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The use of incentive compen-
sation in academic medicine 
has been a topic of interest for 

many years.1-8 A 2006 systematic re-
view of implemented incentive com-
pensation system (ICS) programs in 
academic units concluded that in-
centive compensation was associated 
with positive financial impact and 

increased professional productivity 
in clinical and scholarly activity.9 

Despite the intuitive benefit of 
rewarding performance with incen-
tive pay, the application of self-de-
termination theory to compensation 
systems suggests that the autono-
mous motivation of an individual 
can be harmed by an ICS.8,10 Com-
pensation has been demonstrated 

as a significant predictor of over-
all job satisfaction for clinical track 
physicians.11 Recent work showed 
most physicians expressed a nega-
tive view of an ICS in an academic 
health center, with the lowest-scor-
ing related to plan complexity and 
choice of metrics.12 Yet, little remains 
known about the penetration of aca-
demic incentive compensation plans 
in family medicine, the psychological 
reactions toward those systems, and 
the impact of those reactions on fac-
ulty physician satisfaction, motiva-
tion, and retention.

By using incentive payments to 
link the physician’s actions to the 
larger organizational goal, the or-
ganization hopes that the physician 
will be more likely to perform certain 
behaviors. Yet, physicians may not 
be motivated to act in the interest of 
the larger organization if there is a 
conflict between the goal of the indi-
vidual physician and the goal of the 
organization.13 Research on clinical 
incentives has shown that incentiviz-
ing performance improvement in one 
area can result in improvement in 
that measure, but may also be asso-
ciated with decreasing performance 
in other nonincentivized areas,14-17 
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BACKGROUND AND OBJECTIVES: The use of incentive compensation in aca-
demic family medicine has been a topic of interest for many years, yet little is 
known about the impact of these systems on individual faculty members. Bet-
ter understanding is needed about the relationship of incentive compensation 
systems (ICSs) to ICS satisfaction, motivation, and retention among academic 
family medicine faculty.  

METHODS: The Council of Academic Family Medicine (CAFM) Educational Re-
search Alliance (CERA) conducted a nationwide survey of its members in 2013. 
This study reports the results of the incentive compensation question subset of 
the larger omnibus survey. 

RESULTS: The overall response rate was 53%. The majority (70% [360/511]) 
of academic faculty reported that they are eligible for some type of incentive 
compensation. The faculty reported moderate satisfaction, with only 38% be-
ing satisfied or highly satisfied with their ICS. Overall mean motivation and in-
tent to remain in their current position were similar. The percentage of total 
income available as an incentive explained less than 10% of the variance of 
those outcomes. Faculty perceptions of appropriateness of the measures, un-
derstanding of the measurement and reward systems, and perception of due 
process are all related to satisfaction with the ICS, motivation, and retention.  

CONCLUSIONS: ICSs are common in academic family medicine, yet most fac-
ulty do not find them to motivate their choice of activities or promote staying 
in their current position. Design and implementation are both important in pro-
moting faculty satisfaction with the ICS, motivation, and retention.
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suggesting that incentives cause in-
dividuals to make trade-offs when 
choosing activities to focus on. In-
centive formulas that are too simple 
lead to lack of attention to key stra-
tegic areas, while incentive formu-
las that are too complex lead to lack 
of understanding and lack of moti-
vation for the physician.12,18,19 While 
design and implementation of ICS 
impact whether or not those trade-
offs exist for academic physicians, 
and impact satisfaction, motivation, 
and retention, better understanding 
is needed of the relationship of sat-
isfaction, motivation, and retention 
with the categories of incentives of-
fered.12,20

Organizational psychology and 
business management principles 
indicate that an individual’s knowl-
edge of his or her respective compen-
sation system,19 positive perceptions 
of due process related to the design 
and implementation of the compen-
sation system (eg, adequate notice, 
judgment based on evidence and fair 
hearing), 21 perceived validity,12,22 pro-
cedural justice,23 distributive justice, 
and alignment with strategic objec-
tives,24 are all important predictors 
of both a successful ICS, and par-
ticipant satisfaction with an ICS.13,25 

Most outcome reports of academic 
ICSs have focused on the financial 
impact to an academic department 
or unit,26 changes in clinical and 
academic productivity,27,28  and re-
tention rates for the entire unit,28 

rather than the impact of the ICS 
on the satisfaction, motivation, and 
retention of individual faculty. With-
out knowledge of the impact of such 
systems on individual faculty mem-
bers’ perceptions, there is a risk that 
these systems, which are intended 
to reward productive faculty mem-
bers, may actually lead to harm,29 

including increased rates of faculty 
turnover,30,31  and subsequent exac-
erbation of the shortage of qualified 
academic family medicine educators 
and researchers. 

This study attempts to fill that 
gap by providing further empirical 
evidence about the impact of diverse 
ICS programs on faculty satisfaction, 

motivation, and retention by explor-
ing the relationships between the 
categories of incentives offered, the 
ICS design, and implementation of 
the ICS, with ICS satisfaction, mo-
tivation, and retention.   

Methods
To better understand the satisfac-
tion, motivation, and retention of ac-
ademic faculty, we developed a set 
of 35 survey questions to explore 
aspects of ICS design and imple-
mentation and individual faculty 
outcomes based on organizational 
psychology and business manage-
ment principles of incentive com-
pensation systems.12,13,19,21-25 The 
incentive compensation subset of 
questions is shown in Table 1. Two 
physician faculty members who were 
not involved in survey design were 
asked to complete the question sub-
set prior to distribution of the CERA 
survey to establish face validity. We 
specifically asked faculty to report 
how their ICS impacted their moti-
vation to devote time and energy to 
specific activities within the scope 
of academic medicine, their inten-
tions to remain with the organiza-
tion, and their overall satisfaction 
with the ICS. 

Setting
This project is part of the larger 
Council of Academic Family Medi-
cine (CAFM) Educational Research 
Alliance (CERA) omnibus survey. 
The study was approved by the 
American Academy of Family Phy-
sicians Institutional Review Board 
and was reviewed and considered 
exempt by the Institutional Review 
Board of Indiana University School 
of Medicine. The survey methods we 
used are similar to the previously de-
scribed CERA 2011 Residency Direc-
tor Survey.32   

The survey was designed as an 
omnibus survey incorporating ques-
tions from several distinct investiga-
tor-initiated subprojects all related 
to academic medicine faculty, in ad-
dition to a set of demographic ques-
tions common to all subprojects.33 
US-based physician active members 

of the CAFM organizations (Society 
of Teachers of Family Medicine, As-
sociation of Departments of Fami-
ly Medicine, Association of Family 
Medicine Residency Directors, and 
the North American Primary Care 
Research Group) were solicited for 
participation in the study in early 
2013. Active members were defined 
as those who have attended a CAFM 
organization meeting since January 
1, 2010, or were listed as a member 
of a committee or group within these 
organizations.  

Data Collection
Survey support staff of STFM sur-
veyed potential respondents electron-
ically with an initial email invitation 
for participation. The survey includ-
ed a personalized greeting, a letter 
signed by the presidents of each of 
the four participating organizations 
urging participation, and a link to 
the survey. STFM staff sent nonre-
sponders two follow-up emails en-
couraging participation. 

Data Analysis
We used IBM SPSS Statistics Ver-

sion 20 to perform the data analysis 
for this study. We completed descrip-
tive statistics for the responses to 
questions from the common demo-
graphic question set and the ICS-
specific question set. We captured 
all responses to questions assessing 
faculty perceptions and reactions on 
a 5-point Likert scale. By using two-
tailed t-tests assuming equal vari-
ance we evaluated differences in 
satisfaction, motivation, and reten-
tion between groups of responses for 
demographic subsets including in-
centive amounts, types of incentives, 
and elements of the ICSs. Lastly, we 
used correlation, linear regression 
and multivariate analysis of vari-
ance (MANOVA) to examine the re-
search questions of interest. 

To better understand variability in 
satisfaction, motivation, and reten-
tion, we first examined various struc-
tural domain aspects of the ICSs, 
and then examined faculty percep-
tions of the implementation as pre-
dictors of the outcomes of interest. In 
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particular, we asked faculty wheth-
er the behaviors being targeted by 
the ICS were appropriate (two items: 
perceptions of appropriateness and 
perceptions of validity and credibili-
ty), whether they understood the ICS 
(two items: understanding how their 
ICS measures them and rewards 
them), and whether they thought 
the system was implemented with 
due process (10 items: adequate no-
tice, fair distribution, clear appeal 
mechanisms, timely and frequent re-
porting, meaningful input into de-
sign, applied consistently, aligned 

with strategic objectives, informa-
tion used is credible and valid).   

Results
The all-member CERA survey was 
completed by 581 individuals out of 
1,099 potential respondents for a re-
sponse rate of 52.9%. The incentive 
compensation system set of ques-
tions was completed by 511 individ-
uals for a response rate of 46.5%. 
The majority of respondents were 
non-Hispanic white physicians of as-
sistant or associate professor rank 
(Table 2). Almost three-fourths (70%, 

360/511) of academic faculty report-
ed that they were eligible for some 
type of incentive compensation. Of 
those reporting that they were eli-
gible for an incentive, 68% reported 
that 1% to 10% of their total income 
could come from incentives, 26% re-
ported 11% to 25%, and the final 6% 
indicated the percentage was greater 
than 25%.  

Overall, as assessed on a 5-point 
scale with 1 being strongly dissatis-
fied and 5 being strongly satisfied, 
the faculty reported moderate lev-
els of satisfaction (m=3.09, SD=1.08), 

Table 1: Incentive Compensation Question Subset

Domain Question Response Choices

Structural Please indicate which types of incentive 
compensation that you are eligible for. 
Mark all that apply.  

•	 Clinical productivity
•	 Clinical quality
•	 Teaching productivity
•	 Teaching quality
•	 Research or scholarly productivity

Structural What is the approximate total amount 
of incentive compensation available 
to you on an annual basis in terms of 
percent of your total income:

•	 0%
•	 1-10%
•	 11-25%
•	 26-50%
•	 Greater than 50%

Structural Which of the following characteristics 
are present in your ICS? (mark all that 
apply)

•	 Downside potential (reduction in base salary)
•	 Automated tracking (reports generated without 

your input)
•	 Manual tracking (reports generated by you and 

submitted)
•	 Team based or group based incentives
•	 Criteria that eliminate eligibility from ICS if not 

met
•	 Citizenship or other qualitative component of 

cooperation

Satisfaction Please rate your overall satisfaction 
with your ICS.

1.	 Strongly dissatisfied
2.	 Somewhat dissatisfied
3.	 Neither dissatisfied nor satisfied
4.	 Somewhat satisfied
5.	 Strongly satisfied

Please rate your level of agreement 
with the following statements:

Understanding I understand our ICS and how I am 
measured.

1.	 Strongly disagree
2.	 Disagree
3.	 Neutral
4.	 Agree
5.	 Strongly agree

Understanding I understand how I am rewarded in our 
ICS.

Due process Our ICS incentivizes activities which 
are highly aligned with strategic 
objectives of our bigger system. 

Due process I was given adequate notice of how the 
ICS worked, including how it would be 
measured, before it went into effect.

(continued on next page)
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Domain Question Response Choices

Appropriateness The activities measured by the ICS are 
appropriate for the incentive system.

1.	 Strongly disagree
2.	 Disagree
3.	 Neutral
4.	 Agree
5.	 Strongly agree

Due process Our ICS distributes incentive dollars 
fairly.

Due process Clear appeal mechanisms exist for 
me to question or refute an ICS 
measurement or payment.

Due process I receive ICS reports that are timely 
and frequent enough for me to take 
action to impact my ICS payment.

Due process Our ICS system measures activities 
which are important to academic family 
medicine.

Due process Our ICS system rewards activities 
which are important to academic family 
medicine.

Due process I had input into how our ICS is 
structured.

Due process The standards in the ICS systems are 
applied consistently across faculty/
physicians.

Appropriateness The information used to assess my 
performance in the ICS system is valid 
and credible.

Teamwork Our ICS system has increased the 
amount of teamwork within our unit.

Motivation Our ICS system motivates me to 
give more time or energy to certain 
activities.

Motivation Our ICS system motivates me to 
give more time or energy to clinical 
activities.

Domain Question Response Choices

Motivation Our ICS system motivates me to give 
more time or energy to scholarship 
activities.

1.	 Strongly disagree
2.	 Disagree
3.	 Neutral
4.	 Agree
5.	 Strongly agree

Motivation Our ICS system motivates me to 
give more time or energy to teaching 
activities.

Motivation Our ICS system motivates me to give 
more time or energy to leadership 
activities.

Retention Our ICS system increases the likelihood 
that I will remain with my current 
employer.

Due process Our ICS system will help me get 
promoted.

Structural The pay I receive through our 
ICS system is necessary for my 
compensation to be equivalent to what 
I would receive in another employment 
situation.

Table 1, continued
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motivation (1 being strongly disagree 
and 5 being strongly agree; m=2.61, 
SD=.86), or anticipated retention (1 
being strongly disagree and 5 being 
strongly agree; m=2.67, SD=1.01, Ta-
ble 3), with only 38% of faculty re-
ported as being satisfied or highly 
satisfied with their ICS. Similarly, 
only 38% of faculty reported being 
motivated or highly motivated by 
their ICS. There was a weak, but 
statistically significant, association 
between the faculty’s reported un-
derstanding of the measurement and 
rewards aspects of the ICS and the 
degree to which they reported being 
motivated to perform specific activi-
ties (r2= .08, P<.001).

Design of Incentive Compensation 
Systems 
We examined the relationships be-
tween percentage of income total 
that can be incentivized and the out-
comes of interest and found positive 
relationships with satisfaction, mo-
tivation, and retention (r’s=.20, .19, 
.25. P<.01, respectively, see Table 3). 
However, total income available as 
incentive explained less than 10% of 
the variance in faculty satisfaction, 

motivation, and retention. We then 
conducted a MANOVA examining 
the effect of the three income per-
cent levels on these same variables. 
There was a statistically significant 
difference on satisfaction, motivation, 
and retention based on level of total 
income incentivized, F=3.42 (6,508), 
P<.01; Wilks lambda=.92. The means 
indicating the between-groups effects 
are reported in Table 4. There were 
significant differences between all 
three groups on retention, and there 
was a significant difference between 
the first and second groups on sat-
isfaction and motivation. It appears 
that when the incentive was relative-
ly small in comparison to one’s total 
income, the effect on motivation, sat-
isfaction, and retention was small. 

We asked survey respondents 
whether or not their ICS includ-
ed incentive opportunities in each 
of the following categories: clinical 
productivity, clinical quality, teaching 
productivity, teaching quality, and re-
search productivity. There were no 
significant relationships between 
the reported outcomes and whether 
or not the clinician was eligible for 
a clinical productivity incentive. We 

performed a regression analysis to 
look at whether or not faculty half 
days of clinical time was a predictor 
of clinical motivation, and the mod-
el was nonsignificant. As reported 
in Table 3, incentives in the other 
four categories were significantly re-
lated to satisfaction, retention, and 
motivation. In addition, there were 
positive relationships between the 
number of categories available to fac-
ulty and the outcomes, such that fac-
ulty that had a greater number of 
incentive categories available also re-
ported greater satisfaction (r=.19, P 
<.01), motivation (r=.27, P<.01), and 
retention (r=.20, P<.01). 

Table 5 demonstrates that one-
fourth (25.0%, 90/360) of faculty 
reported that plans had features 
that could result in lower compen-
sation (“downside potential”), and 
around one-third of faculty report-
ed that their ICS plans had at least 
one criteria which could disqualify 
the faculty from earning incentive 
(“disqualification criteria,” 30.0%), 
team-based incentives (36.7%), and 
citizenship/qualitative incentives 
(27.8%). Sixty-seven percent of plans 
offered automated tracking of ICS 

Table 2: Descriptive Statistics of Survey Respondents

Item % Yes (Number 
of Respondents)

% No (Number of 
Respondents)

Male 58.0% (334) 42.0% (242)

Less than 50 years old 45.7% (264) 54.3% (314)

Non-Hispanic white ethnicity 84.7% (483) 15.3% (97)

Assistant or associate rank 63.4% (364) 36.9% (187)

MD or DO degree 94.1% (543) 5.9% (34)

Primary role of teaching or research 48.0% (276) 52.0% (302)

Less than 3 half days clinical time 52.2% (301) 47.9% (276)

Eligible for clinical productive incentive 83.3% (300) 16.7% (60)

Eligible for clinical quality incentive 46.9% (169) 53.1% (191)

Eligible for clinical productivity and clinical quality incentive 43.9% (155) 56.1% (198)

Eligible for teaching productivity incentive 32.8% (118) 67.2% (242)

Eligible to teaching quality incentive 23.6% (85) 76.4% (275)

Eligible for teaching productivity and teaching quality incentive 13.1% (45) 86.9% (298)

Eligible for research productivity incentive 40.8% (147) 59.2% (213)

Eligible for clinical productivity, teaching productivity, and research productivity 
incentive 20.1% (69) 79.9% (274)

Eligible for clinical quality and teaching quality incentive 16.0% (55) 84.0% (288)
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Table 3: Means, Standard Deviation, and Correlation Table for Survey Question Item Constructs
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1. Percent Income ---                          

2. Clinical 
Productivity ---   .13*                      

3. Clinical Quality ---   0.06 0.07                    

4. Teaching 
Productivity ---   .17* .12* 0.012                  

5. Teaching 
Quality ---   .13* -.14* .21** .26**                

6. Research 
Productivity ---   .27** 0.11 .13* .42** .35**              

7. No. of 
Categories in ICS 2.65 1.45 .29** .27** .51** .65** .60** .72**            

8. Appropriateness 
Domain 2.82 1.12 .16* -0.09 .15* .36** .34** .38** .45** 0.95        

9. Due Process 
Domain 3.13 0.8 .19** 0.02 .27** .19* .16** .24** .33* .60** 0.85      

10. Understanding 
Domain 3.72 0.9 .17** 0.09 .24** 0.09 0.1 .20** .25** .33* .62** 0.95    

11. Satisfaction 3.09 1.08 .20** 0.02 .12* .20** 0.12 .18** .25** .51** .61** .39** --  

12. Motivation 
Domain 2.61 0.86 .19** 0.02 .23** .33** .32** .37** .46** .57** .58** .30** .44** 0.90

13. Retention 2.67 1.01 .25** 0.06 .22** .19** .24** .22** .32** .47** .58** .34** .59** .61**

Notes: * P<.05, ** P<.01. When appropriate, Cronbach’s coefficient alpha is in bold on the diagonal.

Table 4: Between-Groups Effects From MANOVA of Percent Income 
Incentivized on Satisfaction, Motivation, and Retention

Amount of Total Income Incentivized Mean Satisfaction1 Mean Motivation2 Mean Retention2

1-10% of income incentivized (N=222) 2.95* 2.48* 2.50*

11-25% of income incentivized (N=88) 3.34* 2.85* 2.94*

More than 26% of income incentivized (N=8) 3.09 2.90 3.38*

* Means in bold (for each factor) are significantly different from one another within each outcome. 

1 Based on 5-point Likert-type scale with 1 being “strongly dissatisfied” and 5 being “strongly satisfied”.

2 Based on 5-point Likert-type scale with 1 being “strongly disagree” and 5 being “strongly agree”.
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data. When we examined the rela-
tionships between these features 
and the outcomes, manual tracking 
(defined as having to keep track of 
information that was not automat-
ically captured as part of normal 
workflows), team-based criteria, dis-
qualification criteria, and citizenship 
were significantly related to report-
ed increased motivation (r’s=.17, .15, 
.12, .15, P<.05, respectively). Manu-
al tracking, team-based criteria and 
citizenship were significantly related 
to increased satisfaction (r’s=.12, .12, 
.18, P<.05, respectively), and manual 
tracking was related to increased re-
tention (r=.14, P<.05).   

Faculty Perceptions of Incentive 
Compensation Systems
Faculty perceptions of appropriate-
ness, understanding of their ICS, and 
due process were all significantly re-
lated to the outcomes of interest (see 
Table 3). We conducted a series of 
regression analyses looking at the 
relative weight of each of these pre-
dictors on the outcomes. Given that 
the percentage of total income sig-
nificantly predicted each of the out-
comes, this was included in the first 
step of the regression. As reported 
in Table 6, in each case, perceptions 
of appropriateness and due process 
were significant predictors of satis-
faction, motivation, and retention, 
above and beyond the differences 
accounted for by percent of incen-
tive. Understanding of the system 
was not a significant predictor when 
entered with the first two predic-
tors. In each analysis, appropriate-
ness and due process accounted for 

significant amounts of variance in 
satisfaction (R2 Δ=.38, P<.001), mo-
tivation (R2 Δ=.39, P<.001), and re-
tention (R2 Δ=.31, P<.001), once we 
accounted for the variance explained 
by percent of incentive. This suggests 
that no matter how much of one’s 
total income the incentive system 
may include, employees who per-
ceive that the behaviors measured 
are valid and believe that the system 
was instituted with due process re-
port greater satisfaction, motivation, 
and retention. 

Discussion
ICSs are common in academic fam-
ily medicine, yet the majority of fac-
ulty is neither satisfied with nor 
motivated by their ICS. While the 
prevalence of incentive-based com-
pensation in this survey is similar 
to other reports,34 this is the first 
study to examine the effect of ICSs 
on faculty satisfaction, motivation, 
and retention across academic fam-
ily medicine compensation systems.

In times of scarce resources, lead-
ers in academic family medicine 
must wrestle with the decision of 
how much incentive they should of-
fer to faculty. Higher levels of in-
centives can increase short term or 
overall costs to the institutions, but 
lack of clarity exists around wheth-
er or not incremental increases in 
incentive dollars lead to increases 
in behavior change. We demonstrat-
ed that, as the percent of income 
available as an incentive increases, 
so does motivation and retention. 
Satisfaction with ICSs may plateau 
when incentives account for more 

than 25% of a faculty member’s in-
come, but this should be interpreted 
with caution due to small numbers 
of respondents in the group of facul-
ty reporting more than 25% of their 
income available as incentives in this 
study. Future monitoring of trends in 
this group will be essential as larger 
incentive programs are developed.

As academic faculty members 
balance their clinical, teaching, and 
research roles simultaneously, ICS 
design has the potential to become 
very complex as systems try to cap-
ture the multiple aspects of a facul-
ty member’s effort and productivity. 
Faculty physicians can be confused 
by the complexity of the formulas, 
which are sometimes handed down 
from the larger organization with 
few allowances or adaptation by the 
department. Both of these factors 
have been shown to impact the in-
centive programs.18

 Further research 
into the extent and impact of these 
factors on the motivation of academ-
ic family physicians is warranted. 
Administrative leaders are left won-
dering which aspects are important 
to incentivize, and how each of those 
aspects impact faculty satisfaction, 
motivation, and retention. We dem-
onstrated that with the exception 
of clinical productivity, faculty sat-
isfaction, motivation, and retention 
will be higher the more aspects an 
ICS captures. This relationship im-
plies that recognizing and rewarding 
the key types of faculty activity is 
beneficial. In our study, clinical pro-
ductivity was not related to satisfac-
tion, motivation, or retention. While 
it is possible that academic faculty 

Table 5: Characteristics of Incentive Compensation System for Respondents With More 
Than 0% of Total Income Available Through Incentive Compensation Plan

Item % Yes (Number of 
Respondents)

% No (Number of 
Respondents)

ICS has downside potential 25.0% (90) 75.0% (270)

ICS has automated tracking 67.2% (236) 32.8% (115)

ICS has manual tracking 19.7% (71) 80.3% (289)

ICS has team-based performance incentive 36.7% (133) 63.3% (229)

ICS has potential disqualification criteria 30.0% (109) 70.0% (253)

ICS has citizenship incentive 27.8% (100) 72.2% (260)
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physicians may have chosen academ-
ics because they have less focus on 
clinical productivity, further research 
is needed to evaluate academic fac-
ulty satisfaction, motivation, and re-
tention related to clinical activities.  

Team-based incentives, citizenship 
(qualitative measures), and manual 
tracking are all positively related to 
faculty satisfaction and motivation 
in our study. Through their less-con-
strictive measurement methods, each 
of these aspects has the potential 
to capture artifacts of autonomous 
motivation. This provides support 
for the hypothesis of other authors 
that ICSs can negatively impact 
autonomous motivation.8 However, 
we also believe that the knowledge 
that these aspects positively impact 
faculty satisfaction and motivation, 
will allow administrative leaders to 
mitigate that negative impact by in-
cluding these aspects in their ICS 
designs. While this study did not ex-
plore specific examples of how these 
qualitative incentives were woven 
into ICSs, we have seen ICS de-
signs that included collective goals 
that were achieved only when physi-
cians worked together be successful 
as team-based incentives. We have 
also observed that allowing faculty to 

submit lists and/or documentation of 
activities which they think deserve 
recognition can be a simple, yet suc-
cessful, model of a qualitative or citi-
zenship measure.  

Some ICSs have disqualification 
criteria which can serve as a “circuit 
breaker” for ICS eligibility. These cri-
teria are designed such that a fac-
ulty member must meet the criteria 
or forfeit his or her ability to earn 
incentive dollars. Based on self-de-
termination theory, such criteria do 
not reinforce autonomous motiva-
tion, but if the faculty view them 
as achievable, they could be highly 
motivating.25 As expected, we found 
that the presence of these criteria 
was positively related to faculty-re-
ported motivation, but not satisfac-
tion or retention.

While we have shown that design 
of ICSs can impact reported satis-
faction, motivation, and retention, 
we also demonstrated that the man-
ner of ICS implementation has an 
effect. Faculty perceptions of appro-
priateness of the measures, under-
standing of the measurement and 
reward systems, and perception of 
due process are all related to satis-
faction, motivation, and retention. 
While understanding is no longer 

significant when controlled for the 
percent of income available as incen-
tive, appropriateness and due pro-
cess are highly correlated (r=0.62) in 
our study. From our experience, com-
prehensive ICSs require substantial 
resources to develop and model, and 
it becomes tempting to organizations 
to implement hastily once the design 
and modeling is complete. Due pro-
cess requires careful and systematic 
implementation and communication 
about the ICS to those who are im-
pacted by it. When this is done well, 
faculty are more motivated by the 
ICS. This study is consistent with 
the American Association of Medi-
cal Colleges Faculty Forward reports 
showing higher engagement relat-
ed to transparency and receptive 
communication by administrators.35 
Without these important aspects, 
ICSs can be a source of faculty dis-
satisfaction. 

While surveying academic facul-
ty about productivity and job sat-
isfaction has been established as a 
research methodology,35-37 survey-
ing faculty about the impact of ICS 
programs on satisfaction, motivation, 
and retention offers new insight into 
strategies for ICS design and imple-
mentation. However, caution must be 

Table 6: Two-Step Regression of Satisfaction, Motivation, and Retention on Faculty Perceptions

Outcome Step* R-Square R-Square 
Change F-Change Beta

Satisfaction

1. Percent income .03 .03 9.33 .19**

2. Percent income
   Appropriateness
   Due process
   Understanding

.41 .38 56.02 .06
.22**
.46**
.01

Motivation

1. Percent income .04 .04 10.09 .19**

2. Percent income
   Appropriateness
   Due process
   Understanding

.42 .39 57.35 .08
.34**
.41**
-.08

Retention

1. Percent income .06 .06 17.06 .25**

2. Percent income
   Appropriateness
   Due process
   Understanding

.38 .31 42.75 .14
.18**
.46**
-.03

* Step 1: Testing percent income alone. Step 2: Testing percent income and faculty perception of appropriateness, due process, and 
understanding.

**=P<.001.
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used when interpreting these find-
ings since reported motivation may 
vary from actual performance and ef-
fort allocation. Faculty may perceive 
their ICS to be more or less financial-
ly impacted by activities than what 
the ICS is actually responsible for, 
particularly when those same fac-
ulty members report they have less 
than full understanding of their ICS. 
Thus, the findings do not reflect ac-
tual performance outcomes requiring 
a longitudinal study design of actual 
observation. In addition, faculty per-
ceptions and satisfaction are closely 
tied to engagement, and this study 
does not capture all of the variables 
that impact faculty engagement. 

This study is further limited by 
having a high percentage of facul-
ty respondents in academic leader-
ship roles due to the constituency 
of CAFM. However, oversampling 
of academic leaders can provide a 
greater degree of insight into how 
those leaders view the impact of 
their ICS. With a response rate of 
46.5% on the ICS question subset 
of this CERA survey, and only 70% 
of respondents reporting having an 
ICS, this is a very limited sample of 
family medicine faculty members 
and may not necessarily represent 
the larger group of academic family 
physicians and educators across the 
United States.  

When a faculty member believes 
that an ICS is measuring and re-
warding appropriate and important 
things, and believes that it is doing 
so in an appropriate and fair way, 
he or she is more likely to be sat-
isfied with the ICS. The value cre-
ated by faculty satisfaction not only 
saves money by reducing faculty 
turnover,38-40 but also increases fac-
ulty motivation. Compensation is an 
important factor in faculty satisfac-
tion,41 yet the structure, design, and 
implementation of the ICS plays an 
important role in faculty perceptions 
of their compensation system.
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