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1. New paradigms regarding the medical profession 
 
The paradigms regarding the health system have drastically evolve since half a century ; they pertain 
to :   a) life, health and illness   b) the patient and its relations with medical doctors,   c) the medical 
profession   and   d)  the terms of practice. The main changes are displayed in table 1 (see next page). 
 

2. A survey about Physicians’ views regarding their practice  
 
Considering such a radical evolution, which are medical doctors’ opinions about their profession 
nowadays ? Inter allia, 

- Do they consider the “medical charter” to be in danger ? 
- Is Herzberg’s theory about factors of satisfaction confirmed ? 

 

2.1. Method  
 
Analysis of medical doctors (MDs)’ spontaneous comments at the end of a postal survey regarding 
their career and difficulties encountered. In 1999, 5 546 French speaking MDs in Belgium were 
contacted (all those settled since 5 to 10 years or since 15 to 20 years) ; 2040 answered, 862 provided 
extra comments about their career and also about their feelings regarding the professional life ; the 
latter theme had not been included in the main survey. 
 
The comments were analysed through a qualitative analysis. First, a hierarchy of themes was drawn 
by two sociologists. Comments were then encoded and handled with QSR-Nudist software. While 
starting the encoding, 151 files, which were particularly complex, were encoded by two persons, for 
harmonising the concepts and the way of encoding. 
 

2.2. Results 
 
Results about the career have been analysed in a specific report 1. 
 
Physicians who added comments were mostly practitioners providing mainly care (296 GPs and 396 
specialists) ; a third category (170, i.e. 20%) were mainly performing other types of activities related to 
health (prevention, teaching, research, management, …) ; they will be labelled as “physicians outside 
care” (POC).  
 
As expected, physicians who had endured many professional difficulties answered more frequently 
(OR 1.012) ; so did women and physicians having at least 3 children (OR 1.22 and 1.27) ; specialists 
were less represented (OR .76). Contrary to our expectations, younger GPS did not complain more 
frequently, in spite of the growing oversupply in their field ; neither did older specialists, in spite of the 
numerous changes among hospitals which occurred within the latest decade. 
 
As expected too, complaints were more numerous than statements of satisfaction : at least part of the 
medical profession consider the work to be hard (onerousness), the overall context unfavourable (lack 
of collaboration, patients’ requirements, bureaucracy, political interference) and the terms of practice 
uncomfortable (insufficient fees, lack of family- and private life). But, contrary to one of our 
hypotheses, complaints about the so-called “medical charter” were practically absent : hardly any 
mention of lacks about freedom of choosing a practitioner, free agreement regarding fees, freedom of 
options for therapy or professional confidence.  
                                                      
1 Antoine L., Lorant V. et Deliège D., Charge de travail et « mal-occupation » des médecins en 1998, UCL-SESA, 

2001, 86. 
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Table 1. REVOLUTION OF PARADIGMS PERTAINING TO THE PRACTICE OF MEDICINE 

1. LIFE, HEALTH AND ILLNESS 
    - Life is sacred 
 
 
    - Health results from medical care  
 
    - Disease is considered in the context of a bio-

medical model 

 
- Life may be controlled by people : abortion, right to die in 

dignity, euthanasia 
  
- Health also ensues from hygiene and socio-economic context 
 
- Disease is considered within a holistic system : bio- psycho-  

and environmental  
 

2. THE PATIENT, RELATIONS WITH SICK PEOPLE
 - All medical services are good 
    
 
 
 
- Any price is ok for Health (understood as medicine) ;
 physicians should thus obtain any budget required 
 
 
- Everything should be granted for the patient 
 
- Medicine can achieve extraordinary results 
 
- Medical doctors have a monopoly for providing care 
 
 
 
- The relation with the patient is bilateral 
 
 
- The patient is ignorant 
 
- The patient is passive; physicians impose on him/her 
 
- The patient is trustful and grateful 
 

 
- One should set objectives and look at results  
- Services are to be evidence based; discrepancies between  

utilisation rates should be justified 
- Medical doctors are responsible for their errors 
 
- Medical care is costly and expenditures are growing quickly   
- Costs are heavy for patients, tax-payers and enterprises. 
- The budget is fixed by third parties, managing the system 
 
- A complex society has numerous requirements which all 

deserve attention 
- There are real progresses, but also boundaries and failures. 
 
- Non-physician clinicians become more numerous and obtain 

legal recognition, even for diagnoses and prescription. Non 
orthodox ways of practice are competing. 

 
- Third parties interfere : hospital administrators, insurance 

managers, public authorities. 
 
- The patient wants to be better informed and looks for data. 
 
- The patient negotiates, and imposes his choices and values. 
 
- The patient is suspicious, requiring and becomes a pettifogger 
 

3. THE MEDICAL PROFESSION  
 - To be a physician, means having a vocation  
 
- This practice involves all required sacrifices 
 
- The medical doctor is behaving for his patients’ sake 
 
- The profession is prestigious and provides good 

earnings 
 
- The profession is a field for males 
     

 
- Medicine is a normal profession which is practised in a market 
 
- Quality of life is also an important value 
 
- The physician also behaves for his own interests  
 
- The profession is depreciated ; it is badly paid, especially when 

the workload is taken into account. 
 
- More and more women choose this profession. 
  

4. THE TERMS OF PRACTICE 
    - Professionals with self-employed status and 

autonomy for decision-making 
      
   
   - « Solo » practice 
   

- The hospital was a shelter, then a place for 
alleviating suffering 

 
   - The spouse is responsible for secretarial tasks.  
 
    - The « medical Charter »  
           . Freedom of choosing a practitioner 
 
           . Freedom of options for therapy 
           . Free agreement regarding fees 
 
           . Medical confidence 

 
- Status of Employee / Management by hospital administrators 
- Requirements of managed care (expenses control, bureaucracy). 
 
- Networks, group medicine, community services, team-work,  
 
- The hospital is also a firm. 
 
 
- The spouse has his/her own profession. 
 
 
 
- Regional sectors of care, Teams sharing work, Gatekeeping 
- Patients’ requirements / Managers’ pressure,  
- Compulsory  guidelines / Control of MDs’ amount of services  
- Agreements between health funds and MDs’ representatives. 
- Budget fixed per sector ; sanctions in case of overspending 
- Confidence is shared by several practitioners and allied 

professions (nurses, secretaries, data managers, …) 
- Permit from a Health Fund is often required  

Sources : see  References 
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Whatever their type of activity, physicians provide comments about the same topics and with similar 
frequencies. Such topics are displayed in Fig.1  
 
 
Fig.1. Themes of the spontaneous comments  
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In the presentation hereunder, we will focus mainly on a few differences between categories. 

• General Practitioners  
 
General Practitioners (GPs) more frequently mention the important role played by a few factors at the 
onset of their career (13% versus 7% or less). They also more frequently allude to an oversupply (10% 
versus 5%). However, other items appear much more often (about 25%) : terms of practice, poor 
income and poor quality of human relations, mainly with patients. Almost one out of four GPs also 
deplore hard repercussions on quality of life (versus 13% of the specialists and only 9% of the POCs). 

• Specialists  
 
Compared to other categories, specialists more often complain about stress, about lacks during the 
training (exploitation, poor methods and lacking courses) and defects within hospitals (unethical 
marketing, business minded, unfair contracts, excessive levies, …). 
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• Physicians outside care (POC).  
 
POCs more frequently state a reason for being satisfied, mainly about a domain of special interest or 
(this was unexpected) a feeling of freedom (32% versus 17%). Opposite, their complaints are less 
frequent (42% instead of 70% in other categories) ; a lower frequency can be noticed in most fields : 
the overall feeling of dissatisfaction and loss of prestige, complaints about income, onerousness, 
workload, bureaucracy, human relations, low quality of life and State policy !  

• Herzberg’s theory : only a partial confirmation  
 
In accordance with Herzberg’s theory, aspects of the content of work are frequently mentioned as a 
source of satisfaction and most complaints pertain to the “hygiene factors”. But, opposite to his theory, 
hygiene factors also induce satisfaction : they form about half of the reasons of satisfaction and a few 
are even mentioned as effective motivators (e.g. money) ; as to the “quality of work”, i.e. an aspect of 
content expected to be a motivator, it has yielded many more complaints than positive comments. 
 

2.3. Discussion 

♦  The Medical Charter  
 
The themes of the medical charter were previously very important in MDs’ discourse ; nowadays, 
either they are not as toppled as expected or they enter in conflict with worries more down to earth. 

♦ Herzberg’s theory  
 
In our analysis, we took all the positive comments into consideration ; they do not always reflect a 
large satisfaction, so that the extension might have exceeded Herzberg’s concept of motivator 
Herzberg’s theory might not be universal ; values vary among personalities ; those who provided free 
comments in our survey have endured more difficulties and might be more prone to be satisfied with 
compensations. But people might also have different ways of thinking : money may really have 
become a larger motivator than previously. 

♦ POCs’ high satisfaction  
 
High scores of satisfaction for POCs were unexpected, as functions outside care are often considered 
with a patronising attitude by other MDs. Such higher satisfaction is not necessarily  related to better 
terms of practice ; rather, the fact that POCs could choose their career according to their own values 
and personal history is probably the root of their appreciation. 

♦ Encounters with patients 
 
For interpreting the evolution regarding such encounters, we suggest two grids for interpretation : 

- a cultural clash between two types of expectations,  
- a quartering between the requirements of various paradigms. 

•  Encounters with patients : a cultural shock 
 
The difficult relations with patients probably not only result from the evolution within the health sector ; 
other factors are to be scented. Practising medicine involves several difficulties, including 
requirements of self-denial (e.g. compassion, free services, …), availability (being frequently on duty) 
and acceptance of inconveniences (e.g. fatigue, night calls, being interrupted by phone calls). A few 
decades ago, such  features could be sublimated in a prestigious profession considered as a vocation. 
It is probably more difficult to accept them, when one is surrounded by a individualistic and hedonistic 
culture, where patients can become “tyrannical” and can exploit their strength in a context of 
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oversupply. In such a situation, professional requirements clash with the three “Cs” that “patients-
consumers” expect : competence, comfort, and contacts involving personal attention.  

•  Contradictory requirements of various paradigms 
 
The practice of medicine does not only undergo a drastic evolution (see section 1), but it is also 
confronted with the difficulties of meeting contradictory requirements of various paradigms : 

- the sociological paradigm, which spreads the concepts of equity, involvement and empowerment ; 
- the economic paradigm, which builds on the concepts of effectiveness and efficiency ; 
- the medical paradigms, which are numerous but convene on the concept of quality of care. 

 
◊ The sociological paradigm 
 
- Equity has become the first objective for the World Health Organisation, now that numerous 
research-works around the world have shown the social gradient which affects all the indicators of 
health : mortality, morbidity, subjective health, healthy life expectancy, …(Kunst & Mackenbash, 1996 ; 
Evans et al., 1994) ; policies aiming at improving the situation, e.g. through  access to health, induce 
extra public expenses, which may clash with economic requirements.  
 
- Empowerment is considered as a tool towards better health, because it calls on people’s own 
resources, … It includes sharing decisions (Gromb, 1999 ; Nandi, 2000 ; McIlwain, 1999) ; drawing 
charters about patients’ rights (Townshend, 1998) and involving patients in various committees 
(Susciter la Santé, 1998) …However, such progresses can be unduly used by patient-consumers who 
can take advantage of competition in a context of oversupply.  
 
◊ The economic paradigm 
 
Due to the rapid growth of medical expenditures, managers of insurance schemes and public 
departments aim at controlling such growth and at managing the system. All are trying to combine 
various aims with contradictory requirements : effectiveness, efficiency, quality and equity. Such aims  
yield various regulations, controls and bureaucracy, that physicians easily resent. They can strongly 
feel the inconveniences and constraints of the system, and less easily perceive its benefits, e.g. the 
accessibility of care and, consequently, the warranted financing of the services they provide. 
 
◊ The medical paradigm 
 
Aiming to achieve quality of care require various conditions, about which physicians do not always 
agree : 
- about structure : equipment, guideline, consensus seminars, peer-review, further training, … 
- about processes : technical perfection, rational choice of processes, global, continuous and 
integrated care, evidence based medicine, … 
- about results : comparing results according to processes, practitioners, hospitals, …  
 
Such aspects of care are gradually being regulated, which easily induces a feeling of loss of autonomy 
for practitioners. 
 

Conclusions 
 
Medical Doctors have been swamped with idealised images of their profession (e.g. “a trust joining a 
conscience”). Our survey shows another aspect : patients’ requirements and physicians’ complaints. 
 
We hear a spontaneous cry, which is large enough to reflect at least part of the MD’s opinions. 
Following conclusions can be drawn from the analysed comments : 

• Statements of satisfaction are numerous, but 
• Complaints are still more frequent and pertain to a large variety of domains, i.e. : 

- Terms of practice : unfair earnings, onerousness, pollution by bureaucracy and 
political ukases ; 
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- Painful relations with society : depreciation, patients’ excessive requirements, 
pressures from hospital managers ; 

- Negative impact of the professional constraints on personal and family life (stated 
as “non compatible”) 

 
Similar complaints can be heard in other professions and among Medical Doctors in other countries. 
 
Physicians have also mentioned a negative evolution. Such nostalgia might result from the large 
disruptions which have hit their profession : quite a paradigmatical upheaval, inter allia, for many 
concepts which lie at the basis of their work : life, health, disease, relations with the patient, image of 
the profession, terms of practice, e.g. the “medical charter”. The transition from a situation of power to 
a practice in partnership is due to induce quite a few stirs. 
 
Furthermore, several disciplines propose various norms of good practice ; this makes the context more 
complex and induces some confusion for choosing the adequate landmarks : navigation is difficult 
between involvement and equity advocated by sociologists, savings and efficiency required by 
managers, comfort and own values claimed by patients, and quality requirements from peers … A few 
storms seem unavoidable, but this might be the price of progress. 
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