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Objective: To investigate the personal characteristics
and professional experiences of medical providers work-
ing with medically underserved urban populations.
Design: Focus groups of primary care providers.
Setting: Public and private clinics in Salt Lake City, Utah,
in which the providers had ongoing relationships with
medically underserved patients.

Participants: Twenty-four providers (11 men and 13
women), including 12 physicians (three family physi-
cians, seven pediatricians, and two psychiatrists), one den-
tist, three physician assistants, and eight nurse practi-
tioners participated in three focus groups.

Main Outcome Measure: Interpretative analysis ofver-

batim quotations regarding personal beliefs, feelings, and
practice experiences.
Results: Participants revealed a strong sense of service
to humanity and pride in making a difference. They thrive
on the challenge of creatively dealing with their pa-

tients' complex human needs with limited health care re-

sources. Factors critical to survival in an urban under-
served setting include a hardy personality style, flexible
but controllable work schedule, and multidisciplinary
practice team. The camaraderie and synergy of teams gen-
erate personal support and opportunities for continu-
ing professional development.
Conclusions: Increasing the numbers of health care pro-
fessionals wanting to work with the medically under-
served may be facilitated through refining admissions cri-
teria to schools for health care professionals to include
values and personality characteristics, emphasizing within
curricula the important skills and practice styles neces-

sary to work with underserved patients, and ensuring that
underserved practice environments provide support
through multidisciplinary teams and structured work
hours. These potentially effective approaches could
increase success in recruiting and retaining health care

professionals to work with medically underserved
patients.

(Arch Fam Med. 1995;4:124-133)

ACCESS   health care has
worsened in recent years,
especially reaching crisis
proportions for medically
underserved populations.

One critical component of the access so¬
lution is establishing an infrastructure of
appropriately trained health care provid¬
ers in the appropriate locations.

Several factors help to explain why
few health care providers practice in medi¬
cally underserved settings. Typically, medi¬
cal school provides students with subspe-
cialty-dominated curricula that affirm the
value of academic careers.1 The historical
legacy of the pioneer frontier and Protes¬
tant work ethic in the United States have
contributed to the contemporary belief that
those who are socially disadvantaged are

somehow morally and socially less wor¬

thy. Thus programs for the medically un-

derserved do not appear to be expres¬
sions of a normal, pervasive social
responsibility.2 Programs for the under-
served are associated with a loss of pro¬
fessional status among physicians serv¬

ing other segments of the population.3
Underserved practice settings are

placed at a further disadvantage by the in¬
creased competition for graduating pri¬
mary care residents from health mainte¬
nance organizations (HMOs) and private
practices with attractive salary and ben¬
efits packages. In family practice alone,
there are currently six to 10 job openings
for every graduating resident, double the
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METHODS

Focus group interviews were chosen as a means of engag¬
ing participants in interactive exploration of issues related
to their common experience of working with the under-
served. Focus group discussions have the advantage of mem¬
ber comments stimulating contributions by others. With
skilled focusing of the discussion by the moderator on key
issues, a predetermined range of issues can be explored in
depth by the group.

Focus group participants are not selected to be rep¬
resentative (in a statistical sense) of a particular popula¬
tion. Rather, they are chosen because of their knowledge
in the area of interest. Our participants were chosen be¬
cause they had prolonged experience with different un¬
derserved populations. Our interest was in the experi¬
ences and perceptions of urban providers practicing in a

setting in which they had an ongoing relationship with and
commitment to an underserved patient population. Pro¬
viders from a variety of professional training backgrounds
who worked in public and private clinics in Salt Lake City,
Utah, were contacted to participate.

Three focus group sessions with urban providers were
conducted between February and May 1992. All sessions
were conducted by us. One of us (D.L.S.) had extensive prior
experience in focus group moderation and conducted the
first session and trained the other two investigators (L.B.L.
and S.D.W.). At the start of each session, appropriate ex¬

planations of study purpose and use of data were pro¬
vided. Participant consent forms to tape record the discus¬
sion were obtained. The sessions all followed the same basic
interview guide; however, subsequent sessions explored in
more detail issues that needed further clarification. Each
session was attended by all of us, with one facilitating the
discussion and two recording the discussions and taking
process field notes. Immediately following the focus group,
a brief questionnaire was administered, and participants re¬
ceived movie tickets as a token of appreciation for their par-

ticipation. The information from this questionnaire al¬
lowed us to characterize our groups with some basic de¬
mographic and background information.

Of the 81 providers invited to participate in the three
focus groups, 24 providers were able to participate. Table 1
lists the five basic types of organizations in which par-
ticpants worked, and Table 2 lists all the participants and
their demographic data by each focus group. Group 1 in¬
cluded nine providers, six men and three women, represent¬
ing the specialties of dentistry, psychiatry, family practice, and
pediatrics. Group 2 included four providers, three men and
one woman, in the specialties of family practice, pediatrics,
and psychiatry. Group 3 included eight nurse practitioners
and three physician assistants. Nine of this group were women
and two were men. The 24 participants ranged in age from
32 to 70 years (mean, 42.1 years). They were predominantly
non-Hispanic, white (23 of 24; one was Hispanic), balanced
in gender (13 women and 11 men), and married (21 of 24).
Thirteen participants had children (range, one to five; mean,
1.3). Only three participants had service obligations for edu¬
cational loans. The range of days spent practicing with the
underserved per week was 0.5 to 5 (mean, 3.3). The num¬

ber of all patients seen per day ranged from five to 70 (mean,
23). As shown in Table 3, participants were diverse in their
educational debt, income, and type of community of origin.

Collectively, our informants had experience working in
a variety of medical settings (with patient populations other
than the underserved), including private practice, academic
medical centers, and HMOs. In the following section, we pre¬
sent three key themes that emerged from the focus group dis¬
cussions. These themes reveal a high level of consensus across

groups and across individuals. The breadth and length of ex¬

periences of our informants' working with the underserved
contribute to the reliability of our findings.

Analysis of data from focus group discussions in¬
volves reviewing transcripts of the sessions to identify key
themes that emerged during the discussions. These themes

Continued on next page

demand of just 2 years ago.4 Among physicians overall,
about one quarter to one third do not provide services
for the poor.5

The primary care physicians who are willing to prac¬
tice in underserved areas encounter more challenging pa¬
tient populations, including individuals who lack finan¬
cial access to health care, have minority sociocultural
beliefs and practices, require more than the usual amount
of physician effort, and have insufficient resources. Such
challenges include human immunodeficiency virus-
positive patients, pregnant teenagers, and substance abus-
ers.6 Providers at community mental health centers and
other underserved settings frequently deal with dissat¬
isfying work conditions such as busy schedules, inad¬
equate time for continuing medical education, inad¬
equate administrative support, and poor financial and
organizational stability. These conditions result in burn¬
out, low retention rates, and rapid turnover.3 7·8

Despite these trends, there is a cohort of providers
who choose to practice in medically underserved set¬
tings. This group includes physicians in rural practices
and in the US Public Health Service, Washington, DC,

including the subdivisions of the National Health Ser¬
vice Corps, the Indian Health Service, and rural prac¬
tices. Studies have shown that osteopaths, minority phy¬
sicians,9"11 and physicians with training in primary care

(general internal medicine, primary care pediatrics, and
family practice) choose to practice in underserved com¬
munities more than other groups.12"14 Other groups as¬
sociated with longer retention in underserved settings in¬
clude older physicians and physicians with group or team

experience. Women may be attracted to underserved set¬
tings for the convenience of regular hours, weekend free¬
dom, and salaries (vs fee for service).3

Recruitment and retention studies of providers work¬
ing in underserved settings have typically used quanti¬
tative analyses of physician databases3 or large sur¬

veys.15"21 Although these investigations have identified
some statistically significant relationships between pro¬
viders' personal characteristics and practice choices, over¬

all the data provide only a limited understanding of the
experiences of health care providers choosing to work
in medically underserved settings. The lack of sufficient
explanatory depth to comprehend providers' experi-
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are then interpreted through an iterative review of rel¬
evant literature and analysts'judgment. Results are not de¬
finitive conclusions, but rather often are well-articulated
questions. A well-focused group discussion can help the
researcher formulate artful questions for future research.

With this process in mind, each focus group tape re¬

cording was transcribed. One of us listened to each tape to
ensure accuracy of transcription. Observer notes were also
checked against the transcriptions. These notes were ex¬
tensive and comprehensive. Checks revealed a high level
of accuracy and completeness. Using both session notes and
audiotape voice identification, individual passages within
each transcript were numbered to represent a contribu¬
tion from a different speaker. For example, section 2.34 rep¬
resents the contribution by the 34th speaker in the second
focus group session. Participants were given disguised names

using a coding scheme that allowed easy identification of
the agency with which each participant was affiliated. We
identified five basic types of organizations and assigned each
a letter (for example, community health centers were coded
"C"). A complete list of organizations and corresponding
letter codes is given in Table 1. Participants who worked
for a particular type of agency were then assigned first names
that began with the same letter and preserved the infor¬
mants' gender. Throughout the text, quotations from the
discussion are identified by these disguised names. For ex¬

ample, "Michael, MD, 40M" designates a 40-year-old male
physician working with a mental health organization.

The first step in the data analysis was to examine the
transcript of the first session, searching for both emerging
and underdeveloped themes. Thus, the first discussion
guided the refinement of the probes for the following ses¬

sions as well as provided a framework for analysis. Later
sessions were also analyzed individually before a synthe¬
sis was attempted. Owing to technical problems, portions
of one focus group session were not recorded. For these
portions, investigators used their collective field notes to
arrive at consensus of discussion content. Thematic mean-

ing was believed to be accurately captured, although ver¬
batim quotations were not available.

As the analysis proceeded, each ofus independently read
and analyzed the transcripts, noting important themes. Once
themes were identified, we searched each transcript for rep¬
resentative quotations. The identified verbatim comments

representing each theme were categorized and sorted with
the help of the internal numbering system. Interrater reli¬
ability among us was not formally measured, but there was
substantial agreement in categorization between pairs of us.
If there was not consensus, we discussed the meaning of the
passages and together decided how to classify the quotations.

Through multiple readings of the transcripts, the
themes were refined, and quotations epitomizing the es¬

sence of the themes were selected. To illustrate the rich¬
ness of the discussions in both breadth and depth, we have
chosen to illustrate some themes with single quotations that
capture the theme well, while for others we have provided
multiple quotations to demonstrate the nuances con¬
tained in the transcript. We have been careful not to in¬
clude any themes for which negative cases were discov¬
ered or that were raised exclusively by one type ofprovider.
Because of the volume of data obtained in this study, only
those findings judged to expand knowledge ofpractice de¬
cisions and experiences of providers working with the un¬
derserved are discussed.

All three investigators participated in every phase of
data analysis. The diversity of their backgrounds helped to
ensure triangulation in interpretation of the data. Two of
us (L.B.L. and S.D.W.) are physicians (family practitioner
and pediatrician, respectively) with postbaccalaureate pub¬
lic health and research fellowship training and extensive
practice experience with the medically underserved. The
other (D.L.S.) has a background in health care marketing,
particularly focusing on providers' and patients' percep¬
tions of health care provision. Two of us (D.L.S. and L.B.L.)
had previous qualitative research experience (with focus
groups and ethnography, respectively).

enees, values, and the perceived benefits and costs of their
practice decisions leaves medical trainees, educators, and
policymakers with limited ability to implement mean¬

ingful changes aimed at increasing the number of pro¬
viders willing to practice with the underserved. For ex¬

ample, the association that rural or minority students are
more likely to practice in areas of physician shortage does
not really provide health system planners with a true un¬

derstanding of why rural or minority individuals choose
to practice in these areas. Similarly, further in-depth in¬
formation is needed for medical school admission com¬
mittees to identify which particular prospective rural or

minority students will elect careers in underserved ar¬
eas. This information can help curriculum committees
to grasp what medical training experiences will posi¬
tively or negatively influence these individuals' interest
and help administrators to know what particular com¬

munity, office practice, and health system factors will help
to recruit and retain such individuals.

The purpose of this study was to better understand
career choices and practice experiences of health care pro¬
viders who currently work with underserved popula-

tions. Our interest is not just in describing these indi¬
viduals, but in understanding their perspectives on

practice with the underserved. What are their personal
beliefs and characteristics, professional attitudes, behav-

*Assigned names are fictitious and reflect only the gender of the
participants and the types of organizations in which they worked.
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* Names assigned by letter code are described in Table 1.

tors, and experiences as a group? What are the factors
that contribute to development of this special interest?
Do providers identify common traits in their different un¬
derserved patient groups? What particular rewards or chal¬
lenges do providers face in these settings? Do these pro¬
viders use a unique style ofpractice specific to this setting?
Discovering answers to these questions potentially could

be valuable in developing effective strategies for recruit¬
ment and retention of providers interested in working
with the medically underserved and planning curricula
to ensure that providers are adequately prepared to en¬
ter practice with the underserved.

RESULTS

EMERGENT THEMES

One of the most powerful findings from the three focus
group discussions was that the team of health care pro¬
fessionals who provide care to the underserved appears
to be the glue that keeps the system together. Thus, we

begin our analysis in the first section by exploring the
personal and professional identities of these providers—
their views about humanity, personal values, and self-
images. In the second section, we look at the preferred
practice style of these providers and aspects of their work
with the underserved that enable them to deal with pa¬
tients and colleagues in their preferred ways. In the third
section, we focus on the rewards that these providers find
in their work with the underserved and the opportuni¬
ties that they see in these settings.

Other important emergent themes included obser¬
vations about the systems of health care provision, po¬
litical and social support, and medical provider train¬
ing. These are addressed elsewhere (S.D.W., L.B.L., D.L.S.,
Kim A. Segal, MPH, unpublished data, 1992).

PERSONAL AND PROFESSIONAL IDENTITY

The most dominant theme emerging from what provid¬
ers said influenced their decisions to dedicate at least some
of their practice to underserved populations is the per¬
sonal and professional identities of the health care pro¬
fessionals who participate in this arena of medical care.
These providers' beliefs about human rights, back¬
grounds, experiences, and resulting personal values both
push them toward practice with the underserved and away
from more mainstream practice.

There was a high level of consensus among focus
group participants about the right of the underserved to
have adequate health care available. This conviction ap¬
peared to be rooted in a deep philosophical orientation
toward humanity and the notion that, for many under-
served, their plight was not their fault. As one infor¬
mant commented:
A recruit asked, "How is it working with all these indigent pa¬
tients?"

...

as if there's something wrong with being poor
. . .Is it considered your fault, like you could have helped it, or

does it go back to the middle ages where, if you were a good
person and God liked you, you made money? It was only if you
did something wrong that you were poor and bad news hap¬
pened to you (1.60, Lois, MD, 33F).

Although there are undoubtedly many factors that
lead to such accepting and caring views about the un¬

derserved, an important one appears to be providers' ex¬

posure to underprivileged people while they were grow¬
ing up. This exposure, however, appears to have two very
different aspects. The first relates to personal experi-
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enees that give providers an empathie ability to identify
with the underprivileged. Some informants felt very com¬

fortable with their patients, as if they knew them:
I came from an underserved population, going to west-side
schools, knowing the people in the neighborhoods, the cir¬
cumstances, and the language. I understood and knew all this.
So it was very comfortable. I wasn't stepping into an alien cul¬
ture or situation. Itwasjustwhatlknew (1.41, Sally, MD, 36F).

The second aspect has to do with never having ex¬

perienced negative encounters with underprivileged
people and thus never developing a bias against the un¬

derprivileged that would prevent them from including
such individuals within their practices:
Going back to childhood

...

we always felt fairly well off
. . .It was certainly never a stigma to be poor or to not be able to

buy things that other people buy
. . .

We didn't have an inner-
city population. We didn't have a lot of minorities. So

...

1 grew
up without a lot of negative connotations for people who are
now considered underserved (1.40, Lois, MD, 33F).

Experiences from the past affected not only our in¬
formants' attitudes toward working with the under-
served, but also affected them in more general ways that
contributed to their nonconformity and activism. In fact,
many participants attributed their attraction to working
with the medically underserved to childhood and ado¬
lescent experiences, especially to exposure to strong fam¬
ily role models. For others, a more general immersion
in activist communities, such as Boy Scouts of America,
a politically active community, or religiously oriented ser¬

vice, was believed to have contributed to this value ori¬
entation. For others, their experiences with mentor phy¬
sicians working with medically underserved patients
contributed to their own desire to serve less advantaged
populations.

Informants believed that these influences contrib¬
uted to their view of themselves as caring, compassion¬
ate nonconformists:
I was a kind of wild, crazy hippie, really politically left, a child
of the 50s and 60s, and this just seems like the progression of
where my life was heading. I was never going to put on a three-
piece suit and have a briefcase and do that number (3.82, Stu¬
art, PA, 38M).

This deeply held self-image is compatible with serv¬

ing the less fortunate. By meeting the health care needs
of the indigent, our informants meet their own needs for
serving humanity.

Several comments suggest that this self-image is so

strongly held that our informants wanted to dissociate
themselves from the image they held ofproviders in pri¬
vate practice:
I don't know if I'll ever do private practice full-time—I cer¬

tainly doubt it. Part of it is an identity thing. I don't really iden¬
tify, I don't feel like I could identify myself with other people
who are strictly in private practice. I just don't feel like I fit the
mold (2.34, Michael, MD, 40M).

Informants' comments suggest that their personal and
professional identities affected their choices to practice
with the underserved. Our participants see themselves
in a position to help the underserved by taking on chai-

lenges that not all providers would tackle, using a spe¬
cific, unique practice style.

PREFERRED PRACTICE STYLE

Practicing medicine in their own way was manifested by
our informants taking a holistic approach to providing
health care. Such an approach enables them to deal with
the comprehensive problems of their patients in cre¬

ative and innovative ways. Many of our informants also
felt strongly about the value to both themselves and their
patients of working as part of a team of health care pro¬
viders. These two features of practice style are elabo¬
rated to demonstrate the richness of the discussion in the
focus groups.

Although our informants had experience working
with different groups of patients, a common feature of
their experiences was the complexity of problems faced
by their patients, made even more difficult by the lack
of resources. Because these patients have few or no medi¬
cal, financial, or social resources, these providers be¬
lieve that it is challenging to intervene simultaneously
across all of these dimensions. Dealing comprehen¬
sively with the medical and social needs of their pa¬
tients frequently meant that providers incorporated cul¬
tural, social, emotional, economic, and political factors
as they attempted to improve their patients' health sta¬
tus. This need for attention to multiple facets of the pre¬
senting health problem was discussed by all provider types,
but especially poignantly by nurse practitioners. Deal¬
ing with patients in a holistic psychosocial manner re¬

quires flexibility, creativity, and innovation. Both phy¬
sicians and nurse practitioners felt very satisfied when
this was successfully accomplished;
Being creative is a spiritual endeavor for people who do this,
because that's part of what it's all about—how you can piece
together something that needs to be highly individualized. You
try to get people to fit categories, but then many times you see
how you can get the categories to fit people. The people are

very different in many respects, and it satisfies in me a need to
seek novelty. In a private setting, you can get very focused. I've
worked in a free-standing urgent care center. You can be in there
and deal with that single focus problem, and then say good¬
bye. You know people who come in there using those chief com¬

plaints to really cover up many other things. You get sucked
into it because of the insurance system. But at least in my work
setting, it's an opportunity to be creative in a holistic way with
a summary of problems that you need to prioritize with the pa¬
tient and look at as a way to empower and enable that family
to be able to go out and do that for themselves (1.24, Seth, MD,
48M).

It was a real growth experience. I was forced to be creative with
minimal resources, working with schools and seeing patients
in different settings. Now that I'm in private practice, these things
are regarded as not being cost-efficient compared to in my pre¬
vious work, when I had a sense ofwhat needed to be done (2.23,
Michael, MD, 40M).

We are barraged with the comprehensiveness or the pervasive¬
ness of family problems. An example, today we saw a number
of single parents involved with children not doing very well in
school. They did not have the extended family resources and other
social supports that others would utilize (1.17, Seth, MD, 48M).
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Their problems are so complex. I walk into homes on home
visits—and 1 have no idea where to start—where there are sick
kids and dirty kids and disorganized homes and abuse and safety
hazards. I like the idea of being able to help them simplify, pri¬
oritize, and choose one thing that they can be successful at (3.35,
Lena, NP, 33F).
I have a holistic view. I see people as physical beings with emo¬
tional sides and intellectual sides and spiritual sides and social
sides and relationships. I have a hard time just compartmental¬
izing. I can see different components that are contributing to one

problem. If I just try to work with one problem in this popula¬
tion, you're unsuccessful a lot of times (3.16, Lena, NP, 33F).

Even routine problems with established treatment

plans presented interesting challenges because of the
unique circumstances of the patients. Providers also de¬
scribed feeling challenged because a visit with an under-
served patient could not be managed the same way as a

visit with a private practice patient. Providers must an¬

ticipate what might interfere with their patients' com¬

pliance with their recommendations. Working with un¬

derserved patients offered the opportunity for these
providers to be creative and innovative. Many find this
challenging and rewarding:
Nurse practitioners have a little bit more of a holistic approach
to patients. The population that I deal with in particular needs a
lot of teaching, a lot of reinforcing of things. I feel more satisfied
and better about myself doing this particular job than I would if
I was out in private practice. And maybe I'm feeling altruistic

. . .but I still feel it's okay (3.26, Suzanne, NP, 62F).
A well-child visit is not the same as it is in private practice. The
issues are totally different. When the kids are living with their
parents and five other people in the house, the parents can't let
the child cry through the night because so and so has got to get
up. You just don't say, "Go home, and in order to get your kid
to sleep through the night you do A, B, C, and D." It makes a big
difference when working with this group (3.27, Sybil, NP, 42F).
Providers contrasted this with their perception of pri¬
vate practitioners who work in group practice as essen¬

tially working alone despite covering call for other prac¬
tice members:

I see people in private group practices. They're so busy they
hardly see each other. The one is covered from the other one,
and they don't sit down and talk a lot about things (2.50, Char¬
lie, MD, 41M).
To our informants, the value of the group in private prac¬
tice is its structure, whereas in the setting of practice with
the underserved, the value of the group is the team func¬
tioning.

For many participants, working together with their
colleagues as part of a well-functioning team is seen as a

particularly unique and important feature in their prac¬
tice with the underserved. Interdependence among group
members facilitated greater communication and group
synergy. Informants relied not only on team members per¬
forming their individual roles, but also on their willing¬
ness to share responsibility:
My partner is a family nurse practitioner. We only overlap 2
days a week. When she's there, everything seems to go a lot
easier just because there are two of us. So if 80 people come

that day, we handle it. We'll laugh through it, and we trade a

lot of things. I really notice it when I'm out there alone, like
today. I just got my head staved in today. I left thinking, "God,
I wish [she] was here" (3.141, Stuart, PA, 38M).

The dynamics of a well-functioning team mean that
members truly work together by sharing multiple points
of view and decision making. Participants like knowing
that they have a sounding board for consulting about dif¬
ficult problems. Backup was particularly important to the
middle-level providers, giving them greater self-
confidence. Having ancillary staff (eg, social worker or

psychologist) on the teams also gives participants the free¬
dom to admit that they do not know all the answers and
the willingness to ask for help from specialist team mem¬

bers:
We have a fortunate circumstance to be involved with the team.
A physician is not the head of the team. It's supposed to be an

egalitarian operation with psychology and nursing and social
service and other medical specialties that are engaged as they
need to be to be able to look at the whole child (1.17, Seth,
MD, 48M).

For individual providers, teams also provide cama¬

raderie, support, and nurturing, which is perceived as criti¬
cal to both their survival in stressful practice settings and
long-term satisfaction and continued commitment to prac¬
tice with the underserved:
The people that you have an opportunity to work with are an
attraction to practice with the underserved. In our clinic sys¬
tem, we have about 23 providers, and it's split about equally
between midlevel practitioners and primarily family practice
docs. I think that one of the main reasons that we have a sig¬
nificant lack of turnover in our system is because the interac¬
tion is so good between the midlevels and the physicians (3.31,
Casey, PA, 42M).
We hold each other in high regard. When a couple of my long-
term partners left last summer, particularly one that I helped
train who was my partner for 5 years, I mourned his leaving
for a couple of months. I'm over that now. But these relation¬
ships are just so rich. I think that's very important, the ability
to enjoy what you're doing and be inspired by your coworkers
(2.48, Charlie, MD, 41M).

Working with others also provides perspective. Col¬
leagues are available to ventilate the frustrations and
stresses of working with underserved populations, an es¬

sential process for dealing with burnout. As one infor¬
mant said:
It helps you redirect. Sometimes when you get frustrated, it's
because you're not seeing something, and if you start telling it
to someone else, and then they say, "Whoa, I think you're go¬
ing kind of overboard on this," then you can refocus and say,
"Maybe I am being kind of heavy on this, and I'll just pull back
for awhile" (3.145, Lena, NP, 33F).
Working with this kind of a population, you need someone to
blow off steam

. . .

Otherwise you take it home. You don't shut
the door (3.143, Suzanne, NP, 62F).

In the preferred practice style of our informants, each
element appears to hold benefits for both patients and
providers. Importantly, the team structure, formal and
informal roles, and lines of communication are per¬
ceived to enhance the team's effectiveness. Members truly
respect each other's clinical contribution and interper-
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sonai and organizational skills in responding to the big
picture of the patient's situation. When this is possible,
our informants believe that their patients are better served,
and this knowledge adds to their job satisfaction.

REWARDS AND OPPORTUNITIES

In addition to the professional challenges that provided
satisfaction, informants cited other rewarding aspects of
their work with the underserved. Benefits include hav¬
ing a positive impact on their patients' lives, having pro¬
fessional opportunities to continue learning, working in
environments that met practical considerations for flex¬
ibility, and balancing family and professional roles.

Consistent with our informants' attribution of their
motivation to practice with the underserved in part to a

deeply held service ethic, providers believed that they were

making a difference. By having a positive impact on pa¬
tients' lives, providers reinforce their sense of self and live
as the selves they most want to be. In many cases, the
care provided by our informants is likely to be the only
health care available for these patients. Providers noted
that their patients seem to be very appreciative of what
is done. These providers gain a lot of satisfaction from
providing this unique service:

This person isn't going to doctor shop and go to the next place
or the next place or the next place. If they don't get what they
need from you in your particular situation, they're not going
to get it from anyone. So it does make a difference (1.14, Sally,
MD, 36F).
I'm a nurse practitioner... I do care with juvenile detention.

. .doing something for people that can use my services. There are
a lot of people who are willing to work with middle class and
upper middle class

. . .

there are very few people who are will¬
ing to work with the underserved people (3.6, Suzanne, NP,
62F).
One private practitioner who provides services to pa¬
tients covered by Medicaid commented:
I like to think that I get the same satisfaction from all of my
patients. But I guess, to a certain degree, I think that the medi¬
cally underserved appreciate it a little bit more. They enjoy my
medical care, and I enjoy giving it to them (1.11, Peter, MD,
42M).

Our informants genuinely liked their patients and
bonded with their practice populations and individual
patients. The closeness of the relationships between pro¬
viders and their patients means that both enjoy the in¬
teractions. In some cases, these interpersonal relation¬
ships affect patients' lives, which in the long run may affect
their health status. Interpersonal relationships can also
make a difference in the providers' lives:

Yesterday I got a phone call from a semiliterate patient, a nice
gal with an eighth grade education level.

. .

[She asked,] "How
are you? I heard about what happened." She was referring to a

young patient of mine who had recently died in a labor and
delivery setting. I could hardly talk to her. I was so overcome
that she was really concerned about how I was doing with that.
So I have just a very rich support system from patients and col¬
leagues. It's really nice to have that in working through this
particular period of my life. It would be hard to give that up
(2.42, Charlie, MD, 41M).

Some of the enjoyment that comes from working with
the underserved is attributed by informants to the rich
mix of cases in their practice. They found this diversity
to be challenging, stimulating, and personally reward¬
ing:
I really enjoyed the ethnicity and diversity of the Southeast Asian
population. Their cultural differences were so fascinating. I
would not have experienced this anywhere but at the clinic (3.32,
Sonja, NP, 37F).

Working with the underserved forces providers to
redefine what it means to have an impact or be success¬
ful. Informants have learned that it is the little things that
count:

You have to concentrate on the little things. You get dis¬
gusted with patients' attitudes, but you learn not to let them
bug you. They are that way for a reason. Some patients are al¬
ways angry; they make me feel responsible. I understand that
better now (2.26, Sarah, MD, 35F).
1 don't expect [patients] to walk out of here and change that
behavior, but let me just plant the seed for [them]. Maybe it
will sprout a year from now (3.30, Stuart, PA, 38M).

Defining what it means to have an impact carries over

into other aspects ofpractice with the underserved. Learn¬
ing to set limits, not be judgmental, be clear on goals,
and value one's contribution to patient health care in terms
of long-run outcomes appear to be key coping skills. With
the tension of constantly being asked to do more for their
patients, there is a fine balance for providers between feel¬
ing positively challenged and frustrated or over¬

whelmed:
In taking care of these folks

...

if you have prejudgments or

expectations of them, you're going to be disappointed. You have
to lower your expectations and be pleasantly surprised when
things work out well (3.74, Casey, PA, 42M).

Another type of reward available to many of our in¬
formants arises from the ways in which they can man¬

age the practical aspects of their work, such as schedule
and career flexibility, and avoid less desirable adminis¬
trative tasks and paperwork. Even strategies for dealing
with these issues had to fit within the philosophical per¬
spectives of these providers.

Especially when comparing their situations to their
perceptions of providers in private practice or HMOs, par¬
ticipants expressed satisfaction at being paid a salary, with
less pressure to generate high patient volumes or to be
concerned about billing. Although in their minds these
providers earn lower incomes than they might in pri¬
vate practice, HMOs, and academic medicine, this is not
an important issue. Providers believe that this arrange-'
ment gives them the freedom to be truly responsive to
their patients' needs:
I don't personally like the idea of my motivation to be money-
oriented, for example, thinking, "Well, I have to see so many
people in so much time to make so much money to meet so

many bills." I do like the idea of not looking at somebody and
having a dollar sign saying yes or no to what I do necessarily.
I prefer to look at what they need and then try to match re¬

sources, within reasonable limits (3.35, Lena, NP, 33F).
My own experience and that from recruiting other physicians
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is that money is not an issue. The important things are feeling
a positive sense of challenge, practicing high quality of work,
and having enough time off (2.8, Carl, MD, 37M).

Flexibility and autonomy appear to be necessary el¬
ements in the equation for practice with the under-
served. The pressures of working with the underserved
are great; providers are inexperienced at juggling the com¬

peting demands on their time. Participants described hav¬
ing control over their work hours (eg, working only 2
days per week or an 8-hour shift) as being extremely im¬
portant to help balance the demands of working with very
sick, needy, and resource-poor populations. Other com¬

ponents useful for setting boundaries on one's practice
included acceptable call schedules, liberal vacation time,
and time off for other activities. Balancing career with
flexible part-time work conditions was described as be¬
ing particularly important for both women and retired
providers to allow enough time for family and meaning¬
ful work while simultaneously avoiding unwanted ad¬
ministrative paperwork.

The opportunity to continue to learn from their fel¬
low providers was seen as a real benefit by these infor¬
mants. Professionally, working in a multiple-provider set¬
ting offers opportunities to interact with peers, bounce
ideas off others, and get feedback. These opportunities
were seen as unavailable in some other practice set¬
tings.

The extrinsic motivation of money appears to be less
important to these providers than the intrinsic motiva¬
tion of a challenging job, which they believe that they
are competent to tackle. From informants' perspective,
the flexibility that their positions afford them profes¬
sionally and practically, the learning, professional team¬
work, and social interaction provided by their clinic col¬
leagues, and the complex and dire needs of their patients
outweigh the disincentives of lower pay and less profes¬
sional stature among colleagues in nonunderserved prac¬
tice settings.

COMMENT

The nature of qualitative research is to identify emer¬

gent themes and then explore these further through
other literature that discusses these themes. This
exploration can add richness to the interpretation of
themes, especially when it delves into previously
unconnected domains. Through the use of qualitative
research, we have been truly able to get to know our

participants. We have explored with them the reasons

why they made the choice to practice with the under-
served and what that choice has meant to them in
terms of their professional and personal lives. Their
comments make the statistics previously reported in
the literature come to life. Deeper meaning was

revealed with regard to important personal and devel¬
opmental influences on the values and attitudes of our

participants. Insights were gained about the intrinsic
rewards of practice in underserved settings, advan¬
tages of egalitarian provider teams, and benefits of
structured and controllable work assignments.

In interpreting our data, we relied on diverse lit-

erature sources to help us to fit our findings into a

broader picture of these providers. We are left with a

portrait of providers choosing to work with the under-
served as hardy, resourceful, optimistic, and idealistic
yet vulnerable individuals. Although it may be pos¬
sible to continue to attract more health care profes¬
sionals with these personality and value profiles into
practice with the underserved, it is critical that they be
protected. They are vulnerable financially. They face
trade-offs of lifestyle and family demands. Most
importantly, they face burnout from dealing with the
complex problems of their patient population with
only minimal resources at their disposal. As one infor¬
mant described:

I feel fatigue trying to do as much as I can with as little as pos¬
sible on a constant basis. The organization can't afford to hire
staff. I am even looking in the drug cabinets and using drugs
with past expiration dates because that's all there is. Over time,
there's a cumulative effect. With everyone else doing the same
after awhile, it feels like a heavy cloud descending over the or¬

ganization. It's like pouring your life energy into a black hole.
When am I done at the end of the day? The patients' needs can
take every ounce of energy from you. It takes diligence to set

your own limits (2.25, Carl, MD, 37M).

If we do not want to lose the idealistic individuals who
are attracted to practice with the underserved, then ev¬

ery effort must be made to make their practice environ¬
ments as supportive and developmental as possible. Many
of the valued aspects of practice with the underserved
revealed by our informants are not expensive in the sense

of requiring capital investments. Environments can be
molded by the people in them through the relationships
they forge and synergy they generate. These opportuni¬
ties must be cultivated.

Turner22 has defined the term communitas as a so¬

cial antistructure that frees participants from their nor¬

mal social roles and statuses and instead engages them
in a transcending camaraderie of equal status. Our in¬
formants describe a similar social organization at their
workplaces, with an egalitarian team structure in which
a nurse practitioner or social worker might emerge as the
leader instead of a physician. Team roles were deter¬
mined more by individual strengths and skills than by
preexisting status. In the constantly challenging under-
served practice settings, communitas also provides sig¬
nificant support for our informants.

Our participants approach their practice with the
underserved with a positive, "can do" attitude, finding
their everyday encounters challenging rather than
frustrating, their patients interesting rather than diffi¬
cult, and their own effort as having an impact rather
than going unobserved or unappreciated. They
embody a personality style of hardiness described by
Kobasa et al23 as a composite of commitment, control,
and challenge. Persons with high levels of these traits
have high curiosity about the meaningfulness of life,
believe and act as if they can influence the events of
their experience, and regard life changes to be the
norm and a stimulus to growth. These two themes
revealed by our data—communitas and hardiness—
suitably characterize individuals who provide health
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care to the underserved. Our data also enable us to
formulate some recommendations about how to match
the right providers to the right settings to enhance the
availability of care to the underserved.

RECOMMENDATIONS

If the goal of health system reform is to ensure univer¬
sal access to care, it may be fundamentally more

important to influence providers' attitudes toward
working with the underserved than to focus exclu¬
sively on restructuring financial access. Identifying
and enhancing inherent rewards of working with the
underserved and cultivating positive attitudes toward
them appear worthwhile. It is possible that under pro¬
posed health system reform plans, a different group of
providers may be working with the underserved in the
near future. These new providers may well have differ¬
ent needs and perspectives.

Our informants are hardy individuals who believe
that they are in control of their professional lives
(most of the time), are very committed to what they
are doing, and thrive on challenge. If access to health
care is to be achieved for the underserved, the supply
of providers who have the characteristics that make
them hardy must be enlarged. More individuals with
these characteristics should be recruited into the
medical professions, trained to deal with the situations
they are likely to face in practice with the under-
served, and supported in a practice environment in
which they can function optimally.

RECRUITMENT

Our informants exhibit a number of values and per¬
sonal characteristics in common—especially their car¬

ing for humanity, backgrounds, and personal values. If
these can be better understood and defined, recruit¬
ment practices of schools for health care professionals
might be well served to include such factors as part of
their screening criteria. If more applicants with these
values and personal characteristics could be recruited
into schools, less emphasis on persuading students
and residents to choose practice with the underserved
might be required. These characteristics are very simi¬
lar to those of medical students selecting family prac¬
tice.24·25 After admission, students could also receive
career counseling that compares their personal values
with profiles of health care professionals working in
medically underserved settings.

CURRICULA

Although curricular issues were not a major focus of our

study, informants spontaneously offered several view¬
points in their discussions that are worthy for further con¬

sideration.
Our provider participants largely attribute their

motivation to the intrinsic rewards of providing
needed care and close personal relationships with
their patients and fellow providers. We speculate that
further articulation of these intrinsic rewards and

identification of ways in which they can be achieved
could potentially enhance the training curricula of
health care professionals and possibly influence more
trainees to practice in this setting.

In their work with the underserved, provider
informants used certain personal skills that tradition¬
ally have not been emphasized in health care profes¬
sional and postgraduate training curricula. It is pos¬
sible that inclusion of training in these skills in the
formal curricula could provide students with the abili¬
ties both to practice well and reap the inherent
rewards of being able to respond competently to the
needs of the underserved. These abilities include indi¬
vidual skills for dealing with ambiguity and being self-
reliant, resourceful, creative, and holistic when work¬
ing with patients' complex human problems. Team
skills that could be developed include working
together to provide coordinated care and recognizing
incremental small changes in patients' health behavior
as well as long-term outcomes.

The decision to practice with the underserved
appears to be influenced by providers' attitudes toward
the underserved as patients. The undersupply of pro¬
viders willing to work with the underserved is in part
related to an aversion to practice with the under-
served, based on lack of information or mispercep-
tions about what the underserved are like as patients
and human beings. As far as this is true, exposure
through work with such patients may facilitate the
development of positive attitudes and appreciation for
the rewarding relationships possible between provider
and patient. Changes in training curricula for health
care professionals to include more exposure to racially
and culturally diverse populations, low-income fami¬
lies, and patients from rural and inner-city settings
may increase the number of providers choosing to
work in these underserved settings. Exploration of the
processes by which attitudes about the underserved
are formed and the people and experiences that affect
these attitudes should prove fruitful.

RETENTION

Creating and maintaining environments supportive of
the providers dedicated to caring for the underserved
is also important. We discovered several aspects of our

informants' practice environments that enable them to
cope with the demands of practicing with the under-
served. Flexibility and the establishment of boundaries
on their practice appear to be very important to our

participants.
Our informants found a great deal of satisfaction in

working with teams of health care providers. Consider¬
ation of the dependencies and interpersonal interac¬
tions within these teams should be a top priority when
structuring work environments for professionals deal¬
ing with the underserved. It seems worthwhile to ex¬

plore the ways in which team support can work to re¬

duce stress and avoid burnout among providers practicing
with the underserved.

An issue for future research is the impact that
team structure and team roles have on the team's fune-
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tioning, both formal and informal. What are the
impacts on providers and patients when hierarchical
structures are abandoned in favor of structures that
result from situational needs and individual compe¬
tence? How can the impact on quality of care and pro¬
vider satisfaction be assessed?

Facilitating a practice style in which the focus is
on problem solving within the big picture and the
highest priority is placed on patient needs (rather than
productivity measured by number of patients seen)
appears to be desirable. Our informants valued being
able to decide how much time to spend with patients
and how to proceed with caring for them. They valued
being able to treat patients in a holistic manner.

Our informants provided insights pertaining to re¬

cruitment, training, and retention issues, and their com¬
ments have led us to make recommendations with re¬

gard to each of these as a means of enhancing access of
the underserved to health care by increasing the supply
of providers working with them. Our informants de¬
scribed practice environments in which coping mecha¬
nisms were built into their jobs. They appreciated hav¬
ing organizationally imposed limits on the time spent in
practice with the underserved. Limited call schedules, lib¬
eral vacations, and even opportunities for continuing
medical education provide a respite from the pressures
of this practice. Working together as a team provides both
professional support and personal nurturing. One won¬

ders, however, about the extent to which such coping
mechanisms are necessitated by the problems created by
a two-tiered system of haves and have-nots and the fi¬
nancial (and thus resource) constraints connected with
providing care to the have-nots. The real challenge may
be not to ensure that such coping mechanisms are pre¬
sent for providers working with the underserved, but
rather to correct the system, thereby removing the need
for such coping mechanisms.

A limitation of this study is the small number of
informants interviewed. On the basis of personal knowl¬
edge, we believe that our participants are more likely to
be more altruistically involved in their work than the non-

participants. Another important limitation is attribu-
tional bias, as discussed by Pathman and Agnew.26 Par¬
ticipants' telling of their stories and insights may not reflect
a true factual cause-and-effect relationship of their mo¬
tivation or their behaviors based on their personal char¬
acteristics and experiences. The ideas presented here typi¬
cally emerged from participants' spontaneous statements,
not from direct inquiry or weight of evidence. We can¬

not determine how commonly or strongly held these per¬
ceptions are among other providers working with the ur¬

ban underserved. These are fertile areas for further
research. The demographic survey is a self-report ques¬
tionnaire to provide some profile of our participants. Al¬
though the sample size may be appropriate for qualita¬
tive thematic generation, it is too small to attempt any
meaningful analysis, correlation, or inference from the
survey data.

Accepted for publication September 28, 1994.
Financial support from the FHP Center for Health

Studies, University of Utah, Salt Lake City.

We wish to acknowledge comments and suggestions
from Terry Pavia, PhD, Department of Marketing, Uni¬
versity of Utah, David Eccles School of Business, , and
Charlene Weir, PhD, Psychology Service, Salt Lake City,
Veterans Affairs Medical Center.

Correspondence to Department of Family and Com¬
munity Medicine, University of Utah School of Medicine,
1C26 SOM, 50  Medical Dr, Salt Lake City, UT 84132
(Dr Li).

REFERENCES

1. Markert RJ. Why medical students change to and from primary care as a ca-
reer choice. Fam Med. 1991;23:347-350.

2. Mauksch HO. Can future physicians be educated to care for underserved people?
Public Health Rep. 1980;95:41-43.

3. Paxton GS, Sbarbaro JA, Nossaman N. A core city problem: recruitment and
retention of salaried physicians. Med Care. 1975;13:209-218.

4. Garb M. Sparking interest in family medicine. Am Med News. February 3,1992;
35:11-15.

5. Council on Ethical and Judicial Affairs, American Medical Association. Caring
for the poor. JAMA. 1993;269:2533-2537.

6. Lurie N, Yergan J. Teaching residents to care for vulnerable populations in the
outpatient setting. J Gen Intern Med. 1990;5(January-February suppl):S27\x=req-\
S34.

7. Stein LI. Psychiatric residency training and the community mental health cen-
ter. Community Psychiatrist. 1985;1:11-12.

8. Vaccaro JV, Clark GH. A profile of community mental health center psychia-
trists: results of a national survey. Community Ment Health J. 1987;23:282\x=req-\
289.

9. Keith SN, Bell RM, Swanson AG, Williams AP. Effects of affirmative action in
medical schools. N Engl J Med. 1985;313:1519-1525.

10. Davidson RC, Montoya R. The distribution of services to the underserved: a

comparison of minority and majority medical graduates in California. West J
Med. 1987;146:114-117.

11. Gregory K, Wells KB, Leake B. Which first-year medical students expect to
practice in an inner-city or ghetto setting. J Natl Med Assoc. 1986;78:501\x=req-\
504.

12. Cullison S, Reid C, Colwill JM. Medical school admissions, specialty selection,
and distribution of physicians. JAMA. 1976;235:502-505.

13. Politzer RM, Harris DL, Gaston MH, Mullan F. Primary care physician supply
and the medically underserved: a status report and recommendations. JAMA.
1991;266:104-109.

14. Rosenblatt RA, Whitcomb ME, Cullen TJ, Lishner DM, Hart G. Which medical
schools produce rural physicians? JAMA. 1992;268:1559-1565.

15. Pantell RH, Reilly T, Liang MH. Analysis of the reasons for the high turnover
of clinicians in neighborhood health centers. Public Health Rep. 1980;95:344\x=req-\
350.

16. Stamps PL, Kuriger FH. Location decisions of National Health Service Corps
physicians. Am J Public Health. 1983;73:906-908.

17. Tillson HH. Stability of physician employment in the neighborhood health cen-
ters. Med Care. 1973;11:384-400.

18. Bible BL. Physicians' views of medical practice in nonmetropolitan communi-
ties. Public Health Rep. 1970;85:11-17.

19. Pathman DE, Konrad TR, Ricketts TC III. The comparative retention of Na-
tional Health Service Corps and other rural physicians. JAMA. 1992;268:1552\x=req-\
1558.

20. Gessert C, Blossom J, Sommers P, Canfield MD, Jones C. Family physicians
for underserved areas: the role of residency training. West J Med. 1989;150:
226-230.

21. Hostetter CL. Multiple variable motivators involved in the recruitment of phy-
sicians for the Indian Health Service. Public Health Rep. 1975;90:319-324.

22. Turner V. The Ritual Process. London, England: Routledge & Kagen Paul; 1969.
23. Kobasa SC, Maddi SR, Courington S. Personality and constitution as media-

tors in the stress-illness relationship. J Health Soc Behav. 1981;22:368-378.
24. Ernst RL, Yett DE. Physicians' background characteristics and their career choices:

a review of the literature. Med Care Rev. 1984;41:1-36.
25. Rezler AG, Kalishman SG. Who goes into family medicine? J Fam Pract. 1989;

29:652-656.
26. Pathman DE, Agnew CR. Querying physicians' beliefs in career choice studies:

the limitations of introspective causal reports. Fam Med. 1993;25:203-207.

 at CLOCKSS, on November 7, 2009 www.archfammed.comDownloaded from 

http://www.archfammed.com

