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Background: The authors’ purpose was to describe patterns and correlates of
satisfaction with career choice among U.S. plastic surgeons.
Methods: A mailed, self-administered survey was sent to 708 U.S. plastic
surgeons who were randomly sampled from the American Society of Plastic
Surgeons registry (71 percent response rate, n � 505). The dependent
variable was satisfaction with the decision to become a plastic surgeon, which
was created from a scale of four validated questions measuring decisional
satisfaction and decisional regret. The independent variables included sur-
geon and practice characteristics. Logistic regression was used to evaluate
associations between satisfaction with the decision to become a plastic sur-
geon and independent factors.
Results: Few respondents (4 percent) regretted becoming plastic surgeons.
Factors independently associated with greater satisfaction with the decision
to become a plastic surgeon included group practice compared with solo
practice (odds ratio, 1.65; 95 percent confidence interval, 1.0 to 2.71),
resident educator (odds ratio, 1.88; 95 percent confidence interval, 1.06 to
3.31), and a highly cosmetic practice mix: primarily cosmetic versus primarily
reconstructive (odds ratio, 2.42; 95 percent confidence interval, 1.25 to 4.66)
and mixed versus primarily reconstructive (odds ratio, 1.59, 95 percent
confidence interval, 0.92 to 2.76). Demographic factors such as age and
gender were not associated with surgeon satisfaction.
Conclusions: Overall, the majority of plastic surgeons are satisfied with their
career choice despite the current health care and economic environment.
Factors significantly associated with greater satisfaction with career choice
included group practice, involvement in resident education, and a highly
elective cosmetic practice. (Plast. Reconstr. Surg. 126: 636, 2010.)

Plastic surgeons’ satisfaction with career
choice has important implications regard-
ing future workforce shortages and the qual-

ity of patient care the specialty provides. There are
many reasons why surgeons may be less satisfied
with their career choice. Reimbursement for plas-
tic surgery procedures is declining1–3; overhead is
rising4; professional competition is increasing5,6;
and the environment in which medicine is prac-
ticed is becoming more litigious, with continu-

ously increasing malpractice premiums.7,8 Work-
place stress may be further amplified by the 2008
economic recession and impending health care
reform. It is possible that these factors are con-
tributing to the intention of many plastic surgeons
to leave practice earlier than physicians in other
specialties. In 2006, over 50 percent of active plas-
tic surgeons in the United States were older than
50 years and were planning on early retirement.9
These older surgeons reported being highly sat-
isfied with their career choice but indicated that
their plans for retiring earlier than physicians in
other specialties were fueled by rising malpractice
costs, declining reimbursement, and competitive
forces.9 Early retirement will worsen the impend-

From the Section of Plastic Surgery, Department of Surgery,
University of Michigan Medical Center; the Department of
General Surgery, St. Joseph Mercy Hospital; the Ann Arbor
Veterans Affairs Center for Clinical Management Research;
and the Division of General Medicine, Department of In-
ternal Medicine, University of Michigan.
Received for publication June 17, 2009; accepted December
22, 2009.
Copyright ©2010 by the American Society of Plastic Surgeons

DOI: 10.1097/PRS.0b013e3181de1912

Disclosure: The authors have no financial interest
to declare in relation to the content of this article.

www.PRSJournal.com636



ing workforce shortages in surgery. It is important
to identify how large of a problem this is for plastic
surgery so that interventions can be designed to
improve surgeons’ quality of life and ultimately
maintain a stable workforce.

Career satisfaction of providers has been linked
to the delivery of high-quality care.10 However, pre-
vious work has concentrated mainly on primary care
specialties.11,12 We know little about the factors that
contribute to the satisfaction with career choice for
surgical specialties. Understanding the significant
modifiers of career satisfaction has implications for
helping surgeons-in-training make better career de-
cisions and improving work-life conditions for those
currently in practice, and may ultimately improve
the provision of surgical care.

Our purpose was to use a national sample of
plastic surgeons to describe the proportion of sur-
geons who are not satisfied with their career decision
and at risk for early retirement. We also wanted to
identify factors associated with satisfaction with the
decision to become a plastic surgeon. In particular,
we wanted to evaluate the impact of different sur-
geon characteristics (e.g., age and gender) and prac-
tice characteristics (e.g., case mix, work hours, and
call responsibilities) on satisfaction with the decision
to become a plastic surgeon.

MATERIALS AND METHODS
Study Population

We mailed a self-administered survey to a na-
tional sample of plastic surgeons in the United
States to evaluate satisfaction with their career
choice. Women were oversampled so that there
was sufficient study power to evaluate differences
by surgeon gender. A total of 708 plastic surgeons
(354 male and 354 female surgeons) were sampled
randomly from the American Society of Plastic
Surgeons membership. Surgeons were mailed a
self-administered survey containing a $10 cash
gift.13,14 Within 4 weeks, nonresponders were
mailed a reminder letter and duplicate question-
naire. Follow-up letters were sent to responders
with missing questions to improve the complete-
ness of the data set. The response rate was 71
percent (n � 505). Approximately half of the re-
sponses came from the initial mailing, and the
other half came from the follow-up mailing. The
study protocol was approved by the Institutional
Review Board of the University of Michigan.

Measures
Our primary outcome was a measure of sur-

geon satisfaction with career choice. The measure

was developed from four individual items: two
items each from established decisional satisfaction
and decisional regret scales, respectively.15,16 We
modified these instruments for our study popula-
tion to evaluate satisfaction with and regret related
to the choice of a plastic surgery career. Specifi-
cally, surgeons were asked whether becoming a
plastic surgeon was the right decision for them;
whether they would choose to become a plastic
surgeon if they had to do it over again; whether
they regretted becoming a plastic surgeon; and
whether they were adequately informed about is-
sues important to their decision to become a plas-
tic surgeon. Responses were measured on a five-
point Likert scale and then summed and
categorized into a dichotomous measure of high
satisfaction versus low satisfaction (1 to 2 versus 3
to 5). Using different cutoff points did not signif-
icantly change the results.

Additional questions were designed to ad-
dress overall career satisfaction with six separate
items. Surgeons were asked whether they (1)
were satisfied with their career, (2) were satis-
fied with their income, (3) considered retrain-
ing in another medical specialty, (4) considered
retraining in another surgical specialty, (5) con-
sidered retiring early (�55 years old), and (6)
would encourage their child (or close relative) to
choose a career in plastic surgery. Responses were
measured on a five-point Likert scale and then
summed and categorized into a dichotomous
measure of strongly agree versus strongly dis-
agree (1 to 2 versus 3 to 5). Using different
cutoff points did not significantly change the
results. Therefore, we used the more stringent
cutoff for dichotomizing the data (1 to 2 rather
than 1 to 3), which allows us to identify factors
associated with very high levels of satisfaction.

The independent variables included (1) sur-
geon characteristics (i.e., age, gender, marital sta-
tus, and number of children) and (2) professional
characteristics (i.e., practice size, resident train-
ing, amount of emergency room call, and work
hours per week). Surgeon age was categorized into
four groups: younger than 40, 41 to 50, 51 to 60,
and older than 60 years. Surgeon gender was a
two-level categorical variable. Marital status was
grouped as married/partnered, single-divorced,
and single/never married. Practice size was di-
chotomized into solo versus group with two or
more physicians. Participation in resident training
was dichotomized: yes versus no. Emergency room
call was dichotomized into none versus one or
more calls per month. Approximately half of the
sample reported working less than 60 hours per
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week. We therefore chose this as a cutoff to di-
chotomize work hours into 60 or fewer versus
more than 60 hours per week. Furthermore, prac-
tice mix was described as the proportion of cos-
metic cases the surgeon performed, where less
than 25 percent was considered “primarily recon-
structive,” 25 to 75 percent was considered “mixed
practice,” and more than 75 percent was consid-
ered “primarily cosmetic.” Of note, we did evalu-
ate the association between our satisfaction out-
comes and type of practice (e.g., academic,
private, and managed care) and found no signif-
icant differences.

Statistical Analyses
We first described surgeons’ practice mix

across all independent variables. The Pearson chi-
square test was used for the bivariate analyses be-
tween the practice mix and categorical indepen-
dent variables. We then performed a multivariate
logistic regression to evaluate factors associated
with high satisfaction with the decision to become
a plastic surgeon. Odds ratios and associated 95
percent confidence intervals were calculated for
each of the independent variables in the multi-
variate logistic regression model. In the case of
categorical variables (such as participation in res-
ident training), the odds ratio measures the odds
of being satisfied for the indicated category rela-

tive to the reference category. For example, in
comparing satisfaction with career choice for sur-
geons by participation in resident training (with
“those that do not” being the reference variable),
an odds ratio of 1.88 indicates that surgeons who
participate in resident training are almost twice as
likely to be satisfied with their career choice com-
pared with those who do not participate in resi-
dent training.

The Wald test and the likelihood ratio test
were used to test the significance of individual
predictive variables, and the model chi-square sta-
tistic was applied to test the overall significance of
the model. We tested for second-order interac-
tions between surgeon gender and independent
variables that were significant in the bivariate anal-
yses. None of the interactions was statistically sig-
nificant; therefore, results were presented without
inclusion of interaction terms. Lastly, we evaluated
each of the six overall career satisfaction items by
surgeon and practice characteristics. Responses
were shown by case mix, which was the only sig-
nificant variable in the Pearson chi-square bivari-
ate analyses. All statistical tests were performed
with Stata version 8.0 (Stata Corp., College Sta-
tion, Texas).

RESULTS
Table 1 lists surgeon and practice character-

istics of the study population by case mix, repre-

Table 1. Surgeon and Practice Characteristics by Proportion of Cosmetic Case Mix

Primarily Reconstructive
(n � 134) (%)

Mixed
(n � 213) (%)

Primarily Cosmetic
(n � 150) (%) p

Surgeon characteristics
Age 0.008

�40 years 10.5 7.1 2.0
41–50 years 47.0 40.3 43.9
51–60 years 33.6 46.0 49.3
�60 years 9.0 6.6 4.7

Gender 0.360
Male 52.2 51.1 44.7
Female 47.8 48.8 55.3

Marital status 0.001
Married/partnered 75.4 85.4 82.0
Single-divorced 9.0 10.4 13.3
Single-never married 15.7 4.3 4.7

Practice characteristics
Practice size �0.001

Solo 38.8 58.2 70.7
Group �2 61.2 41.8 29.3

Participate in training residents �0.001
Yes 41.5 30.3 18.0

ER call days per month �0.001
None 19.4 26.3 58.7
�1 80.6 73.7 41.3

Work hours per week 0.002
�60 hours 67.0 76.9 87.2
�60 hours 33.0 23.1 12.8

ER, emergency room.
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sented by the proportion of cosmetic surgery. Sur-
geons with a primarily reconstructive practice
were significantly younger (p � 0.008) and more
likely to never have been married (p � 0.001)
compared with those performing more cosmetic
surgery. Surgeons who had a primarily reconstruc-
tive practice were also significantly more likely to
be in group practice (p � 0.001), participate in
resident training (p � 0.001), take more emer-
gency room call (p � 0.001), and work more hours
per week (p � 0.002) than those with a primarily
cosmetic practice.

Table 2 describes the distribution of responses
for each of the four items in our model measuring
the satisfaction with the decision to become a plas-
tic surgeon. Almost all respondents (93 percent)
felt that becoming a plastic surgeon was the right
decision for them, and 78 percent of the sample
said they would make the same career choice if
they had to do it over again. Two-thirds of respon-
dents also felt that they were adequately informed
about issues important to their decision to become
a plastic surgeon. Very few (4 percent) regretted
pursuing plastic surgery as a career.

Table 3 lists the results of the logistic regres-
sion, which evaluated significant correlates of
satisfaction with the decision to become a plastic
surgeon. Factors associated with being highly
satisfied versus less satisfied with the decision to
become a plastic surgeon included having a pri-
marily cosmetic practice (cosmetic versus recon-
structive: odds ratio, 2.42; 95 percent confi-
dence interval, 1.25 to 4.66); being in a group
practice (versus solo practice: odds ratio, 1.65,
95 percent confidence interval, 1.00 to 2.71);
and participation in training residents (odds
ratio, 1.88, 95 percent confidence interval, 1.06
to 3.31). Demographic factors such as age and
gender were not significantly associated with the

respondent’s satisfaction with the decision to
become a plastic surgeon.

Table 4 describes plastic surgeons’ overall ca-
reer satisfaction by practice mix. Compared with
those with a mixed or primarily cosmetic practice,
those with a primarily reconstructive practice were
significantly less likely to be satisfied with their
career (83 percent and 86 percent versus 72 per-
cent, respectively; p � 0.01) and with their income
(45 percent and 58 percent versus 44 percent,
respectively; p � 0.029). The primarily reconstruc-
tive surgeons also appeared to be more uncertain
about their career choice compared with the other
groups. Primarily reconstructive surgeons com-
pared with those with a mixed or primarily cos-
metic practice were significantly more likely to
have considered pursuing another surgical spe-
cialty (17 percent versus 10 percent and 7 percent,
respectively; p � 0.022).

DISCUSSION
In this national physician survey, we found that

the majority (93 percent) of respondents were
satisfied with their decision to become a plastic
surgeon. Almost two-thirds of surgeons were not
considering early retirement and nearly half
would encourage their own children or close rel-
atives to pursue a career in plastic surgery. How-
ever, it did appear that more isolated surgeons
such as those in solo practice and those not in-
volved with resident education were less satisfied
with their decision to become a plastic surgeon
compared with their counterparts. We also found
that surgeons who had a primarily reconstructive
practice mix were less satisfied with their career
choice compared with those with a more balanced
or primarily cosmetic practice mix. Significantly
fewer reconstructive surgeons reported being sat-
isfied with their careers and their incomes, and
nearly one-fifth of these surgeons had considered
retraining in another surgical specialty.

Over half of our study sample was profession-
ally isolated (i.e., in solo practice and/or not in-
volved with resident education) and at risk for
dissatisfaction with their career choice. Profes-
sional isolation has also been associated with di-
minished professional growth and poor clinical
performance in other specialties such as primary
care physicians practicing in rural locations or
in solo practices.17 Isolated physicians in any
specialty may be confronted with a wide range of
nonclinical responsibilities that involve the busi-
ness of medicine and detract from the gratifying
aspects of patient care. Isolated physicians also
have limited resources for sharing clinical ideas

Table 2. Proportion of Respondents Satisfied with
the Decision to Become a Plastic Surgeon*

Strongly Agree/
Agree (%)

Becoming a plastic surgeon was the right
decision for me. 92.9

I would decide to become a plastic
surgeon if I had to do it over again. 78.0

I am satisfied that I was adequately
informed about the issues important
to my decision to become a
plastic surgeon. 64.6

I regret becoming a plastic surgeon. 3.70
*Measured on a five-point Likert scale (strongly agree to strongly
disagree).
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about difficult cases with colleagues and have lim-
ited coverage for patient care responsibilities. Fur-
thermore, surgeons in solo compared with group
practices are less able to attend national societal
meetings.18 These factors may contribute to in-
creased clinical burden and increased intellectual
isolation and result in diminished satisfaction in
career choice among plastic surgeons.

We can only speculate as to why surgeons
who have a mostly reconstructive practice have
diminished satisfaction with their decision to
become a plastic surgeon. Primarily reconstruc-
tive surgeons face many challenges to patient
care. Reconstructive cases are complex and
time-consuming and are often performed in pa-
tients with lower baseline health status because
of cancer or traumatic injuries. Postoperative
complications also tend to be higher in recon-
structive compared with elective cosmetic sur-
gery cases. These cases require a great deal
of preparation and planning and high levels
of coordination with multidisciplinary teams.
These complexities often add urgency to recon-
structive efforts to avoid delays in treatment by
multidisciplinary teams. Furthermore, recon-
structive surgeons are at risk for limited third-
party reimbursement that often does not ade-
quately reflect the intensity of these procedures,
as demonstrated by reimbursement for autoge-
nous tissue procedures for postmastectomy
breast reconstruction.3 These many challenges
may contribute to reconstructive surgeons’ di-
minished satisfaction with the decision to be-
come a plastic surgeon.

There is little research about the career sat-
isfaction across different surgical specialties
with which to compare our results. However, the
plastic surgeons in our study were generally
more satisfied with their career choice than sur-
gical oncologists, of whom only 79 percent were
satisfied with their career choice in a study con-
ducted by Kuerer et al.19 –21 Our study also sup-
ports the findings of others in which surgeon
gender was not a significant predictor of career
satisfaction.19,22–24 Advanced surgeon age, in
other studies, has been a significant predictor of
greater career satisfaction.9,19,25,26 Our study
shows a trend for this association, although age
was not significantly associated with career sat-
isfaction once we controlled for other personal

Table 3. Multivariate Analysis of Respondents’
Satisfaction with the Decision to Become a
Plastic Surgeon

Independent Variables

Satisfaction with the
Decision to Become a

Plastic Surgeon*

Adjusted OR 95% CI

Surgeon characteristics
Age

�40 years 1.00 —
41–50 years 0.99 0.41–2.43
51–60 years 0.99 0.40–2.47
�60 years 2.17 0.57–8.26

Gender
Male 1.00 —
Female 0.83 0.52–1.30

Marital status
Married/partnered 1.00 —
Single-divorced 0.79 0.40–1.55
Single-never married 1.46 0.60–3.54

Practice characteristics
Case mix

Primarily reconstructive 1.00 —
Mixed 1.59 0.92–2.76
Primarily cosmetic 2.42 1.25–4.66

Practice size
Solo 1.00 —
Group �2 1.65 1.00–2.71

Participate in training
residents

No 1.00 —
Yes 1.88 1.06–3.31

ER call days per month
None 1.00 —
�1 0.65 0.39–1.1

Work hours per week
�60 hours 1.00 —
�60 hours 1.29 0.74–2.24

OR, odds ratio; CI, confidence interval; ER, emergency room.
*Constructed from four items with 5-point Likert scales measuring
satisfaction with the decision to become a plastic surgeon.

Table 4. Plastics Surgeons’ Overall Career Satisfaction

Primarily Reconstructive
(n �134) (%)

Mixed
(n � 213) (%)

Primarily Cosmetic
(n � 150) (%) p

Career satisfaction
Satisfied with career 72.2 82.8 85.7 0.010
Satisfied with income 44.4 45.0 57.8 0.029
Would encourage their child (or close relative) to

pursue a career in plastic surgery 33.1 44.5 44.0 0.081
Career uncertainty

Considered pursuing another medical specialty 12.0 9.6 6.7 0.299
Considered pursuing another surgical specialty 16.5 9.6 6.7 0.022
Considered early retirement (�55 years old) 43.6 36.4 34.0 0.222
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and practice characteristics. A more satisfied
older cohort of surgeons may be attributed to
the phenomenon of the dissatisfied surgeons
“dropping out,” or retiring, at a younger age.9,25

Limitations
Our findings should be interpreted in the con-

text of some limitations. Our analyses may be sub-
ject to response bias because those who responded
may have had higher levels of satisfaction that
those who did not. However, our high response
rate (71 percent) suggests that our sample was
highly representative of the national population
of U.S. plastic surgeons. Also, our data were de-
rived from self-report and were subject to respon-
dent recall and physician interpretation biases.
Lastly, our study was performed during a unique
economic climate in the United States, which has
likely altered the responses of many surgeons re-
garding their current financial situation.

Implications
Our findings have important implications

for practicing plastic surgeons in the United
States. The surgeons who practice in the solo
setting and/or without interaction with surgical
residents are more likely to suffer from stresses
borne from the isolated settings in which they
practice. These surgeons may consider the ben-
efits of practicing in a group setting or engaging
in resident teaching activities, which could help
lessen their burden of clinical care responsibil-
ities. In addition, the development of highly
interactive online virtual forums and conferenc-
ing, similar to those implemented by the Amer-
ican College of Surgeons,27 may help provide
resources for solo practitioners to interact with
their peers. Group practice may also provide
financial help to reconstructive surgeons through
greater negotiating power with third-party
carriers.28 Finally, health policy efforts should be
aimed at improving third-party reimbursement for
reconstructive services. Reimbursement must
match the intensity of services provided to ensure
the future availability of complex reconstructive
procedures, such as autogenous tissue postmas-
tectomy breast reconstruction.3 Future efforts
should focus on supporting more isolated sur-
geons and those performing complex reconstruc-
tive surgery to maintain this important compo-
nent of the plastic surgery workforce.
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