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Family medicine became the 
20th medical specialty in 19691 
and is the newest of the pri-

mary care disciplines, having evolved 
from the long history of general prac-
tice.2 Notwithstanding its position as 
the second largest medical specialty 
in the United States, family medi-
cine has a history of struggling with 
its identity due, in part, to the over-
lap in scope of practice with general 
internal medicine, general pediatrics, 
psychiatry, and obstetrics-gynecology.  
In addition, the discipline also has 
a strong tradition of promoting so-
cial consciousness.3 These contrast-
ing points of view often result in a 
tension between professional iden-
tity within mainstream biomedicine 
and identity with a counterculture 
movement.4  

At least three competing models 
of identity within family medicine 
have been reported.4 One involves 
family medicine as a worldview with 
ideals that embrace a holistic atti-
tude toward life practiced in biomed-
icine. In this model, family medicine 
is a champion of the biopsychosocial 
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OBJECTIVE: Our objective was to describe the development and 
psychometric assessment of an instrument designed to assess 
family medicine identity in residency training sites and compare 
responses from physician faculty and residents. 

METHODS: We conducted 28 focus groups between 2007–2008, 
14 with faculty and 14 with residents who were part of the Pre-
paring Personal Physicians for Practice (P4) Project. The first 22 
focus groups were exploratory, and the second six were confirma-
tory where we shared working variable statements scored using a 
5-point Likert scale. We then administered the survey to 223 fac-
ulty and 147 residents who were part of the P4 Project, followed 
by a principal component (factor) analysis, retaining items that re-
flected domains with eigenvalues higher than 1.0. 

RESULTS: A total of 223 family physician faculty and 147 res-
idents completed the identity survey. The item analysis extrac-
tion loadings ranged from 0.36 to 0.70. Based on item grouping 
patterns, five domains were reflected in the data: Patient/Family 
Relationships, Patient Advocacy, Career Flexibility, Balancing the 
Breadth and Depth in Practice, and Comprehensive Nature of Pa-
tient Care. Compared to residents, faculty conveyed stronger agree-
ment about being comfortable balancing the breadth and depth 
of medical knowledge needed in practice and using a variety of 
approaches to supplement their medical knowledge about patient 
care compared to residents (90.6% versus 68.7% for breadth and 
depth, 95.9% versus 88.3 for using a variety of approaches). Com-
pared to faculty, residents agreed more strongly that the ability 
to choose many options in how to build their practice appeals to 
them compared to faculty (89.1% versus 82.9%).  

CONCLUSIONS: We successfully developed and tested a survey 
designed to measure family medicine identity in residencies, with 
five domains. Survey item responses were different between resi-
dents and faculty, which indicates the instrument may be sensitive 
to important changes over time.

(Fam Med 2013;45(10):708-18.)
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model and seeks to advance social 
justice by caring for the underserved.  
In the second model, family medicine 
is a pragmatic collection of traits 
that pays attention to both market 
forces and personal practice prefer-
ences, such as performing medical 
procedures like colposcopy and low-
risk maternity care. The third model 
involves how family medicine exists 
within the health care system; for 
example, serving as a gatekeeper 
to determine the suitability of spe-
cialty care. In 1997, Stevens5 chas-
tised medicine for not behaving like 
a profession but rather deferring 
to the market place to define what 
physicians do, which is reflective of 
Stein’s second and third model.4 Im-
portantly, none of these models have 
advanced to the development of mea-
sures of family medicine identity. 

There are many forms of identi-
ty, which are associated with roles 
and perceptions. For the purposes 
of this paper, we defined identity as 
a person’s conception and expres-
sion of their individuality or group 
affiliation. We acknowledge that 
family physicians typically carry 
two types of identity, one as a phy-
sician, an identity they share with 
other physicians. Second is identity 
as a family physician. This identi-
ty emerges with residency training 
and is an adaptive process at the 
intersection of the person’s indi-
vidual history toward the develop-
ment of social norms and the mental 
and material meaning of identity. 
This type of identity is constructed 
through actions within contexts of 
practice6 where routines and envi-
ronments are refined to create ongo-
ing improvement in the fit between 
thoughts and the world where these 
thoughts are expressed.7  

Residency training models may 
be promulgating identity issues in 
family medicine. Traditionally, nov-
ice family physicians in residency 
training have undertaken clinical 
rotations with non-family medicine 
disciplines, including internal med-
icine, general surgery, pediatrics, 
and obstetrics and gynecology. This 

approach fosters a “newcomer” iden-
tity, as family medicine residents join 
other residents, who are better es-
tablished within their disciplines, for 
brief periods of time and then move 
on to the next rotation, beginning 
this process over again.  

The value of family physicians 
in providing primary care is now 
well established.8-10 Given the cur-
rent calls for strengthening per-
sonal doctors and primary care, eg, 
the patient-centered medical home 
(PCMH) and its principles, studying 
family medicine identity in a resi-
dency setting, likely a very forma-
tive time, is a first step toward better 
understanding of professional iden-
tity that enables family physicians 
to succeed in their roles. A review of 
the literature failed to find any in-
strument designed to measure the 
professional identity of family phy-
sicians, the second largest medical 
specialty in the United States. This 
matters because professional identi-
ty is an important independent, de-
pendent, and potential confounding 
variable in health services research, 
clinical educational research, and 
clinical research where outcomes 
may depend on this identity. For ex-
ample, a strongly developed sense of 
family medicine identity may be as-
sociated with knowledge scores. To 
determine the importance of this, 
family medicine identity might be 
treated as either an interaction term 
or covariate. 

We conducted this study as part 
of the Preparing the Personal Physi-
cian for Practice (P4) Project11-13 be-
cause several participating programs 
expressed a desire to assess family 
medicine identity as part of their in-
terventions, which led the evalua-
tion team to develop this instrument 
for future use by residency programs 
and as an initial step toward cre-
ating a tool for broader use in the 
discipline. Here we present the psy-
chometric analysis of the instrument 
we developed, and we compare dif-
ferences in family medicine identity 
between residents and faculty.  

Methods 
The P4 Project
The P4 project is described in de-
tail elsewhere.11-13 It is a compara-
tive case series of 14 family medicine 
residency programs that are testing 
innovative training redesigns, such 
as changes in the length, structure, 
and composition of training designed 
to prepare family medicine residents 
for practice in PCMHs. Innovations 
differed by site and typically includ-
ed using of information technology in 
patient care, a focus on training in 
teams, and fewer hospital-based ro-
tations in favor of more continuity 
clinic time to provide more clinical 
experiences in the care of patients 
over time.

The 14 programs selected repre-
sented the best innovations as deter-
mined by a peer-review committee.  
The programs included broad geo-
graphic representation from rural, 
urban, and suburban areas as well 
as community- and/or university-
based or administered programs. All 
programs participated in core data 
collection activities, including annual 
surveys completed by all residents, 
the program director and medical di-
rector, and/or clinic staff at continu-
ity clinics. Oregon Health & Science 
University’s Institutional Review 
Board (IRB #3788) reviewed study 
activities and granted the study 
an educational exemption. The re-
search activities, as part of this sub-
study, were also reviewed by Oregon 
Health & Science University and 
were deemed exempt because data 
collection was anonymous.  

Instrument Development
We conducted a literature review of 
“family medicine identity” and “fam-
ily medicine career satisfaction” and 
identified nine articles related to the 
topic.1,14-22 We used these publica-
tions to develop a set of open-ended 
questions related to concepts of pro-
fessional identity discussed in the 
publications. The author group vet-
ted the focus group questions prior 
to the conducted focus groups.  Both 
residents and faculty were included 
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in the focus groups to further elu-
cidate relevant domains of profes-
sional identity and how these might 
develop over time. Site visits were 
conducted with all 14 P4 programs 
to review site-specific innovations, 
planned hypotheses, measures for 
assessment, and to deliver faculty 
development programs designed to 
provide support for faculty who were 
simultaneously redesigning clini-
cal care and residency training. As 
part of the site visits, we conduct-
ed a total of 28 focus groups at each 
site (n=14 for family medicine fac-
ulty and n=14 for family medicine 
residents). We included residents 
because we wanted to be sure the 
instrument could capture both stable 
domains and developmental changes 
over time. Numbers of participants 
per focus group ranged from eight to 
12, and residents from all three pro-
gram years were included.

The first 22 focus groups were 
exploratory and used the interview 

schedule shown in Table 1a, for 
both the faculty and resident inter-
views. Though many questions in the 
schedule were identical, we did dif-
fer several of them to understand the 
developmental nature of family med-
icine identity. Three members of the 
research team collected field notes 
during the first 22 focus groups. 
A content analysis using classical 
methods23 was used to extract com-
mon themes from the focus group 
field notes. Six common themes were 
initially identified, which included 
(1) balancing breadth and depth in 
clinical practice, (2) continuity of 
care over a lifespan/family dynam-
ics, (3) features of clinical care that 
bring “families” to practice, (4) relat-
ing to communities, (5) social justice/
advocacy, and 6) evolution in clini-
cal and professional opportunities. 
We developed 23 items designed to 
reflect these domains, with three or 
four items reflecting each one. We 
applied a 5-point Likert scale to the 

instrument with possible responses 
of 1=strongly disagree, 2=disagree, 
3=neutral, 4=agree, and 5=strong-
ly agree.  

We subsequently conducted an-
other six confirmatory focus groups 
(three with faculty and three with 
residents), where we shared the 
six domains we identified from the 
first 22 focus groups and the vari-
able statements we developed for an 
initial draft instrument and posed 
another set of open-ended ques-
tions (Table 1b). We administered 
and then reviewed the instrument 
with focus group participants along 
with the responses and discussed 
the extent to which the items in-
cluded reflected the six domains.  
This approach is similar to conduct-
ing cognitive interviews24 to deter-
mine whether the question asked 
is reproducible in obtaining compa-
rable responses. We used data col-
lected from the confirmatory focus 
groups to refine the instrument for 

Table 1A: Exploratory Focus Group Schedule

Faculty Focus Group Questions

1 How is being a family physician different today than it was when you first started?

2 How have these changes influenced the core values you hold about being a family physician?

3 What do you think patients want from you now as their doctor that you didn’t recognize as a need earlier in 
your career?

4 What are you most hopeful about in terms of the future of family medicine?

5 What are your greatest worries about the future of family medicine?

6 How is family medicine training different today from when you went through residency?

7 How should family medicine training change in the future?

8 What advice would you give a third-year resident today about being a family physician?

9 Is there anything else you would like to say about being a family physician today?

Resident Focus Group Questions

1 How did you come to decide to become a family physician?

2 What most attracted you to the profession that other disciplines don’t have?

3 What do you consider to be the key attributes of being a family physician?

4 Do you have these attributes now?

5 What does it take to get these attributes?

6 In what ways is the education you are receiving in your residency fostering your abilities as a family physician?

7 What are your greatest worries about being a family physician?

8 Should family medicine training be different than what you are getting now?

9 What advice would you give a fourth-year medical student about being a family physician?

10 Is there anything else you would like to say about being a family physician today?
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psychometric testing.  We also added 
items to the final survey, which was 
anonymous, to characterize those 
who completed the survey for psy-
chometric analyses.

Instrument Psychometric  
Assessment
We used a conservative ratio of 15:1 
in respondents to variable for our 
sample size target,24 which indicat-
ed at least 345 respondents would 
be needed to conduct an explorato-
ry factor analysis for psychometric 
assessment. We administered the 
refined instrument to 404 family 
physicians associated with the P4 
project. Of these, 373 surveys pro-
vided usable information for the 
principal component analysis. Sur-
vey responses were analyzed at the 
item level and then were assessed 
for underlying patterns using explor-
atory factor analytic techniques. Us-
ing SPSS version 19, we conducted a 
Principal Component Analysis26 with 
a Varimax (orthogonal) rotation and 
Kaiser normalization of all 23 items.  
Eigenvalues greater than 1.0 repre-
sented items that assimilated most 
of the variability reflected in par-
ticipants’ responses. We calculated 
Cronbach’s alpha coefficients among 
items identified in the patterned do-
mains. We used chi square to assess 

differences in categorical responses 
according to status as a resident or 
faculty member. We dropped three 
surveys from this analysis because 
we could not attribute them as be-
ing completed by residents or faculty, 
leaving a total sample of 370 sur-
veys. All tests were two-tailed, with 
alpha set at 0.05.

Results
A total of 223 family medicine physi-
cian faculty and 147 residents com-
pleted the identity survey (Table 
2). Faculty had been practicing for 
an average of nearly 15 years af-
ter medical school, and almost 78% 
went to medical school in the Unit-
ed States, whereas 97% of residents 
went to medical school in the United 
States. Just over 30% of both faculty 
and residents indicated they had an 
area of sub-specialization, where a 
significant part of their clinical work 
is focused in a specific area. 

The item analysis extraction load-
ings ranged from 0.36 to 0.70, with 
all but one item loading above 0.40, 
indicating the majority of items 
were strong loading factors (data 
not shown). Table 3 illustrates the 
obliquely rotated component load-
ings for 17 of 23 survey items. Six 
items with loadings lower than 
0.48 were dropped. The pattern of 

variable groupings is also shown 
in Table 3, and five domains were 
reflected in the data. Based on the 
groupings of questions within each 
cluster, we named the domains (1) 
Patient/Family Relationships, (2) Pa-
tient Advocacy, (3) Career Flexibility, 
(4) Balancing Breadth and Depth in 
Practice, and (5) Comprehensive Na-
ture of Patient Care.  The domain 
that most defined family medicine 
identity was Patient/Family Rela-
tionships, which had an eigenvalue 
of 5.4 for the four items, assimilat-
ed 23.6% of the total variance, and 
had a Cronbach’s alpha of 0.73.  
The remaining items contributed to 
identity to a lesser degree with ei-
genvalues ranging from 1.3 to 1.7, 
and variance assimilation between 
5.8 and 7.5%, between three and four 
items, with Cronbach’s alphas rang-
ing from 0.66 to 0.71.

Table 4 outlines comparisons be-
tween faculty and resident respons-
es for survey items according to the 
final domains. A significantly high-
er percentage of faculty than resi-
dents were in strong agreement that 
physicians be leaders in health care 
reform (92.8% versus 87%, P=.04).  
Residents were in stronger agree-
ment that ability to choose many op-
tions in how to build their practice 
appeals to them compared to faculty 

Table 1B: Confirmatory Focus Group Schedule*

Faculty and Resident Focus Group Questions

1 Tension between breadth and depth in medical practice and attaining a balance. Features of this domain 
include working with physicians in other disciplines and dealing with uncertainty.  

2 Continuity of care over a lifespan. Features of this domain include how changes in your life (aging) affect 
practice and how you relate to your patients over their life.

3 Features that “families” bring to practice. Features of this domain include how information about 
relationships affects your practice and how your practice is like a family.

4 Relating to communities. Features of this domain include how a community is like a family and how far 
your responsibility for “health” extends. 

5 Social justice. Features of this domain include how doctoring becomes “flexible” if and when you want to 
make a difference and how “influential” should you be in health politics and policy? It also includes how 
money factors into your life as a doctor?

6 Clinical professional opportunities. This domain includes how the flexibility inherent in family medicine 
draws you to it and how you think about transitioning your practice in ways that make your life more 
meaningful?

 
* As each domain was described, we asked participants: Does this seem right, and what measures or features can you imagine reflecting this domain?
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(89.1% versus 82.9%, P=.006). Facul-
ty were in stronger agreement about 
being comfortable balancing the 
breadth and depth of medical knowl-
edge needed in practice and using a 
variety of approaches to supplement 
their medical knowledge in patient 
care compared to residents (90.6% 
versus 68.7% for breadth and depth, 
P=<.001; 95.9 versus 88.3 for using 
a variety of approaches, P=.005).  
Both residents and family medicine 
faculty scored high levels of agree-
ment for all the other items with the 
domains identified in the principal 
component analysis.

Discussion
This study is important because it 
has developed and rigorously tested 
a tool that can be used to measure 
the attributes of family medicine 
identity. Though developed in a res-
idency setting, such a tool could be 
used in the study of the core values 
of family medicine, its role within 
the health care system, and the ca-
reer choices among learners, includ-
ing sub-specialization and how these 
might evolve over time. The principal 

component analysis identified five 
domains related to family medicine 
identity, the most important of which 
was Patient/Family Relationships.  
This domain clearly represents a 
core value of family medicine. It 
denotes a commitment to patients 
within the context of family that in-
volves observation, communication, 
understanding, and care.17  

The second most important do-
main identified was Patient Advoca-
cy, a component of the discipline that 
is reflected on the American Acad-
emy of Family Physicians (AAFP) 
web site definition of terms.27 Here 
it states:

 These specialists, because of their 
background and interactions with 
the family, are best qualified to 
serve as each patient’s advocate in 
all health-related matters, including 
the appropriate use of consultants, 
health services, and community re-
sources.27

 Importantly, we found that facul-
ty had significantly stronger levels of 
agreement about family physicians 

leading health care reform, which 
was one variable within the patient 
advocacy domain, compared to res-
idents. This may be related to the 
faculty having served in more leader-
ship roles related to health policy or 
health reform than residents.

The third domain identified in 
this analysis was Career Flexibil-
ity. This finding, which originally 
emerged from the focus group data, 
was initially unexpected as a core 
value. However, many focus group 
participants described a level of com-
mitment to family medicine related 
to an expected or actual evolution 
in their careers as family physicians 
that would continue to motivate 
them. Interestingly, one variable in 
this domain, the appeal of the abil-
ity to choose many options to build a 
practice, was significantly higher in 
level of agreement among residents 
compared to faculty. This may indi-
cate a value in family medicine that 
is relatively new to the discipline.  

The fourth domain identified in 
this analysis was Balancing Breadth 
and Depth in Practice. This domain 
reflects the appeal of the broad range 

Table 2: Characteristics of Physicians Who Completed the Identity Survey

Characteristic
Faculty 
(n=223)

Residents 
(n=147) P Value

Mean age in years (SD) 40.4 (10.6) 29.4 (3.72) <.01

Sex
Male (%)
Female (%)

47.5
52.5

57.3
42.5

.06

Mean time since graduation from medical school 
(SD)

14.7 (10.4) 2.1 (0.8) <.01

Mean time between undergraduate degree and 
entering medical school (SD)

3.4 (4.5) 3.6 (4.2) .84

Attended medical school in United States (%) 77.8  96.6 <.01

Subspecializes within family medicine (%) 36.8 32.4 .39

Type of subspecialization* (%)
Sports medicine
Obstetrics/maternity care
Geriatrics
Adolescent medicine
Public health/preventive medicine
Other

11.0
23.2
19.5
2.4
7.3
36.6

12.8
23.4
8.5
0

17.0
38.3

.29

 
SD—standard deviation 
* Only among those who subspecialize
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Table 3: Obliquely Rotated Component Loadings for 17 of 23 Survey Items

Component

Survey Items
Patient/Family 
Relationships

Patient 
Advocacy

Career 
Flexibility

Balancing 
Breadth and 

Depth in 
Practice

Comprehensive 
Nature of 

Patient Care
My relationship with patients is one of the 
most important aspects of my work as a 
physician.

0.670 -0.069 0.017 -0.16 0.299

Taking care of patients who are members 
of several family generations is rewarding 
to me.

0.669 0.130 0.056 0.041 0.040

Family dynamics and other social networks 
provide a context of care for my work with 
patients.

0.702 0.320 0.092 0.165 0.016

My relationships with patients can be 
enjoyable or difficult but in either case, 
they help me to be a better physician.

0.589 -0.027 0.266 0.259 0.159

Physicians should be leaders in health care 
reform.

0.081 0.735 0.279 0.168 0.001

My work in patient care indicates to 
me how important it is to be a patient 
advocate.

0.334 0.543 0.207 0.103 0.183

If called upon, I would work on legislation 
or testify to the legislature to help my 
patients get what they need.

0.017 0.739 0.080 0.008 0.149

The ability to choose many options in how 
to build my practice is appealing to me.

0.203 0.309 0.622 -0.101 0.137

I like the flexibility in choosing my scope of 
practice in family medicine (eg, obstetrics, 
inpatient care).

0.148 0.095 0.761 0.116 0.133

I expect that my practice will evolve as I 
do in my medical career and that is fine 
with me.

-0.004 0.146 0.734 0.120 0.137

I am rarely or never bored by the spectrum 
of care I provide in my clinical work.

0.197 -0.318 0.233 0.610 0.134

I am comfortable balancing the breadth 
and depth of medical knowledge needed in 
my practice.

0.023 0.213 0.058 0.766 0.136

I use a variety of approaches to 
supplement my medical knowledge in 
patient care.

0.162 0.129 -0.022 0.700 0.182

I am responsible for getting the 
information needed to take care of my 
patients.

0.204 0.136 0.101 0.158 0.507

I am part of a team of people who work to 
take care of my patients.

0.021 -0.021 0.136 0.120 0.804

I enjoy the diversity of problems and 
conditions I experience in my clinical work.

0.219 0.058 0.314 0.347 0.574

I often use community resources to help 
my patients get what they need.

0.124 0.268 0.056 0.097 0.489

Eigenvalues 5.434 1.734 1.620 1.441 1.334
Percentage of total variance 23.624 7.540 7.042 6.264 5.802
Number of test measures 4 3 3 3 4
Chronbach’s alpha 0.73 0.66 0.71 0.69 0.68



714 NOVEMBER-DECEMBER 2013 • VOL. 45, NO. 10 FAMILY MEDICINE

ORIGINAL ARTICLES

Table 4A: Family Medicine Identity Domain Scores

Domain

Mean 
Domain 
Score

Standard 
Deviation Range

Patient/Family Relationships 
(four items)

16.6 1.9 10–20

Patient Advocacy (three items) 12.4 1.8 3–15

Career Flexibility (three items) 13.4 1.5 7–15

Balancing Breadth and Depth   
in Practice (three items)

12.8 1.5 7–15

Comprehensive Nature of 
Patient Care (three items)

13.5 1.3 9–15

Table 4B: Comparison of Family Medicine Identity Domains and Items Among Residents and Faculty

Residents (n=147) Faculty (n=223)

%  
Strongly 

Disagree/
Disagree

%  
Neutral

%  
Agree/
Strongly 
Agree

Resident 
Domain 
Scores

% Strongly 
Disagree/
Disagree

%
Neutral

%  
Agree/
Strongly 
Agree

Faculty
Domain 
Scores

P  
Value  

Item 
Analy-
sis*

P 
Value- 

Domain 
Analy-
sis†

Patient/Family 
Relationships 

17.5 17.6 .56

My relationship 
with patients is 
one of the most 
important as-
pects of my work 
as a physician.

0.0 3.4 96.6 0.0 4.1 96.0 .71

Taking care of 
patients who 
are members of 
several family 
generations is 
rewarding to me.

2.1 6.8 91.1 1.4 8.6 90.1 .26

Family dynamics 
and other social 
networks pro-
vide a context of 
care for my work 
with patients.

0.7 6.1 93.2 0.0 9.0 91.0 .19

My relationships 
with patients 
can be enjoyable 
or difficult, but 
in either case, 
they help me 
to be a better 
physician.

0.0 8.2 91.7 1.4 7.2 91.4 .37

Patient  
Advocacy

12.2 12.5 .20

Physicians 
should be lead-
ers in health 
care reform.

2.1 11.0 87.0 0.0 7.2 92.8 .04

(continued on next page)

of medical conditions encountered 
across the life span encountered that 
in some ways defines the discipline.  
Of note is that a similar percent-
age of faculty and residents indi-
cated an area of sub-specialization 
in their clinical work and this likely 
reflects the fact that residents were 
engaged in areas of concentration or 
tracks in their training.  Thus both 
faculty and residents in this sam-
ple were indeed balancing breadth 
and depth.  It was clear from focus 
group data that both faculty and 
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Table 4B: Continued

Residents (n=147) Faculty (n=223)

%  
Strongly 

Disagree/
Disagree

%  
Neutral

%  
Agree/
Strongly 
Agree

Resident 
Domain 
Scores

% Strongly 
Disagree/
Disagree

%
Neutral

%  
Agree/
Strongly 
Agree

Faculty
Domain 
Scores

P  
Value  

Item 
Analy-
sis*

P 
Value- 
Domain 
Analy-
sis†

Patient Advo-
cacy (contin-
ued) 

My work in 
patient care 
indicates to me 
how important it 
is to be a patient 
advocate

0.7 10.2 89.2 0.0 10.4 89.6 .24

If called upon, 
I would work 
on legislation 
or testify to the 
legislature to 
help my patients 
get what they 
need.

11.6 23.1 65.3 9.1 32.9 58.1 .25

Career 
Flexibility

13.6 13.2 <.01

The ability to 
choose many 
options in how 
to build my prac-
tice is appealing 
to me.

2.1 8.9 89.1 2.7 14.4 82.9 .006

I like the flex-
ibility in choos-
ing my scope 
of practice in 
family medicine 
(eg, obstetrics, 
inpatient care.

0.0 2.7 97.3 0.5 3.6 96.0 .56

I expect that 
my practice will 
evolve as I do 
in my medical 
career, and that 
is fine with me

0.0 1.4 98.7 0.5 3.2 96.3 0.36

Balancing 
Breadth and 
Depth in  
Practice

12.4 13.1 <.01

I am rarely or 
never bored by 
the spectrum of 
care I provide in 
my clinical work.

2.1 3.4 94.5 2.2 4.9 92.9 .49

I am comfort-
able balancing 
the breadth and 
depth of medi-
cal knowledge 
needed in my 
practice

6.1 25.2 68.7 2.7 6.7 90.6 <.001
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residents had an aversion to tedium. 
At the same time, we found that two 
of the three items representing this 
domain showed stronger agreement 
by faculty compared to residents.  
These included comfort balancing 
the breadth and depth of medical 
knowledge needed in practice and 
the use of a variety of approaches 
to supplement medical knowledge 
in patient care. Our interpretation 
of this finding includes the likely re-
lationship between length of time in 
practice and comfort or confidence 
with clinical care, much of which 
likely develops at the end of resi-
dency training and beyond.

The fifth and final domain, Com-
prehensive Nature of Patient Care, 
appears to reflect a level of responsi-
bility and enjoyment regarding both 
the clinical problems seen in practice 
and attaining the information need-
ed to provide patient care.  This do-
main, though appearing similar to 
breadth and depth of practice is an 
illustration of the importance of sta-
tistical analytic approaches in seek-
ing patterns within data to inform 
measurement design. The items 
within this domain reflect the di-
versity of clinical problems seen, the 
expansive information needed for pa-
tient care, and the idea that patient 

care involves a team rather than an 
individual physician. 

The final domains identified were 
similar but not identical to our six 
thematically defined domains from 
the focus groups (balancing breadth 
and depth in clinical practice, con-
tinuity of care over a lifespan/fam-
ily dynamics, features of clinical 
care that bring “families” to prac-
tice, relating to communities, social 
justice/advocacy, and evolutions in 
clinical and professional opportuni-
ties). Two of these domains persisted 
in the principal component analy-
sis: balancing breadth and depth 
in clinical practice and evolutions 

Table 4B: Continued

Residents (n=147) Faculty (n=223)

%  
Strongly 

Disagree/
Disagree

%  
Neutral

%  
Agree/
Strongly 
Agree

Resident 
Domain 
Scores

% Strongly 
Disagree/
Disagree

%
Neutral

%  
Agree/
Strongly 
Agree

Faculty
Domain 
Scores

P  
Value  

Item 
Analy-
sis*

P 
Value- 
Domain 
Analy-
sis†

Balancing 
Breadth and 
Depth in  
Practice (con-
tinued) 

I use a variety 
of approaches to 
supplement my 
medical knowl-
edge in patient 
care.

0.7 11.0 88.3 0.4 3.6 95.9 .005

Comprehen-
sive Nature of 
Patient Care

13.6 13.4 .24

I am responsible 
for getting the 
information 
needed to take 
care of my pa-
tients.

0.0 2.0 97.9 0.0 4.0 96.0 .32

I am part of a 
team of people 
who work to 
take care of my 
patients.

0.7 3.4 95.9 0.0 7.6 92.4 .08

I enjoy the diver-
sity of problems 
and conditions I 
experience in my 
clinical work.

1.4 3.4 95.3 0.9 3.6 95.5 .51

* chi square 
† independent Samples t test
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in clinical and professional oppor-
tunities, though the latter was re-
named slightly after seeing the 
patterned items. Our survey items 
regarding “families” so tightly load-
ed with patient relationship items 
that the emerging theme included 
both, rather than separating them.  
Similarly, the social justice items 
we had grouped with patient advo-
cacy were dropped from the compo-
nent analysis, as they did not load 
as strongly to patient advocacy as 
we expected. We were surprised to 
see that the survey items on conti-
nuity of care over a lifespan/family 
dynamics were also dropped from 
the principal component analysis.  
However, after re-reviewing the focus 
group notes, participants indicated 
that though this was an ideal, it was 
rarely achieved in today’s US health 
care system due to health insurance 
plans that are less likely to allow pa-
tients to choose their providers. This 
issue may have influenced the factor 
loadings for this set of items. Con-
tinuity of care and the relationship 
with physician identity may become 
more important when the Affordable 
Care Act28 becomes fully implement-
ed in 2014. It is also possible that 
continuity of care might be harder 
to experience in the academic setting 
of a residency program than in com-
munity practice. If this is the case, 
its importance could be clearer in a 
population of practicing physicians.

We did not intentionally develop 
this instrument to reflect faculty or 
residents’ experiences with the P4 
initiative, as the site visits were con-
ducted before innovations planned 
by the P4 programs were fully imple-
mented in participating sites. Rath-
er, we were more interested in how 
family medicine identity might de-
velop differently based on training 
that involved more exposure to con-
tinuity clinics based in practices that 
were in the process of redesign. As 
patient care delivery increasingly fo-
cuses on PCMH and its related out-
comes, future research is needed to 
further distinguish family medicine 
identity domains.

The strengths of this study in-
clude that we conducted a significant 
number of both exploratory and con-
firmatory focus groups, which were 
informed by existing literature on 
family medicine identity and per-
sonality traits associated with ca-
reer choice. Our survey question 
structures reflected both the litera-
ture and personality characteristics 
in the development of “I” or subject-
focused questions. Our sample size 
was large, allowing us to use a con-
servative ratio of item number to 
respondents for the principal compo-
nent analysis (>15:1). The eigenval-
ues in our patterned or component 
analysis were well above 1.0, and the 
item groupings were all above 0.48 
for factor loadings.  

A potential weakness of this study 
is that the Cronbach’s alphas for two 
of the domains were above 0.70, and 
the remaining were 0.66 or above.  
There has long been a debate in the 
psychometric literature about uses 
and interpretation of alpha coeffi-
cients.29 Alpha is a measure of the 
interrelatedness of the items in a 
test or survey rather than homoge-
neity (uni-dimensionality of the set 
of items).30 The use of a 0.70 cut-off 
may be more appropriate for surveys 
of considerable length rather than a 
survey with three or four items rep-
resenting the domain. In such cas-
es, lower levels of alpha can be very 
meaningful. The most important as-
pect of characterizing a survey that 
measures psychological constructs is 
that alphas not be presented alone 
as a measure of the interrelatedness 
of the items. Our study included a 
complete principal component analy-
sis, which statistically informed the 
construction of the domains. Many 
psychometricians report that alphas 
below 0.50 are unacceptable.29,30 The 
alpha coefficients in our study were 
much higher than this. Lastly, our 
study examined only faculty and 
residents in teaching practices. Re-
sponses to the instrument might be 
different in non-training sites. In ad-
dition, physicians of other specialties 
may or may not respond similarly to 

family physicians. Both these areas 
should be the focus of subsequent 
study.

In conclusion, we successfully 
developed and tested a survey de-
signed to measure family medicine 
identity in residency training sties, 
with five domains that reflect: (1) Pa-
tient/Family Relationships, (2) Pa-
tient Advocacy, (3) Career Flexibility, 
(4) Balancing Breadth and Depth 
in Practice, and (5) Comprehensive 
Nature of Patient Care. Measuring 
and defining these attributes may 
improve recruitment and reten-
tion of “comprehensive physicians” 
in residency training. Survey item 
responses were different between 
residents and faculty in ways that 
appear to be related to clinical ex-
perience, which indicates the instru-
ment may be sensitive to important 
changes over time.
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