifestyle spe-
cialties were perceived to have high-
er rated lifestyles than primary care 
specialties and other non-controlla-
ble lifestyle specialties. Students rat-
ed their chosen specialty’s lifestyle 
higher, but only slightly, than stu-
dents selecting any other specialty. 
The lifestyles of primary care spe-
cialties were rated lower by stu-
dents selecting controllable lifestyle 
specialties than all other students. 
Traditional positive lifestyle attri-
butes (predictable work hours, time 
for outside interests, leisure time, 
and time for family) were associated 
with lifestyle ratings as anticipated. 
Lastly, demographic characteristics 
explained little in the rating of life-
styles.

Our findings provide some impor-
tant insights into the lifestyle fac-
tor in medical students’ selection of 
their specialty. First, we confirmed 
the previous report that the R.O.A.D. 
specialties are considered to have the 
best lifestyles by current medical 
students.5 Second, students selecting 
controllable lifestyle specialties but 
not considering primary care had the 
lowest rating of primary care special-
ties’ lifestyle. Controllable lifestyle 
students who considered primary 
care seemed to have a higher rat-
ing of primary care lifestyles but 
still less than students who chose 
primary care and non-controllable 
lifestyles. Lastly, students had real-
istic expectations of their own spe-
cialty’s lifestyle, as they tended to 
rate their own specialty only slight-
ly higher than other students. Taken 
together, these findings suggest that 
students selecting the R.O.A.D. spe-
cialties know their specialty has a 

lifestyle that is perceived to be bet-
ter than that of primary care spe-
cialties. Additionally, students who 
choose primary care and non-control-
lable lifestyle specialties do indeed 
“know what they are getting into” 
when they choose their specialty. De-
spite this, lifestyle is clearly not the 
only factor students are using when 
selecting their specialty, as 64% of 
our cohort chose a primary care or 
non-controllable lifestyle specialty. 
Future studies might attempt to de-
termine what factors about primary 
care or specialties with non-control-
lable lifestyles make a lower rated 
lifestyle acceptable to students se-
lecting them. 

Demographic factors, in particu-
lar gender, had little effect on the 
perception of specialties’ lifestyle. 
Radiology was the only controllable 
lifestyle specialty rated differently 
by women than by men. Thus, our 
finding would suggest that gender 
has little effect on the changing of 
specialty choice away from primary 
care due to lifestyle factors, which 
was the case in one previous study.12

Previous researchers found the 
factors of time for outside activi-
ties and schedule control were re-
lated to the concept of controllable 
lifestyle.1,2,4,13-15 Our study confirmed 
this relationship. Students valuing 
these factors rated top-rated special-
ties for lifestyle higher and bottom 
rated specialties for lifestyle lower 
than other students. Thus, the va-
lidity of our study is supported, and 
these factors still seem to be impor-
tant to the current generation of stu-
dents.

Our finding demonstrating higher 
ratings in four surgical specialties by 
osteopathic students compared to al-
lopathic students is interesting. One 
explanation is that osteopathic stu-
dents frequently train in community 
hospital settings, and perhaps the 
lifestyle of the community surgeon is 
perceived as better than the univer-
sity hospital surgeon. More research 
is needed here.

Our study had several limita-
tions. The response rate was only 
52%, leaving the possibility for 

non-response bias. However, this re-
sponse rate is only slightly less than 
that typical of physician studies.16 
We also determined that the special-
ties of the Army HPSP nonrespon-
dents were nearly identical (within 
2%) to the respondents for all but 
two specialties. Our sample popu-
lation contained only those gradu-
ating medical students who have a 
military service obligation, and there 
may be characteristics of these stu-
dents (eg, desire to serve their na-
tion) that influence how they view 
lifestyle. However, 85% of the stu-
dents had attended civilian medical 
schools. Additionally, HPSP students 
have been shown to be academically 
similar to non-HPSP students at os-
teopathic medical schools, although 
their financial debt would be expect-
ed to be less.17 Further, the percent-
age of US senior students selecting 
primary care specialties in the civil-
ian Match in 2009 (defined as family 
medicine, internal medicine categori-
cal/primary, and pediatrics categor-
ical/primary, as military programs 
greatly de-emphasize preliminary in-
ternal medicine and combined spe-
cialties such as medicine-pediatrics) 
was 31%, which is similar to the 36% 
in our study.18 Recall bias is also pos-
sible given that the survey was com-
pleted approximately 6 months after 
the military residency Match. Final-
ly, the introspective causal report 
study design applied in this study, 
whereby students are asked to re-
port factors that led them to make 
specific career choices, has been as-
sociated with various attributional 
biases (eg, salience bias, self-serving 
bias, self-centered bias) in previous 
literature, due in part to the fre-
quent discordance between reported 
and actual influences on behavior.19 
While we recognize this limitation, 
the survey method remains the most 
feasible study method for the collec-
tion of self-report data.

In summary, fourth-year medical 
students in 2009 seem to believe 
that the R.O.A.D. specialties (radi-
ology, ophthalmology, anesthesia, and 
dermatology) have the best lifestyles. 
For students choosing controllable 
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lifestyle specialties, there is a wide 
gap between the perception of their 
chosen specialty’s lifestyle and pri-
mary care lifestyles, particularly if 
they did not consider a primary care 
specialty. Further research to explain 
these differences in perceptions, par-
ticularly why a lower-rated lifestyle 
is acceptable to some students and 
not others, are needed, as the answer 
does not appear to be related to de-
mographic characteristics. Improv-
ing the selection rate of primary care 
specialties, an important goal of the 
nation’s health, might be then be ac-
complished through improvement in 
lifestyle factors.
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