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CHAPTER 1 

General Introduction 





Much has been written about what doctors do and how they frame their thoughts. But the parts 

that are less rational, less responsive to systematic intervention have not been examined as 

thoroughly. Yet they may be at least as important. We all want excellent medical care for 

ourselves and our families, and we would like to assume that the best care comes from the 

doctors with the best training, or the most experience. Despite societal pressures, legislative 

reforms, and legal hassle, doctors cannot always live up to the ideals of patients and society. 

One might reasonably say, “I do not care about how my doctor feels as long as she is making me 

better”. In straightforward medical cases, this line of thinking is probably right. Doctors who are 

angry, nervous, burned out or terrified may be able to treat simple low-complex routine medical 

problems. Problems arise when clinical situations are difficult, unyielding, or overlaid with 

unexpected complications, medical errors or psychological components. In these circumstances 

doctors are challenged and need to sustain their motivation.    

With this thesis I would like to go beyond the rational and try to discover what makes a doctor a 

motivated doctor as I believe that a motivated doctor makes a good doctor.  

This thesis investigates the motivation of medical specialists for their work and the relationship 

between this motivation and the motivation for continuing professional development (CPD). 

There is constant change in healthcare because of introduction of sophisticated technological 

developments, changes in demography as patients tend to grow older, changes in societal 

demands and new rules and regulations. While the demand for care is increasing, the costs need 

to decline.[1] This discrepancy and the continuing changes increase the pressure on medical 

specialists, especially to maintain their knowledge and skills and engage in CPD.[2,3]  Research 

has shown that stressors together with health reforms can increase job stress, job turnover and 

reduce health workers’ motivation and performance regarding patient care.[4,5]  When medical 

specialists do not keep up with their changing context, it impacts the quality of healthcare they 

provide, and society’s trust in the healthcare system.[1,6] 

The purpose of this introductory chapter is to introduce the reader to the major concepts and 

latest developments in the motivation and CPD of medical specialists relevant to the research in 

this thesis.  

This chapter also provides a critical overview of research on motivation among health 

professionals. The main research questions are introduced in this chapter and it concludes with 

an overview of the studies included in this thesis.  
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Context: hospital setting in the Netherlands 
In the Netherlands there are some differences across medical centers throughout the country. 

There are university medical centers, large teaching hospitals, small teaching hospitals and non-

teaching hospitals. University medical centers have three core tasks: patient care, teaching and 

research. Large and small teaching hospitals have two core tasks: patient care and teaching. 

They usually engage in research to a lesser extent. Non-teaching hospitals have a single core 

task, which is patient care. In this thesis the focus is specifically on medical specialists working 

in a hospital or university medical center. In the Dutch context a medical specialist is a physician 

with a completed postgraduate specialty training.  

Why should medical specialists develop professionally on a continuing 

basis?  
The medical system is becoming more fragmented and more efficiency-minded. A continuously  

changing work environment, changing level of expertise, social and personal changes over time 

give rise to change in motivation to learn and gain new knowledge.[4,5,7] The professional 

development of an individual medical specialist is context and person-dependent. 

Professionalism can be defined as “having specialized knowledge and skills, acquired through 

extensive study, training and experience, being able to apply this within the rules that have been 

drafted by the profession itself, the organization and the government, in which one can be held 

accountable for actions by all parties involved”.[8,9] This needs to be placed within the cultural 

context and time frame in which the term is used.[8,9] The key features of a good medical 

specialist are, among other things, being able to respond to social developments and changes in 

the work environment and also keep track of professional content-related changes.[8,9] 

Numerous studies have shown the importance of CPD, it has been identified as crucial to 

maintain safe and good healthcare.[10-15] CPD entails that doctors keep developing and 

learning throughout their career, also when it comes to non-medical generic 

competencies.[1,6,8] In the past, many physicians believed CPD involved simply setting time 

aside each day to scan the latest journals.[9] Given the pace of clinical advances, it is known that 

this alone does not lead to continued mastery. Recent literature has reported that the longer a 

physician is in practice the less likely he/she is to incorporate new evidence-based guidelines in 

the care of his/her patients.[1,9,14-19] It even challenges the paradigm of self-directed learning. 

Like many other people, most physicians tend to focus on studying those aspects of medicine 

that they find most interesting, often subjects that they have already mastered. Also, changes, 

that occur faster than people (can) adjust to, lead to more adverse events, lower patient safety, 

lower quality of healthcare and faster job turnover.[1,4-7,20] Additionally, health reforms can 

increase job stress and reduce  
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health professionals‘ motivation and performance.[4,21] This necessitates medical specialists to 

face the challenge of learning throughout their career, maintaining their professional 

competence and keeping track of and responding to changes in their professional context.[1,8] 

Continuing professional development, lifelong learning or Continuing 

education?  
CPD is often used interchangeably with continuing education (CE) or continuing medical 

education (CME) and lifelong learning (LLL).[22,23] However there is a clear differentiation 

between these concepts. Lifelong learning is a broader concept than CPD as LLL also covers life 

wide learning in the home context and social setting.[24] CPD includes an ongoing cycle of 

learning to enhance skills and knowledge that will lead to improved performance during 

employment.[10-12] CPD is considered as an integral part of the workplace and is defined as 

“the systematic maintenance, improvement and broadening of knowledge and skills, and the 

development of personal qualities necessary for the execution of professional and technical 

duties throughout the individual’s working life”.[13]  

In 2010, the Institute of Medicine (IOM 2010) published five criteria that an effective CPD system 

should include preparing healthcare professionals to: provide patient-centered care, work in 

interprofessional teams, employ evidence-based practice, apply quality improvement, and use 

health informatics. These criteria certainly go beyond the simple provision of updated medical 

information and knowledge, which is what the prevailing definition of CME has been.[23] CE 

commonly refers to formal educational programs that can lead to recognized accredited 

qualifications or take the form of an accredited course.[23] However, there are more ways to 

achieve professional development. Indeed, most learning required for work occurs through 

enactment in  

practice.[25] Thus, CE can be understood as a part of CPD, but does not define it. Although 

learning and development opportunities are experienced as energy sources by practicing health 

professionals, a lack of motivation (20.2%), a lack of time (84.1%), and a lack of funding (50.4%) 

are the most important barriers for participation in CE and CPD.[15,16,18,26]  

To engage physicians in staying motivated, an appreciative inquiry into factors important for 

their motivation at work on a day to day basis is necessary.[27-30] Motivation seems to be 

positively associated with the hours that health professionals invest in CPD.[19] Since 

motivation has been found to play an important role in the learning and performance of health 

professions students, and change overtime, it is expected that it would play an important role in 
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professional development of medical specialists as well.[8,31] Therefore, motivation may also 

play an integral role in many of the compelling challenges facing the physician workforce today. 

Table 1: Definitions of lifelong learning, continuing professional development, continuing 

education and continuing medical education.  

Term  Abbreviation Definition  

Lifelong Learning  LLL All learning activities undertaken throughout 

life (employment, but also related to personal 

and social settings) to improve knowledge, 

skills and competencies.   

Continuing 

Professional 

Development  

CPD An ongoing, systematic outcome-focused 

cyclical approach that entails different stages to 

enhance professional development throughout 

the working life. (provide patient-centered care, 

work in interprofessional teams, employ 

evidencebased practice, apply quality 

improvement, and use health informatics)  

Continuing Education  CE A formal structured educational activity to 

enhance and maintain knowledge, skills and 

competencies of professionals to support CPD. 

Continuing Medical 

Education  

CME Provision of updated medical information and 

knowledge  

Motivation of medical specialists 
Motivation has been studied among various professionals like nurses, teachers, pharmacists, 

sportsmen, musicians and also among students.[2,18,22,31-36] The results of these studies are 

aligned with the Self-determination theory of human motivation (SDT). According to SDT, the 

most desirable type of motivation, which is autonomous motivation (AM), has positive 

consequences like better performance, better learning, better wellbeing or higher vitality and so 

on.[29] Although a lot has been published about SDT and motivation in different professions, 

little is known about the motivation of medical specialists for medical practice. Most literature 
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about motivation, or rather wellbeing, in the health professions, other than on nurses or 

pharmacists, is on residents.[2,10,18,22,37] Even then most literature on residents deals with 

burnout.[38-41] 

Studying the literature on motivation of medical specialists provides an overview of specific 

themes that are mainly addressed: career motivation, job satisfaction and stress. (see Appendix 

Table 1)  These studies primarily used quantitative research methods. Literature on stress and 

satisfaction research among medical specialists indicates that specialists’ levels of stress and 

satisfaction were best understood by their perception of their working conditions.[42-54] 

Negative consequences of time pressure were important factors in higher levels of stress and 

lower levels of satisfaction. Both, the extent to which work intrudes into private life and the 

extent to which workload makes one feel unable to work according to one’s standards, 

contribute to the stressfulness of the job.[42-54] Changes in society produce job stress as well. 

The restriction of professional autonomy, job insecurity owing to mergers and the fear of 

lawsuits are mentioned in the literature.[42-54] Some literature is about physician satisfaction in 

their work as most physicians continue to report overall career satisfaction.[42-54] However, 

increased public and patient expectations and administration and regulatory controls 

contribute to perceptions of increased time pressures and erosion of autonomy.[55] 

Organizational factors such as participation in organizational decision making and peer and 

management support can increase wellbeing.    

When motivation is studied among medical specialists residents or medical students, this is 

mostly focused on motivation for choosing a particular specialty or so called career 

motivation.[38,56-64] These studies describe the career motivation of female doctors with and 

without children.[64] Or, the career motivation behind a specialty choice like primary care, 

internal medicine or career goals like having a family medicine practice.[38,56-64] Self-

expression, helping others and extrinsic rewards have been found earlier as factors that 

motivate academic physicians. Figure 1 provides an overview of factors, found in the literature 

that stimulate motivation with outcomes. However, as stated by Wright and Beasley, further 

studies, particularly those using qualitative methodologies, may add depth to what is 

understood about this topic of occupational values and motivating factors among 

physicians.[44] Additionally, Ratanawongsa states that further studies are needed to better 

understand the mechanisms by which physicians stay motivated and the conditions in 

healthcare organizations that maximize a physician’s sense of self-expression.[56] This thesis 

adds this insight to the literature and aims to provide more insight into the motivation of 
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specialists and the underlying mechanisms as well. Furthermore, this thesis provides practical 

implications for the 

workforce and organizations so these can support and stimulate physicians to perform at their 

optimal level.   

Figure 1: Factors influencing motivation and outcomes of motivation from the literature.  

Motivation: definitions and theories 
Motivation is a concept that has no unified definition in the literature. Some of the definitions 

found in the literature are:  

“Motivation is the energizing of behavior, and especially the sources of energy in a particular set 

of responses that keep them temporarily dominant over others and account for continuity and 

direction in behavior.” [65]  
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“Motivation is general regarded as a process internally seated which, once aroused by an 

appropriate stimulus, leads to more intense activity than otherwise would have been present.” 

[66]  

 "Motivation or drive is a neural process which impels the organism to some action or goal, the 

attainment of which results in drive reduction." [67] 

"Motivation: a general term referring to an organism's tendency toward need-fulfilling and 

goalseeking behavior." [67]  

In addition there is a wide variety of theories on motivation. Some theories have a quantitative 

approach and actually provide a formula to measure motivation like for example Atkinson’s 

Theory of Achievement Motivation.[68,69] On the other hand there are theories that have a 

qualitative approach to motivation. One of the most well-known theories is the Theory of 

hierarchy of needs by Maslow.[69,70] Maslow looked at motivation as a need and his theory was 

based on the relative importance of different needs in a person’s life.[69,70] The hierarchy of the 

needs is like a pyramid in which the needs are arranged in the ascending order of their 

importance; physiological needs are at the bottom, safety needs come second, love and 

belongingness needs come third and then fourth come esteem needs. When the basic needs are 

satisfied, the higher needs dominate a persons’ conscience and shape his behavior.[69,70] 

However, there is not only a division between quantitative and qualitative approaches, theories 

also differ in whether motivation is seen as stable or dynamic. Some of the motivation of every 

individual has been found to be determined by factors like age, religion and race.[68] Motivation 

related to personality traits tends to remain relatively stable. Motivation in itself is believed to be 

a dynamic, time and context dependent construct. [68,71] One theory that combines both the 

stable and dynamic constructs of motivation is the Selfdetermination theory by Ryan & Deci.[72] 

The Self-determination theory of human motivation 
Self-Determination theory (SDT) has an approach to human motivation that assumes that all 

people have innate tendencies toward growth and integration that, with sufficient support, 

promote the individuals’ healthy functioning and wellness.[72-74] In other words, there are 

fundamental supports that individuals must have to thrive. Orientation of motivation (i.e. what 

type of motivation) concerns the underlying attitudes and goals that give rise to action, that is, it 

concerns the why of actions. Therefore SDT distinguishes between different types of motivation 

based on the different reasons or goals that give rise to an action.[72,74,75] The most basic 
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distinction is between intrinsic motivation (doing something because it is inherently interesting) 

and extrinsic motivation (doing an activity for a separable outcome).[72-76] Amotivation is 

characterized as a state of no action at all (passive state) that results from feeling unable to 

achieve something or not valuing the activity or outcome.[72-76] Extrinsic motivation comes in 

varied states.[72-76] To differentiate between these states within SDT the concept of 

internalization is described.[72,74,77] Internalization is defined as the process of taking in 

values, beliefs, or behavioral regulations from external sources and transforming them into 

one’s own.[72,74,77] External regulation is the least self-determined state of extrinsic motivation 

without any internalization of the activity.[72,74,77] Introjected regulation involves partial 

internalization, the external controls are taken in but are not fully  

accepted.[72,74,77] Identified regulation is the state of extrinsic motivation where conscious 

valuing and acceptance of the activity as personally important is reached.[72,74,77] Integrated 

regulation is the state that involves identified activities that are personally endorsed and 

become part of the self (i.e. integrated with one’s others beliefs).[72,74,77] Another way of 

looking at these various forms of regulation is to divide them in autonomous or controlled types 

of motivation. Intrinsically motivated behaviors are, by definition, autonomous; they are 

experienced as being volitional.[72-77] Extrinsically motivated behaviors can vary widely in the 

degree to which they are controlled versus autonomous.[72-77] Therefore external and 

introjected regulations are frequently merged to represent controlled motivation (CM) and 

identified regulation, integrated regulation and intrinsic motivation are merged to represent 

autonomous motivation (AM).[72-77] AM is considered to be the most ideal or optimal type of 

motivation and associated with better wellbeing, performance, learning and so on.[72-77] It has 

also been associated with more job satisfaction, commitment as well as less job burnout and 

turnover intentions.[72,74,78-81] Throughout this thesis, when talking about or studying 

motivation, it concerns the AM or CM of medical specialists and specifically their motivation for 

work and CPD.   
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Figure 2: The self-determination theory continuum.  

Vallerand et al. describe a hierarchical model of motivation with three levels: global, contextual, 

and situational.[82] This is where the stable and the dynamic constructs of motivation come into 

play. At the global level, the individual is seen as having developed a global (or general) 

motivational orientation to interact with the environment in an intrinsic, extrinsic, or a-

motivated way.[82-84] Contextual motivation concerns the motivational orientations that 

individuals develop toward each life context (like education, work, leisure and interpersonal 

relationships).[82-84] In this thesis, contextual motivation is the motivation that medical 

specialists have for their job, so for medical practice in general. Situational motivation refers to 

the motivation individuals experience at a particular moment or in a particular situation -the 

“here-and-now” of motivation- and is likely to be influenced by social factors.[82-84] In this 

thesis, situational motivation refers to the motivation for the different tasks that medical 

specialists must handle during a day e.g., handling patients, doing the administrative work, and 

attending meetings. Motivation can change with time, maturity, and experience in the 

environment.[72,76,81-84] The three levels of motivation can have reciprocal effects on each 

other.[82-84] This is because repeatedly engaging in autonomously motivating activities (at the 

situational level), together with experiencing their beneficial consequences, play a role in 

enhancing motivation at the contextual level.  
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Figure 3: Hierarchical model of motivation  

The basic psychological needs: autonomy competence and relatedness 
Central to SDT has been the identification of three basic psychological needs, autonomy, 

competence and relatedness. Which are considered essential to optimal functioning and 

stimulation of AM. In the SDT view, satisfaction of these needs directly promotes wellbeing, 

while their neglect, thwarting or frustration exerts a negative effect.[85-87] According to SDT all 

three basic psychological needs, autonomy, competence and relatedness are equally important 

for internalization and for optimal development of autonomous motivation.[72-77,87]

Autonomy is having the feeling of choice  and of volition. Autonomy is supported in the 

environments that encourage behavior congruent with an individual‘s values.[72-77,87]

Competence is having the feeling of mastery, that you can meet present standards, and is 

supported in the environment when opportunities are present that are optimally 

challenging.[72-77,87] Relatedness is recognizing and feeling connected to role models and 

peers. Relatedness is also about belonging and feeling connected to significant others.[88] 

Relatedness is supported when others express care and concern. Fulfillment of these three 

needs is necessary for AM, continuing growth, resilience and well-being.[87,88] Thwarting or 

deprivation of these needs is associated with moving towards controlled motivation on the SDT 

continuum.  
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Why SDT as theoretical framework? 
The Job demands-resources (JD-R) model is related to CPD or work engagement.[89] The JD-R 

model describes the relationships between work characteristics, work outcomes (i.e. health, 

well-being and performance) and personal characteristics.[89] Job resources are physical, 

psychological, social or organizational aspects that reduce job demands and the associated 

costs and are functional in achieving work goals or stimulate personal growth, learning and 

development.[90]   

Although the JD-R model seems suitable as a framework for research on CPD, in this thesis SDT 

is used as the theoretical framework for three reasons. Firstly, SDT is a macrotheory of 

motivation that is valid across all life domains like work, health, and relationships and can 

integrate all factors together, whereas the JD-R is a model (not a theory) that might oversimplify 

the work situation by focusing exclusively on job demands as the root cause of occupational 

stress.[91] Furthermore, unlike other theories, SDT emphasizes the importance of the quality of 

motivation rather than seeing motivation as a quantitative phenomenon.[72,74] Secondly, lack 

of motivation is an issue which is mentioned by medical specialists themselves.[15,16,18,26] 

Specialists seem to be worried about their motivation in particular as the question from the field 

and the target group was “How do I stay motivated when all the changes in rules and regulation 

keep me from doing my job (e.g. patient care)?” Therefore having a motivation theory as a 

theoretical framework seemed logical. Thirdly, SDT is used because the JD-R model underlies 

burnout.[89] Although this is a known issue among medical specialists, the topic of interest in 

this thesis is how to sustain the motivation of specialists in order to deliver optimal 

performance. Looking at the mechanism of motivation for medical specialists seemed therefore 

more logical and relevant for practice, as having or supporting the most desirable type of 

motivation (AM) is necessary to stimulate well-being, resilience and will result in physicians that 

perform at their optimal level. Especially, when specialists’ work environment is geared to 

support their basic psychological needs. However, the healthcare system and professionals are 

under pressure of multiple changes, demands and challenges. Keeping SDT in mind with the 

need for competence which is supported in the work environment when challenges are present 

that are optimally challenging the question arises; when is something optimally challenging or 

rather when is something too challenging? 

Goldilocks principle 
If a certain task is not challenging and does not require a lot of skills, people are  likely to feel 

apathy towards it.[92] But facing a challenging task without the required skills could easily result 

in worry, anxiety and stress.[92] The literature provides evidence that stress is negative—it 
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causes lower productivity, health problems, and low work satisfaction.[92] However, research 

also indicates that a total lack of stress can be a problem too.[93] Without any stress, people 

might experience boredom, which can lead to counterproductive behavior.[93] Therefore, a 

good balance between a person’s perceived skills and the perceived challenges is necessary. If a 

person cannot adjust fast enough to changes and challenges this creates stress and imbalance 

between perceived skills and perceived challenges of the task. To find a balance, and to perform 

optimally, a challenge that is significant and interesting is needed, as are well-developed skills, 

so that a person is confident that he/she can meet the challenge.   

An explanation can be found in the so-called ‘Goldilocks principle,’ which states that there is an 

optimal level of challenge or stress that is “not too much, not too little, but just right.” In other 

words a challenge must fall within certain margins as opposed to reaching extremes.[94] 

Challenge and stress can be positive and necessary, and it can be seen as a state in which the 

right amount of tension and anxiety leads to higher alertness and excitement. Research 

indicates that employees operating under an optimal amount of stress learn faster, are more 

resilient, and are able to multitask.[92] The optimal level of challenge and stress is different for 

each individual, and it is dependent on personal resilience and ways of coping with 

challenges.[92] 

Resilience and Coping 
There is a great interest in constructs, such as resilience and coping, which reflect the wish to 

identify characteristics that predict more positive (or at least less negative) outcomes of stress. 

Resilience concerns the prevention of stress incursion, the likelihood of experiencing stress, and 

negative physiological arousal.[87,95] When people are resilient to stressors, they behave in 

ways that facilitate wellbeing and greater productivity at work.[95] Through increased personal 

awareness, physicians may improve their connectedness with others and discover sources for 

greater productivity, energy or creativity.[56] Career resilience however, does not depend on 

efforts made by the individual physician alone. Medical organizations which support an 

individual’s contributions and growth, encourage autonomy and creativity, and enhance an 

individual’s insight into their goals may enhance their career resilience and, in turn, help the 

organizations themselves.[56,96] Because individual and situational characteristics change over 

time, forums in which individuals can reevaluate their career identity may be valuable and may 

function as a coping tools.[56,96] Coping refers to attempts to manage perceived stress and 

related negative emotions as these arise.[95,97,98] Both resilience and coping are functions of 

person-related and situation-related factors.[95,97,98] As stressors deplete what is called 

adaptation energy, those individuals with a sufficient reservoir of energy or vitality could be 

more resilient to demands and challenges. There is evidence suggesting that active and adaptive 
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coping styles are observed more frequently in autonomous individuals who are more likely to 

“perceive events as challenging rather than as stressful.” Challenges can work as motivating 

stimulation, whereas stress can be perceived as demotivating.[87] 

Main arguments and research questions 
Based on the presented overview of the literature the following broad research question was 

formulated:   

How do medical specialists sustain their motivation for their work/medical practice? 

In this thesis we explore factors that motivate medical specialists and how medical specialists 

try to stay motivated. The specific research questions for the research studies conducted in this 

thesis are as follows:  

1. Which motivational profiles based on the combinations of autonomous and controlled 

work motivation are seen among medical specialists? (chapter 2) 

2. Do these motivational profiles vary with demographic characteristics and type of 

specialty? (chapter 2) 

3. Are motivational profiles associated with differences in lifelong learning motivation?

(chapter 2) 

4. What is the relationship between work motivation (AM and CM), motivation for lifelong 

learning and the three basic psychological needs? (chapter 3)

5. Which factors in the work environment motivate or demotivate a medical specialist 

during his/her working day? (chapter 4) 

6. Which factors in the work environment influence a medical specialist’s situational

motivation? (chapter 5) 

7. How does the situational motivation affect contextual motivation for medical practice?

(chapter 5) 

8. How can fulfillment of basic psychological needs work as a coping mechanism for

perceived stress at work? (chapter 6) 

A constructivist perspective 
We believe that the overarching research question and the complexity of the research concepts 

necessitates a constructivist approach. We will use constructivism as the overarching paradigm 

in approaching the research questions. Constructivist approaches to research have the intention 

of understanding “the world of human experience”, suggesting that “reality is socially 

constructed”.[99,100] The constructivist researcher tends to rely upon the “participants’ views 

of the situation being studied” and recognizes the impact on the research of their own 

background and experiences.[101] Furthermore within the constructivist paradigm it is most 
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likely to rely on qualitative data collection methods and analysis or a combination of both 

qualitative and quantitative methods (mixed methods). Quantitative data may be used in a way, 

which supports or expands upon qualitative data and effectively deepens the description.   

In taking this perspective to look into the motivation for work of medical specialists this thesis 

provides an in-depth insight into the mechanism behind this motivation. Within the field of 

motivation research, there is a call to use qualitative methods instead of the current over-

reliance on self-reported questionnaires.[102] In the absence of tried and tested methods for 

collecting data for qualitative research in motivation, we decided to make use of both 

quantitative and qualitative methods and first pilot the study design of the mixed method 

studies in this thesis.   

Role of the researcher 
In qualitative research, reflexivity is an important aspect as the researcher is the main data 

collection instrument. The researcher needs to be aware of the role that he/she plays in the 

research process. Being a sociologist, I started my PhD with no knowledge about the medical 

context (except for maybe being a patient or family of a patient). To overcome any limitations in 

perspectives, I collaborated with co-authors who were diverse in their knowledge, practical 

experience and backgrounds. Discussing the data and findings together regularly, helped me to 

consider the data and findings from other perspectives.[27,28] Being a sociologist also 

strengthened my position as a researcher as it may have contributed to the participants feeling 

more comfortable and being more open in sharing their feelings. Additionally, it ensured the 

absence or limitation of inherent power dynamics in the relationship  

between me as the observer and the participants (i.e. I had no hierarchical connections with the 

participants).  Meanwhile my interest in what makes people tick and the medical context with 

continuing professional development has grown over the years of experience as sociologist and 

researcher on motivation in the medical context. Also, my interest in learning from the 

professionals in the target group and the power of the narratives has added depth and richness 

to the research. I carefully considered my own contribution to the research by writing audit 

trails, which were regularly discussed among the research team, co-researchers and through 

regular group discussions in research meetings of the department of research in education, 

Vumc School of Medical Sciences, Amsterdam, the Netherlands. Through these discussions the 

findings and interpretations were checked for consideration of our own contribution to the 

research process. The diverse team encouraged reflexivity and strengthened the (qualitative) 

studies to come to a holistic picture of the topic of this thesis.  
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Overview of studies in the thesis 
In this thesis SDT has been used as the theoretical framework. Both quantitative and qualitative 

research methods are used to unravel and gain insight into the motivation of medical 

specialists.  

Chapter 2 reports on the exploration of motivation for work among medical specialists. This 

study aimed to unravel the quality of medical specialists’ motivation and explore what 

motivational profiles exist among specialists. Additionally, the study investigates how the 

motivational profiles vary in certain demographic characteristics.   

Chapter 3 investigates structural relations between basic psychological needs (autonomy, 

competence and relatedness), autonomous and controlled motivation for work, and motivation 

for lifelong learning i.e. continuing professional development.   

Chapter 4 describes a first qualitative exploration of factors that are of influence on the 

motivation of medical specialists. This study aimed to get a first impression of factors that might 

influence the motivation of medical specialists during a work day. Furthermore, as this study 

was conducted as a pilot study it provided us the opportunity to test whether or not our 

qualitative study design was really appropriate to answer our research question. The answer to 

this question is given in the appendix of chapter 4.  

Chapter 5 describes the follow up on the study described in chapter 4. After the pilot study we 

improved the design of the study described in chapter 5. A description is provided of the factors 

that enhance or hamper the motivation of medical specialists and how these factors influence 

their motivation for work. Furthermore this study tries to uncover the interplay between 

situational and contextual types of motivation.   

In Chapter 6, the research was extended to Boston in the United States with the aim to see 

whether the factors we found to influence the work motivation of medical specialists in the 

Netherlands are the same or different in another healthcare system and culture.   

In Chapter 7 we weigh the evidence in light of the existing literature, embed findings in theory, 

provide recommendations for practice and set out a plan for future research.  

As this thesis consists of articles published in or papers submitted to peer-reviewed journals, 

some repetitiveness across various chapters was inevitable.   
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Table 1: Literature overview  

Themes Study  

reference 

Concept Method Aim Findings 

Career 

motivatio

n  

Ratanawongsa  

2006 [56]  

Motivation in 

the career of 

a physician  

Review 

study  

Exploration 

review of a 

fundamental 

factor in the 

arduous career of 

any physician: 

motivation.  

Motivation to become a physician: most students ranked the opportunity 

to help others and the intellectual challenge of medicine as their most 

motivating factors. Medical applicants and students typically rank the 

importance of financial rewards and status lower than intrinsic factors.   

Motivation and choice of specialty: Students are more drawn to the higher 

technology subspecialties because of the higher income, prestige, flexible 

lifestyles, and their opportunities for research. Another motivating factor 

appears to be the “fit” of the fields with their perceptions of themselves.   
Career resilience: processes for enhancing career and professional 

development insight might be helpful to increase personal awareness 

which may improve physicians connectedness with others and discover 

sources for greater productivity, energy or creativity. This increases 

resilience.   

Razali 1996 [57]  Entering 

medical 

school  and 

career plans 

of medical 
students   

Quantitati

ve 

research: 

survey  

Investigating the 

reasons for entry 

to medicine and 

the career 

perspectives of 
medical students 

in  

Malaysia  

Interest in medicine and helping people are the two main stated reasons 

for entry to medical school. Desire for monetary gain motivated their 

choice of medicine as a career. The choice of surgery as a career was 

confined to men. Four well-established specialties were their most 

popular choices: medicine, surgery, pediatrics and obstetrics and 
gynecology.    

 

 

 



Themes  Study reference  Concept  Method  Aim  Findings  

Career 

motivation  

Todisco et al.  

1995 [58]  

Career 

motivations 

of medical 

students 

Quantitative  

research: 

survey  

Investigation of gender 

differences in the  

motivations reported by 

students at the beginning of 

their medical education  

Both male and female students ranked the desire to help 

others as the most important motivation, closely followed 

by the scientific nature and the intellectual challenge of the 

profession of medicine. Both genders rated considerations 

of status and prestige as of low importance.  

Williams et al.  

1994 [59]  

Medical 

students 

motivation 

for choosing 

internal 

medicine  

Quantitative 

research:  

observational 

retrospective 

study  

To compare the  

effects of "facilitating 

students' interest" versus 

"controlling students' 

learning" as educational 

models during the internal 

medicine clerkship.  

Perceived competence further enhanced students' interest 

in internal medicine. In turn, interest predicted students' 

choosing an internal medicine residency. Overall, the 

facilitating students' interest model better explained 

students' choice of internal medicine than did the 

controlling students' learning model.  

Lochner et al.  

2012 [60]  

Physicians 

and other 

healthcare 

professionals 

intrinsic 

motivation 

for teaching 

Qualitative 

research: 

indepth 

interviews 

To explore the intrinsic 

motivation of physicians 

and other health 

professionals to teach  

Four themes were identified that suggested an internal 

motivation to teach: interest in the subject matter, interest 

in students development, interest in establishing rapport 

and importance of students’ feedback.   



Themes  Study reference  Concept  Method  Aim  Findings  

Career 

motivation  

Williams et al.  

1997 [61]  

Motivation 

for career 

choice for 

internal 

medicine and 

surgery  

Quantitative 

research: 

survey  

Predict medical students' 

career choices for internal 

medicine or surgery based 

on their experiences of the 

autonomy support 

provided by the instructors 

in the corresponding 

clerkships.  

perceived autonomy support of the corresponding 

clerkship would predict students' choices of internal 

medicine or surgery, even after the effects of retrospective 

(and actual) prior likelihood had been removed, and (b) 

that this relationship between perceived autonomy support 

and career choice was mediated by perceived competence 

and interest.  

Dahlstrom et al.  

2005 [62]  

Motivation of 

senior 

medical 

clinicians to 

teach  

Quantitative 

research: Q 

methodology  

To assess the motivations 

of senior medical clinicians 

to teach medical students  

The main factors influencing motivation to teach medical 

students were intrinsic issues such as altruism, intellectual 

satisfaction, personal skills and truth seeking. The reasons 

for not teaching included no strong involvement in course 

design, a heavy clinical load or feeling it was a waste of 

time.  

Job 

satisfaction  

Berdud et al.  

2016 [63]  

Incentives 

and intrinsic 

motivation  

Qualitative 

research: 

semistructured 

interviews 

Finding empirical evidence 

about doctors’ intrinsic 

motivation and also about 

crowding-out and 

crowding-in effects.  

Investing in workers’ intrinsic motivation is more efficient 

than using monetary incentives. Doctor’s reporting that 

they like and enjoy medical practice confirms that they are 

intrinsically motivated professionals. Moreover, financial 

incentives lead to a change in the perceived nature of the 

medical practice. Finally, doctors mention a perceived lack 

of autonomy.   



Themes  Study reference  Concept  Method  Aim  Findings  

Job 

satisfaction  

de Oliveira 

Vasconcelos  

Filho et al. 2016  

[42]  

Job 

satisfaction 

and 

motivation  

Quantitative 

research: 

survey  

Examining the relationship 

between the hospital work 

environment and 

physicians' job satisfaction 

and motivation when 

working in a large public 

academic hospital  

Physicians were satisfied with their profession. The academic 

environment, the relationships with colleagues and the high 

prestige in which society holds the institution were reasons 

to stay at this very hospital. Points of dissatisfaction were 

inadequate remuneration and the fact that work invaded 

personal time.   

Gerrity et al.  

1997 [43]  

Teaching and 

job 

satisfaction of 

physicians  

Review  Discuss physicians’ job 

satisfaction, describe the 

potential effects of teaching 

on physicians’ job and 

career satisfaction  

Rewards of teaching: joy of teaching itself and the 

gratification of witnessing students mastery of skills and 

future career successes. Also opportunity to be a role model 

and keeping abreast of changes in the practice of medicine 

are important sources of satisfaction.   

Challenges of teaching: the cost of teaching in productivity 

and time (balancing patient care and teaching), doubts on 

teaching and management skills.   

Strategies for increasing satisfaction: academic medical 

centers have to emphasize intrinsic rewards, reward and 

recognize teaching, and increase teaching skills. Clinician-

teachers should consider the factors that affect their job and 

career satisfaction and consider how teaching might affect 

them personally and also find ways to enhance their 

teaching skills.   



 

 

Themes  Study 

reference  

Concept  Method  Aim  Findings  

Job 

satisfaction  

Wright & 

Beasley  

2004 [44]  

Motivation of 

academic 

physicians  

Quantitative 

research: 

survey  

 To understand what    Three factors of occupational motivators: self-expression, 

helping others and extrinsic rewards. Motivating factors appear 

to be different for clinician-investigators and clinician-

educators as well as for male and female physicians.   

motivates academic 

physicians,  when 

physician dissatisfaction is 

prevalent.  

Cook et al. 1995  

[45]  

Satisfaction 

with work 

among  

physicians in 

internal 

medicine  

Quantitative 

research: 

survey  

To explore the importance 

of and satisfaction with 

clinical responsibilities, 

teaching, research and 

interpersonal issues 

among general internists; 

to understand the barriers 

to satisfaction in these 

domains and the 

usefulness of potential 

solutions to these 

problems.  

Physicians  were satisfied with their primary role as clinicians 

dealing with complex, undifferentiated problems caring for the 

total patient and providing consultation. Guidelines for the 

referral of patients to general internists, computerization of 

test results, recruitment of general internal medicine fellows 

and more confidence in the future of general internal medicine 

were some of the solutions considered likely to increase 

professional satisfaction. Clinicians involved in teaching 

suggested additional solutions, such as an opportunity to 

improve their teaching and evidence-based medicine skills and 

a greater recognition for their teaching efforts. Few of the 

general internists conducted research, barriers included lack of 

personal and project funding, and pressure to generate clinical 

earnings. In the domain of professional interpersonal issues, 

women were significantly more likely than men to rate having a 

mentor, peer support groups, ongoing career counselling, 

promotion and tenure guidelines for parental leave, availability 

of on-site day care, addressing gender discrimination and 

adoption of gender-neutral language as likely to improve the 

work environment.  



  

 

 

 

 

 

Themes  Study reference  Concept  Method  Aim  Findings  

Job 

satisfaction 

Leigh et al. 2002  

[48]  

Career 

satisfaction 

across 

specialties  

Quantitative 

research: 

survey  

To compare career 

satisfaction across 

specialties among US 

physicians.  

Career satisfaction and dissatisfaction vary across specialty as 

well as age, income, and region. geriatric internal medicine, 

neonatalperinatal medicine,  dermatology and pediatrics are 

likely to be very satisfying. Geriatric internal medicine, 

neonatal-perinatal medicine, dermatology, and pediatrics are 

likely to be dissatisfying.   

 

 

 

 

 

 

 

 
 

 

 

Reames &  

Dunstone 1989  

[50]  

Professional 

satisfaction of 

physicians  

Qualitative 

research: 

interviews  

To judge whether the 

physicians were happy or 

unhappy in the practice of 

medicine, the choice of 

medicine as a profession, 

and happiness concerning 

continuing to practice 

medicine  

Problems cited by the physicians included loss of control over 

medical decisions, loss of control of the referral process, the 

threat of malpractice suits, ethical issues facing health 

maintenance organization physicians, and reduction of 

income. The attitudes and problem-solving approaches of 

physicians who remained satisfied with their profession are 

presented and compared with those of physicians who are 

essentially dissatisfied with the practice of medicine. Among 

satisfied physicians, happiness in medicine was attributed 

more to attitudinal adjustments than to success at the 

"business of medicine."  



Themes  Study 

reference  

Concept  Method  Aim  Findings  

Job 

satisfaction 

Landon et 

al.  

2003 [47]  

Changes in 

physician 

satisfaction  

Quantitative 

research: 

survey  

To describe changes in 

career satisfaction in a large, 

nationally representative 

sample of physicians and to 

examine market and 

practice factors associated 

with changes in physician 

satisfaction.  

Overall physician satisfaction levels did not change 

dramatically. In addition, satisfaction and changes in 

satisfaction vary greatly among sites. Rather than declining 

income, threats to physicians' autonomy, to their ability to 

manage their day-to-day patient interactions and time, and to 

their ability to provide high-quality care are most strongly 

associated with changes in satisfaction.  

Wahls et al. 

1993  

[49]  

Practice 

satisfaction and 

dissatisfaction 

in internal 

medicine  

Quantitative 

research: 

survey  

Examining the physician's 

personal demographics, 

satisfaction with practice, 

dissatisfaction with practice, 

and strategies for coping.  

The most significant positive components of practice 

satisfaction were patient interactions and favorable physician 

colleague interactions. The prominent negative components 

were paperwork hassles and perceived "second-class" 

physician status. Coping strategies were varied and included 

increased political involvement, career change, and withdrawal 

via depression.  

Linn et al. 

1985  

[52]  

Job satisfaction 

and stress 

among 

academic and 

clinical faculty  

Quantitative 

research: 

survey  

To compare sources of 

satisfaction and stress for 

physicians in fulltime 

academic practice with 

those in private practice.  

No significant differences between both physician groups on 

job satisfaction, total stress, anxiety, or depression scores. 

Academic faculty reported working longer hours, taking less 

vacation, spending more time in research and teaching, but 

seeing fewer outpatients. Academic physicians experienced 

more conflict between work and personal life, were burdened 

by time pressure, and were less satisfied with their finances, 

but experienced fewer recent episodes of physical illness than 

clinical faculty. Compared with what is known about the 

general population, both physician samples seemed equally or 

more satisfied with their health and their lives.  



 

 

Themes  Study reference  Concept  Method  Aim  Findings  

Job 

satisfaction  

Wai et al. 2014  

[53]  

Workplace  

satisfaction of 

surgical 

specialists  

Quantitative 

research: 

survey  

To identify factors that 

are critical to faculty 

engagement and 

workplace satisfaction.   

The strongest predictors of surgeons' overall satisfaction with 

their department included department governance, collegiality 

and collaboration, and relationship with supervisor. Although 

compensation and benefits were important, these did not rank 

as the most important factors. Promotion equality, collegiality 

and collaboration, and nature of their work were most closely 

related to intent to leave the medical school within one to two 

years.  

Lewis et al. 1991  

[51]  

Satisfaction in 

practice of 

internal 

medicine  

Quantitative 

research: 

survey  

To survey members of the 

American College of 

Physicians about their 

level of  

(dis)satisfaction with 

practice, the extent to 

which their satisfaction is 

reflected in their 

counseling of students 

about their careers, the 

prevalence of their 

concerns about patients' 

access to care, and their 

attitudes toward changes 

in the healthcare system.  

There is growing dissatisfaction with the practice of internal 

medicine, primarily related to concerns over loss of clinical 

autonomy, the increase in administrative burdens, the 

potential loss of income, and the threat of malpractice 

litigation. Although physicians are concerned about patients' 

access to care, proposals to improve access should be 

examined for their effects on the major sources of physicians' 

dissatisfaction with practice.  



  

Themes  Study 

reference  

Concept  Method  Aim  Findings  

Job 

satisfaction  

Coleman et 

al.  

2015 [54]  

Factors 

affecting 

physician 

satisfaction  

Quantitative 

research: 

survey  

To bring to light 

challenges facing the 

profession.  

Physicians are satisfied with practice environment, work-life balance, 

and income. In addition, they are extremely satisfied when it comes 

to rating their ability to provide high quality care, and they have 

identified some benefits related to the adoption of electronic health 

records. However, they are feeling burned out, very unsatisfied with 

the amount of time spent in direct patient care compared to indirect 

patient care, and that they are spending too much time on 

administrative and data entry tasks.  

Stress  Glymour et 

al.  

2004 [46]   

Physician 

race and 

ethnicity, 

Professional 

satisfaction, 

and work-

related stress  

Quantitative 

research: 

survey  

To describe the relative 

levels of professional 

satisfaction and stress 

reported by physicians 

of different racial and 

ethnic backgrounds.  

Professional satisfaction differed by physician race and ethnicity. 

Asian or Pacific Islander physicians reported lower job satisfaction 

and higher stress than white physicians, while Hispanic physicians 

were significantly more satisfied with their jobs and careers than 

white -physicians. Black physicians did not exhibit a significant 

difference in job or career satisfaction or stress.   

Stress  Budderberg- 

fisher et al. 

2008  

[38]  

Work stress in 

young 

physicians  

Quantitative 

research: 

survey  

Investigating the 

perceived job stress, its 

association with the 

amount of working 

hours, and its impact on 

young physicians' 

selfreported health and 

satisfaction with life 

during residency  

Stress at work in young physicians, in postgraduate training, is a 

matter of concern because of its negative impact on health and life 

satisfaction and the risk of developing symptoms of burnout in the 

long run. Perceived stress at work was significantly correlated with 

working hours. In terms of the intrinsic stress component (over 

commitment), 71% show low values, 12% show a decrease, 9% an 

increase and 8% constantly high values. The groups with constant 

and increasing extrinsic and intrinsic stress experience exhibit 

significantly worse health and life satisfaction compared to the 

remaining groups, after controlling for gender and baseline health.  
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Abstract 

Introduction 
Medical specialists, face the challenge of maintaining their knowledge and skills and continuing 

professional development i.e. lifelong learning. Motivation may play an integral role in many of 

the challenges facing the physician workforce today including maintenance of a high 

performance. The aim of this study was to determine whether medical specialists show different 

motivational profiles and if these profiles predict differences in motivation for lifelong learning.  

Methods 
An online questionnaire was sent to every medical specialist working in five hospitals in the 

Netherlands. The questionnaire included the validated Multidimensional Work Motivation Scale 

and the Jefferson Scale of Physician Lifelong Learning together with background questions like 

age, gender and type of hospital. Respondents were grouped into different motivational profiles 

by using a two-step clustering approach.  

Results 
Four motivational profiles were identified: 1) HAMC profile (for High Autonomous and Moderate 

Controlled motivation), 2) MAMC profile (for Moderate Autonomous and Moderate Controlled 

motivation), 3) MALC profile (for Moderate Autonomous and Low Controlled motivation) and 4) 

HALC profile (for High Autonomous and Low Controlled motivation). Most females, specialists 

that work in an academic hospital and specialists with a surgical specialty were represented in 

the HALC profile.  

Discussion 
Four motivational profiles were found among medical specialists, differing in gender, experience 

and type of specialization. The profiles are based on the combination of AM and CM in the 

specialists. The profiles that have a high score on AM have a positive association with lifelong 

learning.   
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Introduction 
The introduction of sophisticated technological developments and the new rules and 

regulations in healthcare are continuously changing. The demand for care is increasing, and, 

simultaneously, the costs need to decline.[1] This increases the pressure on medical specialists, 

especially to maintain their knowledge and skills and continuing professional development 

(CPD), i.e., lifelong learning.[2,3] Research has shown that stressors together with health 

reforms, can increase job stress, reduce health workers’ motivation and performance with 

regard to patientcare and patient safety.[4,5] When medical specialists do not keep up with their 

changing context, it impacts the quality of healthcare and patient safety.[6] According to the 

latest research into preventable adverse events in hospitals in the Netherlands the weak point 

that needs focus and improvement are knowledge and skills about technological developments 

and the resilience of the professionals.[6]  

Although learning and development opportunities are experienced as energy sources by 

practicing health professionals, a lack of motivation (20.2%), a lack of time (84.1%), and a lack of 

funding  

(50.4%) are the most important barriers for participation in continuing education (CE) and 

CPD.[7] However, to our knowledge, little is known about the work motivation of medical 

specialists in general and their motivation for CE/CPD in particular.  

Motivation at work concerns the underlying reasons driving people to perform their work 

activities.[8] Motivation for work has been associated with greater job satisfaction, commitment, 

wellbeing, and less job turnover intentions.[9-12] Autonomous motivation (AM) facilitates and 

stimulates deep level learning (learning for understanding and application) and academic 

success and leads to positive wellbeing and greater resilience among health professionals such 

as pharmacists.[13-16]  

Theoretical background 
Self-determination theory (SDT) classifies qualitatively different types of motivation on a 

dynamic continuum and shows several different states of this quality, namely: amotivation, 

external, introjected, identified, and integrated regulation and intrinsic motivation.[17] Of these, 

external and introjected regulation together form controlled motivation (CM). Identified and 

integrated regulation and intrinsic motivation together form autonomous motivation (AM). AM is 

considered good quality motivation and CM is considered poor quality motivation.[18-20] Within 

SDT, three basic psychological needs are distinguished: autonomy (experiencing behavior as 

self-chosen and selfendorsed), perceived competence (experiencing behavior as masterful) and 

relatedness (feeling mutually connected with peers and important others).[17,21] Need 
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satisfaction is theorized to promote psychological growth and healthy functioning and AM, 

whereas need frustration or thwarting is theorized to contribute to energy depletion, 

dysfunction, illness, and CM (Fig. 1).[10,12,19]  

Figure 1: Motivational continuum adapted from Deci and Ryan (2002) 

Research in medical education shows that AM is positively associated with better learning, 

better academic performance, positive wellbeing greater resilience and better patient 

care.[4,5,13-16,22] On the contrary, CM is associated with the least desirable outcomes, like 

negative wellbeing and poor resilience, procrastination, and surface level learning.[4,5,13-16,22] 

Besides the quality of motivation (the balance of AM versus CM in each individual), the quantity 

of AM and CM and their combination also plays an important  role in educational outcomes (e.g., 

increased persistence, optimal learning patterns, and better academic adjustment).[20,21] This 

means that work contexts that are perceived as supportive of basic psychological needs are 

conductive to optimal motivation, functioning, and wellbeing among employees, along with 

benefits for the organization.[23] However, next to lack of motivation being mentioned as a 

barrier for participating in CPD, it seems that the need for autonomy and competence among 

medical specialists is being thwarted.[24]  
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So to ensure that the work context is supportive of the optimal motivation of medical specialists 

we need to know what kind of motivation medical specialists have. Motivational profiles 

(different combinations of AM and CM) have been investigated in studies among high school, 

college and medical students and pharmacists.[20,21,25,26] All these studies show that the 

quality of motivation is more important than quantity, especially in relation to better learning 

outcomes, positive wellbeing, and patient care outcomes.[20,21,25,26]  

In this study, we group medical specialists with similar combinations of AM and CM to create 

motivational profiles. Unravelling the motivational profiles of medical specialists and 

investigating whether these profiles vary with demographic characteristics and predict 

differences in lifelong learning motivation might be of value for hospital boards, legislative 

parties, and for carrying out interventions. Our study will also contribute to the literature as SDT 

has not been validated in this particular target group before. The research questions for this 

study were as follows: 1. Which motivational profiles relating to combinations of autonomous 

and controlled work motivation are seen among medical specialists? 2. Do these motivational 

profiles vary with demographic characteristics and type of specialty? 3. Are motivational profiles 

associated with differences in lifelong learning motivation?  

Method 

Setting and sample  
A quantitative study was conducted within five hospitals in the Netherlands. An academic 

hospital (VU University Medical Center, Amsterdam), two large merged teaching hospitals (NWZ 

groep Alkmaar, Spaarnegasthuis Haarlem), and two affiliated teaching hospitals 

(Westfriesgasthuis Hoorn and Rode Kruis Ziekenhuis Beverwijk) were included in this study. An 

online questionnaire was sent to every medical specialist working in these hospitals. Before 

respondents could fill in the questionnaire, they had to give their written informed consent. In 

our setting, a medical specialist is a physician(MD) with a completed, postgraduate specialty 

training. 

Measures 
Work motivation: The standardized and validated 19-item Multidimensional Work Motivation 

Scale (MWMS)[27] measures the motivation of a medical specialist for practice. The stem is “Why 

do you or would you put efforts into your current job?” with items like; “Because I personally 

consider it important to put efforts in this job.” Responses are made on the following scale: 1 = 

“not at all” to 7= “completely.” This scale has six subscales that assess the following states of 

motivation: amotivation, external regulation-social , external regulation-material, and 
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introjected regulation which together measure CM, and identified regulation and intrinsic 

motivation, which together measure AM. In addition, external regulation has items focusing on 

material, e.g., money as well as social rewards, e.g., praise. 

Motivation for lifelong learning: The 14-item revised Jefferson Scale of Physician Lifelong 

Learning (JeffSPLL)[28] was used to measure the motivation for lifelong learning of medical 

specialists. The stem is “Please indicate the extent of your agreement with each of the following 

statements by circling the appropriate number” with items like: “I believe that I would fall 

behind if I stopped learning about new developments in my profession.” Responses were made 

on the following scale: 1 = “strongly disagree” to 4 = “strongly agree.” Higher scores indicate 

more orientation toward lifelong learning.  

Both scales were translated from English to Dutch by two researchers and then from Dutch to 

English by two other researchers.[29] Both English translations were checked to be the same 

and small differences of opinion were resolved by consensus so that nothing from the original 

questionnaire got lost in translation.[29] The final questionnaire also included background 

questions, like gender, age, type of hospital, specialty, and the number of years of experience as 

a medical specialist.  

Analysis 
Data from the questionnaire were analyzed using SPSS version 22.0. The validity and reliability 

of the questionnaires used were determined using confirmatory factor analysis. In addition, 

Cronbach’s alpha value for each subscale used, was calculated. Subsequently, medical 

specialists were grouped into different motivational profiles using a two-step clustering 

approach. The first step was applied to fix the number of clusters based on Ward’s method. For 

the cluster solution to be acceptable, it needed to explain a minimum of 50% variance of the 

autonomous and controlled motivation scores.[25,26]  In the second step, a k-means cluster 

analysis was performed (using the squared Euclidian distances and iterative method). The 

findings from the first step were used as initial clustering in the second step. For the cluster 

analysis the Z-scores of total scores on AM and CM were used. Using the analysis of variance, the 

variances of the amotivation, CM, and AM scores explained by the cluster solution were 

calculated. The clusters were cross-validated with different subsets.   

Ethical approval 

The Medical Ethics Review Committee of VU University Medical Center Amsterdam, the 

Netherlands, granted exemption from ethical approval for this study. To ensure compliance with 
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the rules established by the declaration of Helsinki, participants were told that their 

participation in the study was voluntary, there was a guarantee of confidentiality and 

anonymity, and that non-participation would not cause them any harm.   

Results 
One hundred and ninety-three out of 1591 (12.2%) medical specialists filled out the 

questionnaire. It has been known that medical specialists have an overwhelming amount of 

questionnaires sent to them, and they already experience too little time to do their daily job. So 

it is possible that it takes motivated specialists to participate in questionnaires. If so, then it 

might be that the level of motivation can be overestimated in this study. Considering the 

context, the response rate is reasonable for this population and above the minimum number of 

180 according to the power analysis. The a priori power analysis was conducted two tailed with 

a medium effect size of 0.3, an alpha error probability of 0.05 and a power of 0.95.   

Table 1 shows the broad range of specialties that are represented in this study. Pediatricians 

(10.3%), surgeons (9.7%) and anesthesiologists (8.2%) are the specialties with the highest 

percentages. Table 1 also shows the division of the specialties into three groups; surgical, non-

surgical and supportive.  

For further analysis we have used these three groups, which are based on the division that is 

used by NIVEL which is the National institute for health research in the Netherlands.[30] NIVEL 

uses a division of six groups: First-line curative care (i.e. general practitioner), Public healthcare 

(i.e. occupational physician), Psychiatry (except psychiatrist working at a hospital), Surgical (all 

specialties that work in the operating theatre), Non-surgical (i.e. dermatologist, cardiologist) 

Supportive (i.e. anesthesiologist, pathologist). However the first three groups were not 

applicable to our study as these specialists are not working in hospitals.   

Table 2 shows the demographic characteristics of the medical specialists in our study and their 

mean scores on the different types of work motivation. Missing data was handled per variable 

because of the already small sized sample. Some variables did not have any missing data and 

therefore have the complete number of 193 participants. Other variables did have missing data 

and therefore have a total participants that is lower than 193. Differences between mean scores 

were tested for significance by using a t-test. For differences between type of specialty ANOVA 

was used. Medical specialists younger than 50 years of age scored significantly higher on AM 

than specialists older than 50 years. More experienced specialists (>15 years) scored significantly 

lower on CM than specialists who had less experience.   
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Table 1: Range of specialties  

Specialty  Frequency Percent % Group 

Anesthesiologist  16 8.5 Supportive 

Cardiologist  6 3.2 Non-surgical 

Surgeon  19 10.1 Surgical 

Dermatologist  4 2.1 Non-surgical 

Gynecologist  14 7.4 Surgical 

Hematologist  1 0.5 Non-surgical 

Intensivist  8 4.2 Non-surgical 

Internist  9 4.8 Non-surgical 

Pediatrician  20 10.6 Non-surgical 

Clinical physiologist  1 0.5 Supportive 

Clinical Geriatrician  2 1.1 Non-surgical 

Clinical Geneticist  3 1.6 Supportive 

ENT specialist  3 1.6 Surgical 

Pneumonologist  6 3.2 Non-surgical 

Gastro-enterologist  1 0.5 Non-surgical 

Medical microbiologist  4 2.1 Supportive 

Oncologist  5 2.6 Non-surgical 

Nephrologist  1 0.5 Non-surgical 

Neurologist  13 6.4 Non-surgical 

Medical nuclear specialist  2 1.1 Supportive 

Ophthalmologist   6 3.2 Surgical 

Orthopedist  4 2.6 Surgical 

Pathologist  7 3.7 Supportive 

Clinical Pharmacist  1 0.5 Supportive 

Psychologist  3 1.6 Supportive 

Psychiatrist  5 2.6 Non- surgical 

Radiologist  4 2.1 Supportive 

Rheumatologist  4 2.1 Non-surgical 

Rehabilitation specialist  7 3.7 Supportive 

Emergency room specialist 7 3.7 Non-surgical 

Urologist  3 1.6 Surgical 

Total  189* 100 

*Four specialists did not answer the question about their specialty
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Table 2: Mean scores on autonomous work motivation (AM), controlled work motivation (CM) 

and amotivation for work.   

No. of  

Respondents, n 

(%) 

Mean AM 
Mean 

CM 

Mean 

Amotivation 

Gender 

Male 84 (44.0) 5.66 3.28 1.46 

Female 108 (56.0) 5.87 3.35 1.45 

F-value 0.543 0.578 0.557 

ns ns ns 

Age 

< 50 years 106 (54.9) 5.89 3.41 1.41 

> 50 years 87 (45.1) 5.66 3.20 1.50 

F-value 4.126 1.114 2.687 

P < 0.05 ns Ns 

Years of 

experience 

< 15 years 110 ( 57) 5.84 3.43 1.46 

> 15 years 83 (43) 5.71 3.17 1.44 

F-value 4.037 1.185 0.314 

ns P < 0.05 ns 

Type of 

hospital 

Academic 75 (38.9) 5.84 3.30 1.45 

Non- 

Academic 
108 (56.0) 5.81 3.38 1.46 

F-value 6.506 4.872 1.498 

ns ns ns 

Type of 

Specialty 

Surgical 49 (25.9) 5.89 3.21 1.45 

Non-surgical 92 (48.7) 5.76 3.39 1.43 

Supportive 48 (25.4) 5.68 3.22 1.47 

F-value 1.002 1.127 0.049 

ns ns ns 

Mean scores are based on the MWMS with a 7-point Likert scale.  

The next step in our analysis was a cluster analysis. Because of the low mean score of specialists 

on amotivation, with no significant differences for demographic characteristics, we decided to 

follow the method of Vansteenkiste et al.[25], Kusurkar et al.[26], and Tjin a Tsoi et al.[21] and 

exclude the amotivation scores from our cluster analysis. We conducted a confirmatory factor 

analyses on the work motivation scale as this was not validated among medical specialists 

before. The results were as expected and are shown in table 3. Factor loadings above 0.4 are 

considered good or significant. Cronbach’s alpha for CM was 0.791, for AM was 0.826, factor 

analysis for lifelong learning motivation showed a Cronbach’s alpha of 0.848, which indicate 
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good reliability. The totals scores of specialists on AM and CM were converted into Z-scores and 

used for the cluster analysis.   

All specialists were included in the analysis, and we tried fitting 2-cluster, 3-cluster, 4-cluster, 

and 5cluster solutions according to the methods described for cluster analysis. The 4-cluster 

solution was found to fit the data best. It explained 70.8% of the variance in the AM scores and 

54.4% in the CM scores. The four clusters obtained are shown in Table 4. Cluster 1 had a high 

score on AM and a moderate score on CM, so we labelled it the HAMC profile (for High 

Autonomous and Moderate Controlled motivation). Cluster 2 had moderate scores on both AM 

and CM, so we labelled it the MAMC profile (for Moderate Autonomous and Moderate Controlled 

motivation). Cluster 3 had a moderate score on AM and a low score on CM, so we labelled it the 

MALC profile (for Moderate Autonomous and Low Controlled motivation). Cluster 4 had a high 

score on AM and a low score on CM, so we labelled it the HALC profile (for High Autonomous and 

Low Controlled motivation). None of the profiles scored low on AM or both AM and CM.   

Table 3: CFA factor loadings on AM and CM and MLL 

Item AM CM 

WM2 1.000 

WM3 0.620 

WM4 0.996 

WM5 1.000 

WM6 0.965 

WM8 0.939 

WM9 1.066 

WM10 0.808 

WM11 0.872 

WM12 1.370 

WM14 0.978 

WM15 0.913 

WM16 0.961 

WM17 1.177 

WM18 1.421 

WM19 0.605 

WM= workmotivation, MLLL= motivation for lifelong learning. WM1, WM7 and WM13 are the items for 

amotivation, which are left out because we do not include amotivation in our analysis.   
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Table 4: Mean scores on Autonomous work motivation (AM), controlled motivation (CM) of the 

different motivational profiles.  

HAMC HALC MAMC MALC % variance 

explained 

AM  6.34  6.37  5.22 5.09  70.8 

CM 4. 16 2.74  3.75 2.43  54.4 

Number of cases in 

the profile  

43 56  55  30  

Motivation for 
lifelong learning  

3.27  3.27  3.01 3.08  

Mean scores are based on the MWMS with a 7-point Likert scale and the JeffSPL with a 4-point 

likert scale.  

We also investigated differences in the scores on motivation for lifelong learning between all 

profiles. As Table 4 shows, there is a difference in the scores on motivation for lifelong learning 

between the different motivational profiles. The profiles that score significantly higher on 

motivation for lifelong learning are the ones with a high score on AM.   

Table 5 and Figure 2 show the results of the demographic characteristics for each profile. Most 

male specialists (42.7%) were represented in the MAMC profile and most females in both HAMC 

(29.8%) and HALC (29.8%) profiles. Most specialists under the age of 50 were represented in the 

HAMC profile (33.0%). Specialists older than 50 years were mostly represented in the MAMC 

profile (40.5%). Most specialists (31.5%) with less than 15 years of experience were represented 

in the HAMC profile. Medical specialists with more than 15 years of experience were found 

predominantly in the MAMC profile (38.0%). Specialists that work in an academic hospital are 

mostly represented in the HALC profile (39.2%) and regarding specialization, the surgical 

specialties are also mostly found in this profile (40.8%). 
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Table 5: Demographic characteristics of the work motivation profiles of medical specialists. 

HAMC n (%) HALC n (%) MAMC n (%) MALC n (%) 

Gender  Male  13 (17.1) 27 (32.9) 30 (42.7) 11 (7.3) 

Female  30 (29.8) 29 (29.8) 25 (26.0) 19 (14.4) 

Age  < 50 years  32 (33.0) 31 (31.1) 26 (27.2) 13 (8.7) 

> 50 years 11 (13.1) 26 (32.1) 29 (40.5) 17 (14.3) 

Years of experience  
< 15 years 32 (31.5) 30 (29.6) 30 (29.6) 15 (9.3) 

> 15 years 11 (13.9) 27 (34.2) 25 (38.0) 15 (13.9) 

Type of hospital  
Academic 13 (18.9) 28 (39.2) 22 (32.4) 11 (9.5) 

Non-academic  30 (30.1) 39 (29.1) 29 (33.3) 13 (7.8) 

Type of Specialty  

Surgical 14 (28.6) 20 (40.8) 8 (16.3) 7 (14.3) 

Non-surgical  20 (21.7) 26 (28.3) 30 (32.6) 16 (17.4) 

Supportive  9 (18.8) 14 (29.2) 17 (35.4) 8 (16.6) 

 

 MAMC  HAMC  MALC  HALC 

Figure 2: Demographic characteristics of the four motivational profiles in %. 

To further compound our understanding of specialist’s motivation we used the subcategories of 

CM in the analysis. This is because we specifically wanted to see which external regulation, 
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material or social, is more important for a medical specialist. Table 6 shows the scores on the 

subscales of CM for each motivational profile. The lowest score in all four profiles is on external 

regulation material, the middle score in all profiles is on external regulations social, and the 

highest score in all profiles is on introjected regulation which is the type of motivation closest to 

AM on the motivation continuum.   

Table 6: Mean scores on the subscales of controlled motivation (CM) for each motivational 

profile.  

Motivational 
Profile  

Mean score on 
External 

regulation 

material 

Mean score on 
External 

regulation social 

Mean score on 
Introjected 
regulation 

Mean of 
Total 

CM score 

HAMC  2.84 3.85 4.36 3.68 

HALC  1.70 2.50 3.69 2.63 

MAMC  2.95 4.12 5.10 4.06 

MALC  1.51 2.54 3.03 3.69 

Mean scores are based on the MWMS with a 7-point Likert scale.  

Finally we conducted a multivariate analysis to have a clearer view of the impact of the 

demographic variables. First we calculated correlations by using point bi-serial analysis for all 

demographic variables, which are shown in table 7.   

After this a multinomial logistic regression analysis was conducted to get a clearer view of the 

impact of the demographic characteristics. Table 8 shows the results. This analysis provided us 

with two significant results which can be found in the HALC profile and it concerns the surgical 

specialty. However, when using a Bonferroni correction, where the set alpha level becomes 0.01 

(as 0.05/5=0.01) none of the demographic variables shows a significant result.   
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Table 7: Point bi-serial correlations between all variables.  

Age  Gender  Years of 

experience 

Type of 

hospital  

Type of 

specialty  

Age   1  

Gender   -0.294* 1  

Years of experience 0.854*  -0.311* 1  

Type of hospital  0.017  0.018  0.048  1  

Type of specialty  0.127  -0.83 0.162*  -0.121 1  

*p=0.05 

Table 8: multinomial logistic regression 

Motivational 

profile 

Variable Value B Exp(B) Sig. 

HAMC 

Intercept -0.174 0.774 

Gender Male -0.942 0.390 0.048* 
Age <50 years 1.433 4.191 0.109 
Experience <15 years -0.753 0.471 0.412 
Type of hospital Academic hospital -0.525 0.592 0.266 
Specialty Non-surgical -0.078 0.925 0.888 

Surgical 1.011 2.749 0.133 

Specialty Surgical 0.924 2.519 0.083 
Supportive -0.190 0.827 0.716 

MALC 

Intercept -0.118 0.853 
Gender Male -1.042 0.353 0.056 
Age <50 years -0.419 0.658 0.637 
Experience <15 years -0.437 0.646 0.626 

Type of hospital Academic  hospital 0.252 1.286 0.627 
Specialty Non-surgical 0.086 1.090 0.888 

Surgical 0.679 1.973 0.379 
Specialty Surgical 0.592 1.808 0.328 

Supportive 0.097 1.102 0.857 

HALC 

Intercept -0.057 0.916 
Gender Male -0.509 0.601 0.237 

Age <50 years 1.469 4.343 0.093 
Experience <15 years -1.694 0.184 0.057 
Type of hospital Academic  hospital 0.442 1.556 0.283 
Specialty Non-surgical 0.151 1.163 0.760 

Surgical 1.362 3.905 0.026* 
Specialty Surgical 1.080 2.945 0.031* 

Supportive 0.072 1.075 0.877 

*p=0.05 
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Discussion 
This study identified the motivational profiles among medical specialists. The aim of this study 

was to determine whether medical specialists display different motivational profiles and, 

whether these profiles predict differences in motivation for lifelong learning. Although we found 

four motivational profiles, which is in alignment with previous studies on motivational 

profile,[20,21,25,26] we did not find the same balance of quality and quantity in these profiles. 

Medical specialists seem to be on the high and moderate side of the spectrum of AM and the 

moderate to low side of CM. These findings make it difficult to call this good and poor quality or 

high and low quantity, as was done in the previous literature on motivational profiles among 

pharmacists and medical students.[21,25,26] When we delved into the scores of the specialists 

on the subcategories of CM, the results showed that external material rewards or punishments 

had the least influence on their motivation. The scores on CM throughout all four profiles were 

mostly determined by introjected regulation, which can be seen as the most autonomous or 

positive part of the continuum when it comes to CM.  

Interestingly, we found differences in demographic factors on scores of the different types of 

motivation. Specialists younger than 50 years of age scored higher on AM. Specialists who had 

less than 15 years of experience scored higher on CM, which is also found among 

pharmacists.[21] Pharmacists with work experience for less than 10 years showed negative 

relationship with participation in CE.[21] These findings seem to contradict each other, but 

could be explained by acknowledging that physicians’ feeling of competence is crucial. 

Specialists gain competence as they build up their experience.   

Females are equally represented in the HAMC and HALC profiles. These profiles contain 

physicians with high AM. This finding aligns with descriptions in the general motivation 

literature, which suggest that females are more autonomously motivated than males regarding 

learning.[17] This is also found in the study among pharmacists. Female pharmacists were highly 

represented in the good quality profile with  high autonomous motivation.[21] However, we did 

not find any gender differences on the separate scores on AM and CM.  

The type of specialization does seem to make a difference as most specialists with a surgical 

specialization are found in the HALC profile, while the non-surgical specialties are mostly found 

in the MAMC profile. Several studies, among medical specialists and laypeople, show a stable 

prestige hierarchy ranking for specialties, with surgery and cardiology ranking the highest.[31-

33] Prestige is defined as regard or esteem and a prestige hierarchy as a scale of regard or
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esteem.[31] This could be supportive for the perceived autonomy and competence among the 

surgical specialists. The studies also show that doctors within a medical specialty are viewed as 

having a common set of personality traits, which appears to be related to the prestige of the 

specialty.[31] For example, surgeons need to be autonomous when they are in the operating 

theater and a decision needs to be made on the spot. This provides another reason surgical 

specialties could experience more autonomy.  

At first instance, the multivariate analysis that we conducted also showed that being a medical 

specialist with a surgical specialty provides more likelihood of having the HALC motivational 

profile.  

However when correcting for type I error by Bonferroni correction no significant results were 

found. This could indicate that demographic variables are not predictive of motivational 

profiles. Which could be explained by personality traits being more important for a certain level 

of motivation than demographic variables. On the other hand, the significance level is quite 

arbitrary both normally when it is set to 0.05 but also with the Bonferroni correction when in this 

case it is set to 0.01. The purpose of this study was to show who (what kind of medical specialist) 

can be found in which motivational profile and some of the odds ratio’s that we found are still 

worth mentioning even when they are just not significant (like age and experience in the HALC 

profile). To be able to get more insight in what factors are predictive of motivational profiles, 

more power is probably needed. This contributes to our recommendation that more research on 

motivation and motivational profiles among (more) medical specialists is necessary.  

Because three different types of hospitals participated in this study we had to consider the 

different contexts and the influence that this might have on the motivational profiles of medical 

specialists. Also, looking at the motivational profiles of pharmacists the type of pharmacy did 

matter; the pharmacists working in a hospital pharmacy had higher autonomous 

motivation.[21] However, the type of hospital did not influence the division among the 

motivational profiles of the medical specialists. One explanation for our results could be that the 

included hospitals looked a like, as not only the academic but also the peripheral hospitals were 

involved, although to a lesser extent, in teaching and research, next to patientcare.   

Our findings suggest that the older and more experienced medical specialists are,  the more they 

lean towards the moderate side of the motivation spectrum of autonomous motivation. This 

finding raises concern because it implies a shift from high autonomy and low controlled 

motivation toward moderate autonomy and moderate controlled motivation. This is especially 

important since both high autonomy profiles show positive significant results on motivation for 
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lifelong learning. Thus, a shift from a high to a moderate motivation profile could diminish the 

motivation for lifelong learning.  

Implications for practice 
Continuing professional development is important for future healthcare, as it secures or 

provides the level of quality and patient safety. The finding of four motivational profiles could 

provide more guidance when it comes to the required environment or formats to stimulate AM 

and lifelong learning in medical specialists. The results also demonstrate that more than half of 

the medical specialists have a motivational profile that scores higher on CM than the most ideal 

HALC profile. This means that there is a high percentage of medical specialists that have 

motivational profiles with a higher risk of poor resilience, lower academic performance, and 

lower quality of patient care. Now that we are aware of the differences in motivation among 

specialists, this knowledge can be used to provide each group of specialists with the right 

support and interventions for practice and lifelong learning according to their motivational 

profile. According to SDT, there are three basic psychological needs that  need to be fulfilled to 

stimulate the most optimal type of motivation: autonomy (e.g., the feeling of choice), 

competence (e.g., the feeling of mastering certain knowledge and skills) and relatedness (e.g., 

the feeling of belonging at work or connected with peers).[17] Further research on these needs 

among medical specialists is a next step in working towards an environment that stimulates the 

most ideal motivational profile and, in turn, motivation for lifelong learning in healthcare.  We 

do suggest that educational activities be customized to fit the motivational profiles and basic 

psychological needs of medical specialists. When we want to keep our medical specialists 

motivated and in turn our quality of healthcare as high as possible we should provide an 

autonomy, competence and relatedness supportive environment for specialists to work and 

develop in. By supporting these basic needs, the autonomous motivation is supported which 

leads to the most optimal motivation specialist can have which in turn provides the most 

optimal results of our healthcare professionals. The CE system for medical should be set up in an 

autonomy, competence and relatedness supportive manner. This could mean that it should be 

possible for medical specialists to be able to organize their own time, so they have and they feel 

like they have the possibility to follow the CE option of their choice. Research shows that 

specialists experience more autonomy when they organize their own time.[24] Also the (training) 

courses, e-learning modules and other possibilities for CE, should be set up in a basic needs 

supportive way.   
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Limitations and future research 
The work motivation scale that we used is validated in many professions; however, it has not 

been used for healthcare professionals before. Further validation of this scale among healthcare 

professionals is necessary. However, for this study the scale has been presented to experts for 

content validity in this particular population and was pilot tested. It also had good reliability. 

The response rate of this study might be low, however a broad range of specialties were 

represented.  It is possible that only highly motivated specialists or those interested in this 

particular topic participated which both positively biases the results. The male/female response 

rate in the sample was 44%/56% compared to a male/female ratio from 57%/43% among the 

entire group of specialists from all five hospitals in this study. However, as mentioned before it 

takes motivated specialists to participate in questionnaires and according to the Self-

determination theory women are likely to have a higher level of motivation in general.[34] This 

can also provide an overestimation of the motivational levels. If this is indeed the case, the need 

to provide each group of specialists with the right support and interventions for practice and 

lifelong learning according to their motivational profile is even more urgent. Motivational 

research among medical specialists needs to be repeated in other contexts to confirm our 

findings. Especially because the definition of medical specialists might differ from other 

countries or contexts. Another important step for future research would be to compare the 

motivational profiles found in this study with medical specialists’ learning behaviors and patient 

outcomes wherever possible. It remains difficult to compare our results to earlier studies on 

motivational profiles because we could not add the value of good and poor to our profiles. Also, 

the measurement of experience of medical specialists in years can be debated on. It seems 

logical that competence is gained when experience is build up: the older a medical specialist is 

the more years of experience. But it does not show the type of experience, as medical specialists 

can take on other non-clinical responsibilities in their job, especially if they are older, such as 

teaching and research. Their experience gets reduced by these other activities. Therefore other 

measures for experiences, such as number of procedures or patients seen can probably be 

considered. For this study experience in years is enough to unravel the motivational profiles of 

medical specialists, even more because in the participating hospital the other non-clinical 

responsibilities are for every specialists as these are teaching hospitals.   

Conclusion 
Four motivational profiles based on the combination of AM and CM were found among medical 

specialists, differing in gender, experience and type of specialization. The profiles that have a 

high score on AM have a positive association with lifelong learning.   
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Abstract 

Background 
Continuing professional development and lifelong learning are crucial to secure safe and good 

quality healthcare. Lack of motivation has been found to be among the most important barriers 

for participation in lifelong learning. This study was conducted to investigate the relationships 

between medical specialists’ work motivation, lifelong learning motivation, autonomy, 

competence and relatedness satisfaction.   

Methods 
Self-Determination Theory was used as a theoretical framework for this study. Data were 

collected through an online survey, that was sent to all (N=1591) medical specialists in five Dutch 

hospitals. The survey measured background characteristics, autonomy, competence, and 

relatedness satisfaction, autonomous and controlled work motivation, and lifelong learning 

motivation. Two step factor path analysis with the method of Croon  was used to analyze the 

data from 193 cases.    

Results  
Autonomy need satisfaction was positively associated with autonomous work motivation which 

in turn was positively associated with lifelong learning motivation. Competence need 

satisfaction and age were negatively associated with controlled work motivation. Competence 

need satisfaction was also positively related with lifelong learning motivation. No significant nor 

any hypothesized associations were found for relatedness.  

Conclusions 
Our findings, in line with Self-determination Theory literature, show that autonomy and 

competence need satisfaction are the important factors as they were positively associated with 

medical specialists’ motivation for work and for lifelong learning.   
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Introduction 
A recent study reported 970 preventable adverse events in Dutch hospitals per year.[1] Globally, 

the rates of poor performance (which is measured by preventable adverse events) vary from 

0.5% to 12%.[2] These poor performance rates lead to reduced quality of care and patient safety. 

Through professional development, i.e., lifelong learning, medical specialists maintain their 

professional competence and are able to keep track of and respond to advancing knowledge in 

their field.[3,4,912] Continuing professional development (CPD) and lifelong learning as part of 

CPD are crucial to secure high quality healthcare, patient safety, and societal trust in the 

healthcare system.[3-5] While learning and development opportunities are energizing  factors 

for practicing healthcare professionals, lack of motivation, time, and funding constitute the 

most significant barriers for participation in CPD and lifelong learning.[5-8] Since lack of 

motivation is mentioned as a barrier, an insight into the motivation mechanism of medical 

specialists would be useful as this makes it possible to enable the development of an optimal 

environment for specialists to work in, as well as to keep medical specialists participating in 

lifelong learning. However, to our knowledge, little is known about the motivation of medical 

specialists for medical practice (work motivation) and for lifelong learning/CPD in particular. 

Accordingly, the focus of this study is on the work motivation of medical practice and lifelong 

learning of medical specialists.   

The aim of this study is to investigate the score on autonomous motivation (AM), controlled 

motivation (CM) and lifelong learning motivation as well as the relationship between work 

motivation (AM and CM), motivation for lifelong learning and the satisfaction of the three basic 

psychological needs: autonomy, competence and relatedness. The proposed model for this 

study is illustrated in Figure 1. The three basic needs and autonomous and controlled 

motivation are not considered to be independent. Thus, they are often found to be related. The 

hypotheses that were specified based on the literature are as follows:  

1. Autonomy, competence, and relatedness are positively associated with medical

specialists’ AM for work and lifelong learning motivation and negatively associated with

medical specialists’ CM for work. 

2. AM for work is positively associated with medical specialists’ lifelong learning 

motivation. 

3. CM for work is negatively associated with medical specialists’ lifelong learning 

motivation. 
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Figure 1: Hypothesized model with all latent variables 

We used the Self-determination theory (SDT) of Deci and Ryan as the framework for the current 

study.[13-17] SDT classifies motivation on a dynamic continuum and emphasizes the 

importance of the quality of the motivation. This sets it apart from other theories which put 

more emphasis on the quantity of the motivation. Several different states of quality of 

motivation are aligned along the continuum: amotivated, external regulation, introjected 

regulation, identified regulation, integrated regulation, and intrinsic motivation. Of these, 

external and introjected regulation together form CM. Identified and integrated regulation and 

intrinsic motivation together form AM. According to SDT AM comes from within the individual 

out of interest for and value of the task itself, and is a facilitator and stimulator of deep-level 

learning and academic performance; it also leads to improved wellbeing, resilience, and patient 

safety.[13-17] CM is feeling pressured or coerced by external factors or from within and is 

associated with less desirable outcomes like procrastination and surface-level learning.[13-17]   

Additionally, within SDT, three basic psychological needs are distinguished: perceived autonomy 

(experiencing behavior as choiceful and self-endorsed), perceived competence (experiencing 

behavior as masterful), and relatedness (feeling mutually connected with peers and important 

others).[13-17] Perceived competence in this study is the person’s perception of their own  

competence, rather than professional competence which is generally measured by others such 

as supervisors or peers. When these basic needs are satisfied this promotes a person’s 

psychological growth, healthy functioning, and AM. When these needs are frustrated or thwarted 

this contributes to malfunction, reduced energy and wellbeing, and CM.[14,19-21]  
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Methods  
 

Setting and sample   
A quantitative study was conducted in an academic hospital (VU University Medical Center in 

Amsterdam), two large merged medical centers (Noordwestgroep Alkmaar and Spaarnegasthuis  

Haarlem), and two affiliated hospitals (Westfriesgasthuis Hoorn and Rode Kruis Ziekenhuis 

Beverwijk).  An online questionnaire was sent to all the medical specialists working in these 

hospitals. In this study, our definition of a medical specialist is a physician who has completed 

specialty training.    

 

Data collection  

The online questionnaire included standardized validated scales measuring work motivation 

(with subscales for AM and CM), the motivation for lifelong learning, and the basic psychological 

needs of autonomy, competence and relatedness. Additionally, we included the following 

questions about the background characteristics: sex, age, type of specialty, type of hospital that 

they work in, and number of years of experience as a medical specialist. The validated scales 

were translated from English into Dutch by two researchers. They were then back translated by 

two other researchers to ensure the appropriate Dutch translation.[22]   

 

Measures  
The 19-item multidimensional work motivation scale (MWMS)  was used to measure the work 

motivation of the medical specialists.[23] This scale could be divided into AM and CM for work. 

The stem of the scale is “Why do you or would you put efforts into your current job?”  with items 

like;  

e.g., “Because I personally consider it important to put efforts into this job.” Responses were 

made on a seven point Likert scale. All responses to the questions were added together, with the 

higher scores indicating a higher level of motivation. For this scale Cronbach’s alpha was 0.83 for 

AM and 0.79 for CM.   

 

The 14-item revised Jefferson Scale of Physician Lifelong Learning (JeffSPLL) was used to 

measure the medical specialists’ motivation for lifelong learning.[24] The stem of the scale is 

“Please indicate the extent of your agreement with each of the following statements by circling 

the appropriate number” with items like: “I believe that I would fall behind if I stopped learning 

about new developments in my profession.” Responses were made on a four-point Likert scale 

and were also added together. Here, higher scores also indicate a greater orientation and 

motivation toward lifelong learning. For this scale Cronbach’s alpha was 0.85.   
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The Basic Psychological Needs at Work Scale (BPNWS) assessed the perceived autonomy and 

competence at work of medical specialists.[25] Both subcategories included eight items, e.g.: “I 

feel my choices in my job express who I really am” (for autonomy) and “When I am at work, I feel 

competent to achieve my goals” (for competence). Responses were made on a seven point 

Likert scale. The Cronbach’s alpha was 0.71 for autonomy and 0.78 for competence. Relatedness 

of medical specialists toward their colleagues was measured with the TEAM Climate Inventory 

scale (TCI), which included 12 items, e.g.: “People feel understood and accepted by each 

other.”[26] Responses were made on a five point Likert scale. For this scale, the Cronbach’s 

alpha was 0.92.  

 

Analysis  

Descriptive statistics were used to assess demographic data such as gender and years of 

experience. Data were checked for normality distribution and the assumption of a normal 

multivariate distribution was met. In order to investigate reliability and to get information on 

validity we computed Cronbach’s alphas. Pearson’s correlations of all variables were also 

computed. These analyses were performed using the SPSS 22.0 software program. We then 

performed a factor score path analysis with Mplus 7.0, using the method of Croon, to investigate 

the hypothesized association shown in figure 1.[27-29] To overcome sample size issues, the two 

step factor score regression (FSR) approach is often used instead of SEM analysis. In this 

approach the first step is to perform a factor analysis and to calculate factor scores for each 

latent variable. These factor scores are estimates for the true latent variable scores. In the 

second step, the factor scores are used in a linear regression, as if they were the true latent 

variable scores. However, the use of factor scores results in biased estimates of the regression 

parameters. Croon developed a FSR method that corrects for this bias by using an estimation of 

the variances and covariances of the true latent variable scores instead of the factor scores.[27-

29] This is the method that we have used. Additionally, because our hypothesized model 

includes mediational relationships we performed a series of linear regression analyses/path 

analysis. The method can be summarized as follows:   

 

• Perform factor analysis for all latent variables separately and calculate their respective 

factor scores. 

• Calculate the variance-covariance matrix of the factor scores. 

• Estimate the true variances and covariances for all elements in this variance-covariance 

matrix. 
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• Perform a path analysis using estimated variances and covariances as the input 

covariance matrix for the model. 

 

Modelfit was assessed using the following criteria: a chi-square, a p-value of >0.05, a 

comparative fit index (CFI) of >0.95, a Tucker Lewis index (TCI) > 0.95 and a root mean square 

error approximation (RMSEA) of <0.06.  

 

Results  
Out of 1591 medical specialists, a total of 193 specialists from 30 different specialties completed 

our questionnaire, resulting in a response rate of 12.2%. According to the power analysis that we 

conducted we needed a minimum of 180 cases. The a priori power analysis was conducted using 

two tailed tests with a medium effect size of 0.3, an alpha error probability of 0.05 and a power 

of 0.95.   

 

Of the specialists, 85 (43.8%) were male and 108 (56.2%) were female, the mean age was 49 

years, and 56.2% of the specialists worked in a non-academic hospital. Table 1 reports the 

participants’ mean scores on the different types of work motivation and the basic psychological 

needs satisfaction.   

 

Table 1 also shows the division of the specialties into three groups; surgical, non-surgical and 

supportive, which are based on the division that is used by NIVEL, the National institute for 

health research in the Netherlands.[33] NIVEL uses a division of six groups : First-line curative 

care (i.e. general practitioner), Public healthcare (i.e. occupational physician), Psychiatry (except 

psychiatrist working at a hospital), Surgical (all specialties that work in the operating theatre), 

Non-surgical (i.e. dermatologist, cardiologist) and Supportive (i.e. anesthesiologist, pathologist). 

However, the groups first-line care, public healthcare and psychiatry were not applicable to our 

study as these specialists are not working in hospitals.   

 

Missing data was handled per variable because of the already small sample size. Some variables 

did not have any missing data and therefore have the complete number of 193 participants with 

183 as smallest N on the variable type of hospital. Other variables did have missing data and 

therefore have a total number of participants that is lower than 193. Differences between mean 

scores were tested for significance by using a t-test. For differences between type of specialty 

ANOVA was used.  
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Table 1: Mean scores on AM (autonomous work motivation), CM (controlled work motivation), lifelong 

learning motivation, and basic psychological need satisfaction.   

  N(%) AM CM Lifelong learning 
motivation 

Autonomy 
satisfaction 

Competence 
satisfaction 

Relatedness 
satisfaction 

Gender 

 Male 84 (43.5) 5.66 3.28 3.21 4.34 3.85 3.84 

 Female 108 (56.5) 5.87 3.35 3.11 4.40 3.82 3.67 

   ns ns ns ns ns ns 

Age 

 <50 years  106 (54.9) 5.89 3.41 3.11 4.36 3.82 3.79 

 >50years 87 (45.1) 5.66 3.20 3.21 4.38 3.84 3.72 

   p<0.05 ns ns ns ns ns 

Years of experience 

 <15 years 110 (57) 5.84 3.43 3.10 4.36 3.83 3.75 

 >15 years 
83 (43) 

5.71 
 3.17 3.22 4.37 3.87 3.76 

   ns p<0.05 p<0.05 ns ns ns 

Type of hospital* 

 Academic  75 (38.9) 5.84 3.30 3.23 4.45 3.89 3.64 

 Non- academic  108 (56.1) 5.81 3.38 3.09 4.43 3.80 3.82 

   ns ns p<0.05 ns ns ns 

Type of Specialty* 

 Surgical 49 (25.9) 5.89 3.21 3.17 4.26 3.82 3.90 

 Non-surgical 92 (48.7) 5.76 3.39 3.15 4.38 3.83 3.69 

 Supportive  48 (25.4) 5.68 3.22 3.13 4.43 3.78 3.74 

   ns ns ns ns ns ns 

Mean scores of AM and CM are based on a seven point Likert scale, lifelong learning motivation on a four 

point Likert scale and basic psychological needs on a five point Likert scale. * Less than 193 cases as not all 

participants answered the questions.  

 

 

Before conducting the factor score path analysis, Pearson correlations were calculated (see 

table 2). Three significant Pearson correlations were found. AM and motivation for lifelong 

learning were significantly positively correlated. Autonomy and competence need satisfaction 

were both significantly positively correlated with CM.  
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Table2: Pearson correlations of autonomous, controlled and lifelong learning motivation; and autonomy, 

competence and relatedness satisfaction.  

 AM CM Lifelong learning 
motivation 

Autonomy 
satisfaction 

Competence 
satisfaction 

Relatedness 
satisfaction 

AM  1      

CM  -0.005 1     

lifelong learning 
motivation  

0.342* -0.042 1    

Autonomy 
satisfaction  

0.107 0.154* 0.012 1 
  

Competence 
satisfaction  

0.115 0.220* 0.125 0.109 1 
 

Relatedness 
satisfaction  

0.135 -0.027 0.057 -0.051 0.070 1 

*p<0.05 

 

Following the four steps of the FSR with the Croon method we first performed a factor analysis 

for all latent variables and calculated their factor scores. Factor scores were calculated using the 

regression predictor.  Factor loadings are presented in the appendix in table 1, followed by table 

2 in the appendix that shows the goodness of fit for all variables. Because all scales have been 

validated thoroughly before and the Cronbach’s alphas were all quite high the model fit for all 

variables was good. Secondly we calculated the variance-covariance matrix for all factor scores. 

For the third step we estimated the true variances and covariances for all elements in the 

variance-covariance matrix. The results are shown in table 3.  

 

 

Table 3: True variances and covariances for all elements  

 AM CM Lifelong 
learning 

motivation 

Autonomy 
satisfaction 

Competence 
satisfaction 

Relatedness 
satisfaction 

AM   0.559      

CM   -0.003 0.665     

Lifelong learning 
motivation  

0.108 -0.012 0.132    

Autonomy 
satisfaction  

0.035 0.059 0.005 0.224   

Competence 
satisfaction  

0.032 0.067 0.018 0.020 0.142  

Relatedness 
satisfaction  

0.052 -0.016 0.020 -0.012 0.016 0.405 
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As a final step we performed a path analysis using estimated variances and covariances as the 

input covariance matrix for the model. This provided us the following fit indices of our 

hypothesized model: X2=0.463 (df=4, p=0.977), CFI=1, TFI=1, and RMSEA=0.00. The CFI and TFI 

being 1 shows that this model is overfitting, it is more complex than it should be. Therefore, we 

re-specified and assessed the model based on statistical output and theoretical relevance. 

Figure 2 depicts our final model with a good model fit following from the fit indices: X2=23.681 

(df=16, p=0.097), CFI=0.950, and RMSEA=0.05.  

 

Perceived autonomy was positively associated with AM for work which in turn was positively 

associated with lifelong learning motivation (Fig. 2). Competence was negatively associated with 

CM for work. Competence was also directly positively associated with lifelong learning 

motivation. Experiencing autonomy and competence contributes to medical specialists being 

more motivated for lifelong learning. No significant relationship was found for relatedness.  

 

 

Figure 2: Final model  of the structural relations identified. *p<0.05  

 

 

Discussion  
The aim of this study was to investigate the relationship between work motivation (AM and CM), 

motivation for lifelong learning, and the three basic psychological needs of Self-determination 

Theory. We expected autonomy, competence, and relatedness satisfaction to be positively 

associated with medical specialists’ AM for work and motivation for lifelong learning, and to be 

negatively associated with medical specialists’ CM for work.  We did observe a positive 

association between autonomy satisfaction and AM and a negative association between 

competence satisfaction and CM. Furthermore, competence satisfaction had a direct significant 
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positive association with specialists’ motivation for lifelong learning. However, no significant 

associations for relatedness satisfaction were found, which could suggest that relatedness is 

difficult to measure quantitatively. Another explanation could be that autonomy and 

competence are more important than relatedness for work and lifelong learning motivation. A 

third explanation can be that relatedness was measured with the TCI scale and the other two 

basic needs were measured with BNWS.  

 

Second, we expected AM for work to be positively associated with medical specialists’ lifelong 

learning motivation. This is indeed the case in the present study, thus in line with SDT.[13-15,18] 

When a specialist has a higher AM for work, it stimulates their daily task-related motivation. One 

such task is CPD, i.e., lifelong learning. If a medical specialist likes their work, they are more 

likely to continue learning about it. AM also functions as a mediator for the association of 

autonomy with the motivation for lifelong learning.   

 

Third, the expectation was that CM for work would be negatively associated with medical 

specialists’ motivation for lifelong learning. However, no significant association between CM and 

lifelong learning motivation was found. Although this is not in line with SDT, another study on 

motivation for lifelong learning among pharmacists had the same results.[32] One potential 

explanation is that other predictors (autonomy, competence and AM) are so strongly associated 

with the motivation for lifelong learning that CM for work has no significant role. The possibility 

of the basic psychological needs satisfaction as predictors for learning outcomes (in this case, 

lifelong learning) is supported by earlier studies that were conducted in different context with 

workers, nurses, pharmacists, and across different cultures within SDT.[21,32,33]   

 

We noted a few significant findings from the results of the background characteristics on the 

different types of motivation. The type of hospital had a significant negative association with the 

motivation for lifelong learning. This indicates that working in a non-academic hospital is 

connected to a lower motivation for lifelong learning than working in an academic hospital. One 

explanation might be that the combination of patient care, research, and education in an 

academic setting challenges medical specialists’ knowledge and competence in a more 

autonomous way. It is also possible that working in a non-academic hospital obligates medical 

specialists to spend time on  production and funding, which takes away time and joy from other 

tasks/factors like patient care, which actually enhance AM. However, medical specialists who 

choose to work in an academic hospital could already be more autonomously motivated. 

Medical specialists with more years of experience score lower on CM for work. These results are 

also in line with research that showed that pharmacists working for more than 10 years are 

75

BASIC PSYCHOLOGICAL NEEDS AND MOTIVATION FOR WORK



found in more autonomous motivation profiles.[32] Volkening et al. demonstrated that AM 

significantly increased with age; however, older medical specialists do not score higher on AM 

for work.[34] One explanation could be that as medical specialists gain more experience, the 

interventions become more routine and less challenging. This could take away from feeling 

competent and in turn from being autonomously motivated.  

Autonomy and competence satisfaction seem to be the most important for basic needs for 

lifelong learning motivation of medical specialists. However, autonomy is currently being 

significantly thwarted in healthcare systems.  Rules and regulations are becoming increasingly 

dominant in healthcare and are likely to decrease autonomy among specialists and make 

specialists feel more like administrative employees than physicians.[36] Because of the 

continuous and rapid technological and social developments, there could be a reduction in 

experienced competence and therefore in AM for work and lifelong learning motivation.   

To support medical specialists’ participation in lifelong learning, measures need to be taken to 

reinstate their sense of autonomy and competence. When work contexts support the basic 

needs satisfaction this is perceived to not only stimulate optimal motivation, functioning, and 

wellbeing among employees, but also has benefits for the organization.[37] This could include 

empowering specialists to be autonomous in their time planning, develop a customized  

professional development route, and provide for the specialists to devote most of their time to 

patient care and teaching, from which they derive most of their inspiration.[36] The findings 

suggest more tailored lifelong learning pathways where specialists can decide themselves 

whether to and how to fulfill their individual motivational needs for AM for work and lifelong 

learning. Diverse options for learning formats can be offered, such as hands-on courses, e-

learning, workshops and so on, which would enable specialists to make choices in their learning.  

Limitations and future research 
The work motivation scale we used has been validated in many professions; however, it has not 

been used among healthcare professionals. Thus, further validation of this scale among 

healthcare professionals is necessary. While the sample in this study is small and the response 

rate low we had sufficient power to detect significant differences. It is common knowledge that 

medical specialists are sent an overwhelming amount of questionnaires, and they already have 

too little time to do their daily job. Thus, it is possible that it takes motivated specialists to 

participate in the questionnaires in the first place. If this is the case, then it might be that the 

level of motivation can be overestimated in this study. Considering the context, the response 

rate is reasonable for this population and above the minimum number according to the power 
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analysis. Moreover, the questionnaires we used consisted of self-assessment scales. 

Respondents tend to overestimate themselves when filling out these scales. This could mean 

that the results provided an overestimation of the level of motivation. If this is indeed the case, 

the need to reinstate medical specialists’ perceived autonomy and competence is even more 

urgent.    

For the measurement of years of experience, we assumed that specialists gain competence as 

they build their experience (measured by longevity). It seems logical to assume that there is a 

positive correlation between competence and experience. However, in many settings, especially 

those where physicians take on non-clinical responsibilities, such as teaching, administration, 

and research, the level of (patient) experience is reduced by these other activities. For future 

research, other measures of experience need to be considered, such as the number of 

procedures conducted or the number of patients seen, rather than longevity.   

Although SDT is a universal theory that has been validated in many life domains and across 

cultures, not much is known about the motivation of medical specialists. More research in other 

healthcare contexts is necessary to determine the generalizability of our findings. Future 

research on relatedness among medical specialists, mainly qualitative, is needed to determine 

how  this basic need can be fulfilled. Moreover, measuring relatedness with a different scale 

(TCI) than the one for other basic needs might be a limitation of this study.   

Conclusion 
Our findings, in line with the SDT literature, show that autonomy and competence satisfaction 

are the most important factors for medical specialists’ motivation for work and lifelong learning. 

These factors should be taken into account when designing interventions to optimize 

specialists’ motivation.   
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Appendix Chapter 3   



Table 1: CFA factor loadings on all variables  

Item Autonomous 

motivation 

Controlled 

motivation 

Lifelong learning 

motivation 

Autonomy 

satisfaction 

Competence 

satisfaction 

Relatedness 

satisfaction 

WM2 1.000 

WM3 0.620 

WM4 0.996 

WM5 1.000 

WM6 0.965 

WM8 0.939 

WM9 1.066 

WM10 0.808 

WM11 0.872 

WM12 1.370 

WM14 0.978 

WM15 0.913 

WM16 0.961 

WM17 1.177 

WM18 1.421 

WM19 0.605 

MLLL1 1.000 

MLLL2 0.641 

MLLL3 1.383 

MLLL4 0.894 

MLLL5 1.431 

MLLL6 1.368 

MLLL7 0.773 

MLLL8 0.900 

MLLL9 0.991 

MLLL10 1.623 

MLLL11 1.500 

MLLL12 1.263 

MLLL13 1.647 

MLLL14 0.783 

AUT1 1.000 

AUT2 0.910 

AUT3 0.875 

AUT4 1.050 

AUT5 0.954 

AUT6 0.684 

AUT7 0.733 

AUT8 0.905 

COMP1 1.000 

COMP2 1.504 

COMP3 1.039 

COMP4 1.385 

COMP5 1.012 

COMP6 1.847 

COMP7 0.950 

COMP8 1.052 

REL1 1.000 

REL2 0.905 

REL3 1.042 

REL4 0.821 
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REL5      0.889 

REL6      0.726 

REL7      0.931 

REL8      0.469 

REL9      1.025 

REL10      0.999 

REL11      1.098 

REL12      1.198 

 

WM= work motivation. WM1, WM7 and WM13 are the items for amotivation, which are left out 

because we do not include amotivation in our analysis. MLLL=lifelong learning motivation, 

AUT=Autonomy, COMP= Competence, REL=Relatedness.  
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Table 2: Goodness of fit indices for all variables in step 1 (CFA)  

χ2 

P-value RMSEA CFI TLI 

AM (autonomous motivation) 
106.1 

0.052 
0.05 0.96 0.94 

CM (controlled motivation) 
0.092 

0.95 
0.05 0.95 0.93 

Lifelong learning motivation 
211 

0.00 
0.06 0.92 0.82 

Autonomy satisfaction 
117.9 

0.075 
0.05 0.96 0.94 

Competence satisfaction 
46.3 

0.102 
0.03 0.95 0.92 

Relatedness satisfaction 
282.2 

0.006 
0.04 0.98 0.89 
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Abstract  
 

Objectives  
The aim of this pilot study was to obtain insight into the factors in the work environment that 

motivate or demotivate a medical specialist during his/her working day.  

  

Methods  
A qualitative ethnographic design was used and a constructivist approach was adopted with the 

Self-Determination theory of motivation as a framework for this pilot study. Six medical 

specialists from VU University Medical Center in the Netherlands, recruited through 

convenience, snowball and purposive sampling, were shadowed for one day each. Data were 

transcribed and coded in an open manner. Themes were finalized through discussion and 

consensus.  

  

Results  
Sixty hours of observation data identified motivating and demotivating factors categorized into 

four themes that are important for specialists’ motivation. Informational technology issues are 

demotivating factors. Working with colleagues can be both a motivating and demotivating 

factor, e.g., filling in for each other through feelings of relatedness was motivating. Being in 

control of one’s own planning through feelings of autonomy was  motivating. Furthermore, 

patient care and teaching, especially in combination, stimulated specialists’ motivation. 

Regarding the design of the study, we found that situational motivation is indeed observable.   

 

Conclusions  
The basic psychological needs autonomy, competence and relatedness are important for 

specialists’ motivation. Investing in a more motivating, open, transparent, and basic-needs- 

supportive work environment for medical specialists is necessary.   
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Introduction  
 

The medical system is becoming more fragmented and more efficiency minded. This 

continuously changing work environment, changing societal demands, changing levels of 

expertise, and social and personal changes demand the continuous adaptation of  medical 

specialists during their workday.[13] Changes that occur faster than people can adjust or 

develop to, lead to more adverse events and less patient safety. This profoundly impacts 

society’s trust in the healthcare system.[4] In the Netherlands, the most recent study reports 970 

preventable adverse events in hospitals per year.[4,5] This necessitates medical specialists to 

face the challenge of learning throughout their career, maintaining their professional 

competence and keeping track of and responding to changes in their professional content.[4,6]   

 

Motivation has been found to play an important role in the learning and performance of health 

professions students.[6] We expect that it also plays an important role in the learning and 

performance of medical specialists, particularly because motivation for work also appears to be 

positively associated with the hours that health professionals invest in continuing education.[6-

10] Motivating and demotivating factors for work motivation have been found at the individual, 

departmental, institutional, and societal levels.[4,6,11]  

 

While research has provided insight into the social and intrapersonal antecedents of motivation, 

the relationship between different hierarchical levels of motivation has not been sufficiently 

investigated.[12] Little is known about the dynamic interplay between the contextual and 

situational motivation of medical specialists.[12,13] Medical specialists’ motivation has also not 

been studied previously. Our study aims to investigate the interplay of situational and 

contextual motivation and how factors that trigger feelings of autonomy, competence, and 

relatedness support specialists’ situational motivation. Knowing these factors can provide the 

opportunity to create the best possible environment for specialists to work in, to support their 

situational motivation directly and their contextual motivation indirectly. When a specialist is 

motivated at the contextual level he/she is more likely to have long-term motivation for medical 

practice.[6,13,14] This is expected to benefit the delivered healthcare. This leads us to the 

following research question:  

  

Which factors in the work environment motivate or demotivate a medical specialist during 

his/her working day?  
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Theoretical Framework  
Self-Determination theory (SDT) classifies different types of motivation, focusing on the quality, 

along a dynamic continuum.[15] Controlled motivation (CM) makes a person pursue an activity 

to obtain a certain reward or avoid a certain loss or punishment; autonomous motivation (AM) 

exists when  a person pursues an activity out of personal interest.[12,15,16] There is evidence 

from medical education that the best quality motivation, AM, is associated with better learning, 

better academic performance, and most importantly, better patient care.[17-20] Within SDT, 

three basic psychological needs have been distinguished: autonomy (experiencing a sense of 

volition), perceived competence (experiencing improvement of skills), and relatedness (feeling 

connected with peers and role models).[12,15,16] The fulfillment of these three needs is 

necessary for the optimal development of AM.  

  

In addition to the description of the continuum, SDT endorses a hierarchical model of 

motivation with three levels: global, contextual, and situational.[12] At the global level, the 

individual is seen as having developed a global (or general) motivational orientation to interact 

with the environment in an intrinsic, extrinsic, or a-motivated way.[12,15,16]  Contextual 

motivation concerns the motivational orientations that individuals develop toward each life 

context (like education, work, leisure and interpersonal relationships).[12,15,16] In this study, 

contextual motivation is the motivation that a medical specialist has for his/her job, so for 

medical practice in general. In our setting, a medical specialist is a physician with a completed 

specialty training. Situational motivation refers to the motivation individuals experience at a 

particular moment or in a particular situation the “here-and-now” of motivation- and is likely to 

be influenced by social factors.[12,15,16] In this study, situational motivation refers to the 

motivation for the different tasks that a medical specialist must handle during a day e.g., 

handling patients, doing the administrative work, and attending meetings. The three levels of 

motivation can have reciprocal effects on each other.[12] This is because repeatedly engaging in 

autonomously motivating activities (at the situational level), together with experiencing their 

beneficial consequences, play a role in facilitating contextual AM. To engage physicians in 

staying motivated, appreciative inquiry into factors important for their motivation at work on a 

day to day basis (situational motivation) is necessary.[21,22] We therefore decided on a research 

plan for an observation study.  

 

Within the field of motivation research, there is a call to use qualitative methods instead of the 

current over-reliance on self-reported questionnaires.[23] In the absence of tried and tested 

methods for collecting data for qualitative research in motivation, we decided to conduct this 

qualitative study as an initial study.   
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Methodology  
 

Study Design  
To identify as many factors as possible, a qualitative design was used, and an ethnographic 

approach with observations was adopted within the constructivist paradigm.[21,22] In this 

approach, there is acceptance of reality and meaning as relative, produced through the 

interaction between the researcher and the researched, acknowledging the subjectivity of the 

researchers producing accounts of a social phenomenon.[21,22]  In this study, SB observed the 

specialists in their context through her training as a sociologist and blended this perspective 

with those of study participants and an “insider informant” engaged in the collaborative 

analysis process.[21,22] The insider informant was the author SP; she is a medical specialist.   

 

Sample   
Through convenience, snowball, and purposive sampling six medical specialists, were selected. 

This included different disciplines in order to provide for the transferability of findings and 

identification of common factors across disciplines. Snowball sampling was done by asking the 

participants to suggest their peer specialists for participation. Snowball sampling is a non-

probability sampling technique, often used in sociology, which is appropriate to use in research 

when the members of a population are difficult to locate or, as in this case, “hard to find” 

specialists willing to participate.[24] Snowball sampling can also be used for exploratory 

purposes.[24] We sampled until sufficiency was reached, i.e., sufficiency for gathering the 

appropriate information to answer the research question.[25,26] After four observations, we 

found that situational motivation can be studied through observations. For extra security, two 

more observations were conducted. For this initial study six participants was sufficient because 

it is the first attempt at observational qualitative research.  The medical specialists who 

participated in this study included a neurologist, an ENTsurgeon, a radiotherapist, a psychiatrist, 

a geriatrician, and a general surgeon. Five specialists were males, one was female, and the 

average age was 49 years.  

  

Ethical approval for this study was obtained from the local Institutional Review Board of the VU 

University Medical Center, Amsterdam, the Netherlands. Informed consent was gathered from 

all participants prior to conducting the observations, acknowledging the anonymized use of 

their statements in this study. However, informed consent was with minimal disclosure (offering 

generic rather than specific study information to help minimize the observer effect in field 

research) to prevent participants from altering specific behaviors.[22] 
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Setting   
This study took place in VU University medical center, Amsterdam, the Netherlands. Every 

participating specialist had the opportunity to choose a day that suited him/her. SB observed 

each participant for one day. This also led to a variety of types of days; one participant on a 

management day, one on an education day, one on a day at the clinic, one on a supervision day, 

and two on a day that was scheduled with different tasks. All specialists stated that the 

observation day was representative of a typical work day.  

  

Data Collection   
All medical specialists were shadowed by SB for one day each. Given that most human behavior 

occurs within a context that may be informed by previous contexts and their activities, one 

researcher was responsible for collecting data from each participant.[21,22] This is to ensure 

that the previous contexts could be considered in the interpretation of the later ones.[21,22] The 

observation started at the moment the medical specialist entered the hospital, and ended when 

the specialist left the hospital at the end of the day. This resulted in approximately 10 hours of 

observation per medical specialist. The focus of the observations was to unravel motivating and 

demotivating factors during a work day. Therefore, SB observed what happened to the mood of 

a medical specialist -whether an event, activity, or situation was motivating or demotivating. 

More motivating was defined by; when a specialist seemed cheerful, happy and relaxed by 

observing laughter, smiles, relaxed appearances, active attitude/ posture, or hearing a specialist 

say that something is nice, positive, motivating, or satisfactory. More demotivating was defined 

by; when a specialist seemed grumpy, irritated, tired, unhappy, stressed by observing frowns, 

shaking their head, or hearing a specialist curse, sigh, or say that something is negative, 

irritating, frustrating, or demotivating. Brief contemporary notes were taken during the 

observations, and extensive field notes were written up immediately after each daily 

observation to create a thick description.[25] Besides field notes, the researcher kept a reflective 

diary to ensure a certain distance from the observation notes and to ensure the validity of the 

collected data.[25] At the end of the observation day, participants were asked about their 

thoughts on observed situations for stimulated recall and to ensure the trustworthiness of the 

gathered data. This strengthened the internal validity of the data, because the observation 

could be discussed and viewed through the perspective of the participant.  

  

Data Analysis  

All qualitative data were transcribed and coded in Atlas.ti. The transcripts were open-coded in a 

constant comparative manner by attaching keywords to all relevant text fragments. SB 
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familiarized herself with the data and coded all observational notes. SB did this after every 

observation, so she knew what to focus on for the next observation. The first and fourth 

observation were also coded independently by RAK. Whenever there were differences in coding, 

these were discussed until a consensus was reached. We finalized themes through selective 

coding, iterative discussion, and consensus in the full research team, which also ensured the 

objectivity of the data analysis.   

Reflexivity 
Out of four researchers in this study, one is a sociologist and three are medical doctors 

experienced in research in education and motivation, of which one is a clinical specialist. This 

research team set up was important in designing the qualitative data collection technique and 

questions, and thinking proactively about all the ethical aspects that might be involved while 

making the observations. We tried to balance our research findings through the different 

analytical perspectives (a sociologist’s perspective, two doctors’ perspectives, and a practicing 

clinical specialist’s perspective). Having three physicians in the team helped to understand the 

perspective of the community of physicians, ensuring that important findings were not missed 

by the sociologist in the coding of the data. Having a clinical specialist on board helped to 

understand the findings from the perspective of the people being observed as well as to put it in 

the right context. The sociologist had no familiarity with the clinical discourse, and this helped 

to move beyond the ideologically driven account of the informants’ doings. This helped us to 

better optimize the analysis of the data. Also, the observer being a sociologist made for absence 

of inherent power dynamics in the relationship of the observer toward the participants. In the 

spirit of reflexivity we acknowledge our assumption that motivation can change. However, this 

assumption is theoretically supported.[12-14,19,27,28] 

Results 

Through the analysis of the data, factors were identified and could be classified into four themes 

to be of importance for medical specialists’ motivation for  their work. These will be described 

below, supplemented with quotes from medical specialists or descriptions of situations that 

show motivation or demotivation.  

Interaction with Colleagues 

Interaction with colleagues can be both motivating or demotivating. The specialists experienced 

feelings of relatedness (or connectedness) that supported their motivation when colleagues 
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were willing to fill in for each other and could consult with or just talk to colleagues. Three out of 

the six specialists told the observer that “it is really important and nice to be able to talk to 

colleagues about work or sometimes private things”. This was also seen in every medical 

specialist through laughter and during private talks and making jokes with colleagues. The 

observer perceived that the participants' sense of relatedness and connectedness were 

strengthened as observed by their engagement in private talks and joke-telling with colleagues.  

 

“Then the specialist gets summoned by his “boss,” who tells him that he is going to take 

over the specialists’ morning round. The specialist laughs and tells the observer: “This is 

a present from the boss.” (specialist 4, male)  

 

This quote shows that there is more joy in work when colleagues appreciate each other and are 

willing to fill in for each other when necessary. This specialist was particularly happy because 

the head of the department cleared an activity from his schedule, as he saw that it was an 

impossible one to accomplish that day.   

 

“Meanwhile, a colleague walks in and asks how it is going today, also to talk things 

through about work and to just have a chat. Jokes are made, and there is laughter.” 

(specialist 5, female) 

  

The quote above shows relatedness between colleagues and a nice or fun way of working 

together and being able to discuss work or private matters.   

 

However, when a colleague did not communicate properly, it decreased feelings of relatedness 

and was demotivating. Medical specialists primarily managed their frustration by sharing it with 

their colleagues, often the frustration about one event that occurred several times during a day.   

 

“A specialist hears that a close colleague is not in today. Frustrations are expressed by 

making a face and saying: “Really? He is not in today? Gosh, this keeps happening and I 

am left here clueless; he always does this. He leaves everyone, doing his work.” 

(specialist 5, female)  

 

This quote shows that one of the specialists colleagues did not keep her in the loop of his 

whereabouts, and this frustrates her because 1) it keeps happening and 2) it gets her and other 

colleagues into trouble regarding his and their own work. It also provides an imbalance in the 

work relationship between these colleagues, which will decrease their feelings of relatedness.  
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“The specialist tells me that he was quite angry the other day, about the way that his 

patient was treated by some colleagues. These were colleagues from another 

specialty.” (specialist 3, male)  

 

His patient being treated, in his opinion, badly by colleagues from another specialty creates 

friction between the specialists. This friction decreases their feelings of relatedness. In addition, 

when specialists do not work together properly it can decrease feelings of competence. This 

specialist was not able to provide his patient with the (quality of) care he wanted.   

 

Autonomy in Organizing One’s Own Time  
Being in control of one’s own planning through feelings of autonomy was motivating. The quote 

below states that this specialist consciously chooses how he divides his time and days. 

Especially when he has the task of supervising residents or medical students, as he feels the 

need to be flexible on these days.   

 

“I try to organize my schedule in a way so that I can be present when needed for my 

patients or students. This means minimizing fixed appointments.” (specialist 4, male)  

 

This is an illustration of a practical way of organizing your own time to match your preferences.  

 

It also appeared that organizing things properly at home ensured that specialists were able to 

focus on their work better. Several specialists told the observer that they have more piece of 

mind when they know that their children are taken care of during the day. However, when 

medical specialists are not able to organize their own time or day, it is demotivating. They 

experience a loss of autonomy. This was told to the observer and seen in every specialist 

continuously throughout the day, mostly when it involved patient care. Specialists feel like they 

do not have sufficient time for their patients. Administrative work, meetings, and inefficient 

planning and communication structure take too much time away from patient care.   

 

Informational Technology issues  
Issues with informational technology (IT) were demotivating. Initially these issues might be 

irritating, but if they continue to exist, they become a demotivating factor. It is demotivating 

because when something does not work properly, specialists do not feel like they can work with 

all IT systems or items they need. This decreases their perceived competence.   
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“Damn it stupid computer system.” This is followed by a sigh and grumble by the 

specialist. A smile appears when it looks like the system is working again. (specialist 2, 

male)  

 

This medical specialist gets frustrated when his computer system suddenly does not work 

anymore. He became grumpy and almost angry, which is demotivating in his work.    

These issues were seen every observation day, and all specialists grumbled or complained about 

it. The specialists said that in the when moment something does not work, it is irritating, but you 

deal with it. However, if they have to deal with it every day, or very frequently, it keeps them 

from doing their job properly and how they would like to.   

 

Patient Care and Teaching  
Patient care in itself motivates medical specialists. During the care of their patients, every 

observed medical specialist appeared more energetic, cheerful, and there was much laughter. 

All specialists were willing to put in some extra effort when it came to taking care of a patient or 

teaching during patient care. Transferring knowledge to residents seemed to be a motivating 

factor as well. This theme emerged through the observations; only a few specialists mentioned it 

explicitly. One specialist stated:   

 

“The thing that motivates me the most is doing the follow up together with the 

residents. So that is a combination of patient care and teaching.” (specialist 1, male) 

  

This is an explicit statement on the motivating effect of the factors patient care and teaching. 

And in this example, it is even the combination of the two that is the most motivating: probably 

because within this combination all three basic psychological needs come together. The need 

for autonomy is fulfilled because this specialist is taking care of his patient and teaching his 

student in the way that he feels is best. The need for competence is fulfilled because of 

knowledge transfer and being in the lead and the need for relatedness is fulfilled because the 

specialist can relate to his patient and/or his resident.   

 
Discussion  
 

The preliminary results of this study indicate that factors that stimulate autonomy and 

relatedness motivate medical specialists. Demotivating factors found were difficult 

collaboration with colleagues and technical issues. These factors thwart feelings of relatedness 
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and perceived competence. Also, thwarting feelings of autonomy, for example not being able to 

organize one’s own time schedule, is demotivating. Tasks that were the most motivating were 

patient care and teaching. Teaching could be implicit or explicit. However most specialists 

mentioned implicit teaching or just knowledge transfer. Hence, this study points to the 

relevance of the fulfillment of autonomy, competence, and relatedness in the daily practice of 

medical specialists. This has been demonstrated previously in other settings and professions, 

like teachers,[29] nurses,[9] and pharmacists.[10,27,28] When these basic psychological needs 

are thwarted, AM is unlikely to be reached. This means that when we want to assist medical 

specialists in staying motivated for medical practice, there needs to be an environment that 

stimulates their basic needs. This study shows that at this moment it is not possible to fulfill 

their basic psychological needs.   

 

The results show that medical specialists feel the need for more autonomy during their workday. 

According to the SDT, professionals who are autonomous or are supported to be autonomous 

have a higher level and better quality of motivation.[30] This can lead to a better quality of work 

performance, which is better for the delivered healthcare. This provides arguments for the 

implication that medical specialist are professionals and should be as autonomous as possible 

within the context and culture of the organization of healthcare and in the hospital in which they 

work.   

 

The next implication is the creation of a culture at the workplace where specialists can openly 

discuss their frustrations and address others’ behaviors and attitudes when necessary. 

Particularly because previous research suggests that causes contributing to the onset and 

continuation of poor performance also include organizational and cultural aspects.[4,21] 

Furthermore, the larger healthcare system as a whole, as well as aspects related to learning and 

performance are causes that contribute to the onset and continuation of poor 

performance.[4,21] The present results show that it is motivating to work in an environment 

where specialists feel related to each other and where there is adequate communication.   

 

When specialists experience no IT issues, it is not motivating, it is just expected and considered 

normal to have no technical difficulties. Furthermore, every medical specialist in this study had 

at least some comment on the IT systems used in their work environment, whether they 

experienced difficulties or not. They were not content with the type of system they had to use. 

This thwarts their autonomy because they themselves cannot decide on the system with which 

they work. This is chosen for them by someone else in the medical center. Following this, a third 

implication of this research is to invest in training specialists to work with all technical 
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equipment. Next to this, let specialists, as the end users, have a say in the decisions about the IT 

systems. Also have IT experts on stand-by to support them when there are technical difficulties. 

Specialists do not feel competent when their technical equipment is unknown to them or when 

it does not work properly, which is demotivating. Furthermore, learning and development are 

two sources of energy for professionals and also for medical specialists, which can stimulate 

motivation.[7,31]   

 

Knowing which factors motivate a medical specialist provides the opportunity to create the best 

possible environment for specialists to work in. In the longer term, this can enhance their 

contextual motivation (overall motivation for their work), which leads to a higher level of 

professionalism.[9,21] This is because, as mentioned previously, repeatedly engaging in 

autonomously motivating activities (at the situational level), together with experiencing their 

beneficial consequences will play a role in facilitating contextual autonomous motivation.  

 

Study Limitations   
The main limitation of this study is that using snowball sampling as the sampling technique 

could have led to a more motivated sample of medical specialists than the general population. 

More motivated specialists or specialists interested in the subject of motivation and professional 

development could have been more drawn to participate, or the participants may have 

identified people who feel the same way they do, therefore not providing us with an adequate 

and representative sample. This could give a more positive image of the motivation of medical 

specialists. However, if we indeed have more motivated specialists in our sample, and still found 

these demotivating factors and barriers for medical specialists to do their work at an optimal 

level, we could say that these factors are very important. Maybe even more so for less motivated 

specialists, and that these factors may demotivate them even more. Although we acknowledge 

the potential limitation in our sample due to the use of snowball sampling, it is very difficult to 

use any other sampling method for this type of a study, as the participation in the study is 

voluntary. Snowball sampling works very well because participants learn about the study 

through a recommendation from a trusted colleague who has already participated in the study. 

Another limitation is that we did not triangulate the data with the participants, in the sense that 

we did not interview them.  

 

Interviewing participants is considered a way of ensuring the trustworthiness of the research 

study. As noted previously, however, in this study the participants were asked about observed 

situations for stimulated recall. This assured the trustworthiness of the data.    
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Conclusions  
Four main factors are found to be of importance for the motivation of medical specialists. The 

first is the interaction with colleagues, which provides relatedness. The second is autonomy in 

organizing one’s own time, which provides the feeling of being autonomous. The third factor is 

informational technology issues that thwart the need of feeling competent and the fourth is 

patient care in combination with teaching in which all three needs are fulfilled. Thus, the basic 

psychological needs autonomy, competence and relatedness, are underlying important 

influences on motivation for medical specialists. Therefore we recommend to invest in a more 

motivating and basic-needs supportive work environment for medical specialists. This means an 

environment with an open and transparent culture, where specialists feel autonomy to schedule 

their workday, connected to their colleagues, and properly equipped and supported for IT 

difficulties.   

After this first attempt to describe the situational motivation of medical specialists additional 

research will be planned to further unravel the various elements of motivation. The results of 

this study opt for more insight into the mechanism behind the motivation of medical specialists 

and also see whether the context of a non-academic hospital provides other important factors 

for motivation. Furthermore, research on how specialists try to keep up with the continuously 

changing work environment and what kind of support or interventions they themselves would 

like to have. In this way, continuing medical education for medical specialists can be built up 

from an autonomy supportive perspective.   
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Implications of the results for the 
design of the full study 
  
This study, described in chapter 4, was the pilot for the large qualitative studies that are 

described in chapter 5 and 6 of this thesis. The pilot study allowed us to test the qualitative 

design and the data that it would generate. Although the design of the pilot study already 

provided us with rich data, in order to optimize data collection for the full study the qualitative 

design was adapted in the following ways:  

 

• We have added a second day of observation in order to undermine effects of possible 

events outside the work environment, like private issues, to influence the picture of the 

medical specialist. 

• Contextual motivation, general motivation for medical practice, also appeared to be a 

factor of influence to be able to better interpret a specialist’s situational motivation. By 

adding a short questionnaire with one matrix question about contextual motivation and 

some background questions we will be able to have the information so that we can 

interpret the data in the context of each medical specialist. 

• We have asked specialists to choose two days that are representative or days with 

different tasks. During the observations we noticed that motivation is very different 

when it comes to different tasks.  It probably is more insightful to actually observe 

specialists during these different tasks and see what happens with their motivation. 

• We have also asked specialists to draw a graph of their perceived level of motivation 

during the two observation days, which will give the opportunity for stimulated recall of 

particular incidents. 

• We have conducted an interview at the end of the second observation day. This 

interview provides the opportunity to ask in-depth questions about the observation 

days (stimulated recall). 

• On the advice of the participating specialists we have included specialists from 

academic medical centers as well as peripheral hospitals. 

 

With these changes in the study design, we aim to achieve triangulation of data.  
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Abstract 

Introduction 
Continuing professional development is important for the performance and wellbeing of 

medical specialists and quality of care. Although autonomous motivation stimulates 

performance, academic success and leads to positive wellbeing and greater resilience among 

medical students and other health professionals, lack of motivation has been identified as one 

of the barriers for continuing professional development. To engage physicians in staying 

motivated, appreciative inquiry into factors important for their motivation at work on a day to 

day basis (situational motivation) is necessary. This study was conducted to investigate which 

factors influence the situational motivation of medical specialists and how situational and 

contextual motivation affect one another.  

Methodology 
 A qualitative study including observations and interviews with a constructivist approach was 

conducted with Self-determination theory as the framework. Observations and interviews were 

conducted with 22 medical specialists from different disciplines recruited through convenience, 

purposive and snowball sampling. Medical specialists were from one large and two midsized to 

small teaching hospitals in the Netherlands. For triangulation of data all participating specialists 

answered a short questionnaire measuring their autonomous and controlled motivation for 

work (contextual motivation for medical practice).  

Results 
Two-hundred and fifty hours of observation data together with the interview data identified that 

medical specialists experience six main themes influencing their situational motivation during a 

workday. Technical issues are influencing motivation negatively factors. Working with 

colleagues can be both a motivating factor and influence motivation negatively, e.g., filling in for 

each other through feelings of relatedness was motivating. Being in control of one’s own 

planning through feelings of autonomy was motivating. Patient care, especially in combination 

with teaching, stimulated specialists’ motivation.  

Conclusions 
The results indicate that demotivating factors are mainly tasks and organizational processes 

that distract from patient care or that compromise the quality of care. By optimizing the work 

environment of medical specialists, quality of patient care and wellbeing of specialists can 

improve.
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Introduction 

In healthcare, the continuously changing work environment and societal demands which 

require continuous adaptation during a workday are, an additional stressor to an already high 

demanding work context.[1-4] Although difficult to measure and quantify, previous research 

suggests that these developments and stressors may erode professionalism, influence the 

quality of care, patient satisfaction and increase the risk of preventable adverse events, job 

turnover or burn out among medical specialists.[5-10] The latest studies in the Netherlands 

report that one in eight medical specialists experience symptoms that can be classified under 

burnout.[2]   

According to the latest research into preventable adverse events (1035 per year) in hospitals in 

the Netherlands knowledge and skills about technological developments and the resilience of 

the professionals needs focus and improvement.[2,5,6] Therefore continuing professional 

development(CPD) is important as this can increase knowledge, skills, and resilience.[7-10] 

However, barriers for CPD have been identified and although autonomous motivation 

stimulates performance, academic success and leads to positive wellbeing and greater 

resilience among medical students and other health professionals, one of those is lack of 

motivation.[11-17]   

To engage physicians in CPD and staying motivated for work, appreciative inquiry into factors 

important for their motivation at work on a day to day basis (situational motivation) is 

necessary.[1819] However, there is a lack of literature, especially qualitative research, on work 

motivation of medical specialists and on what motivates and demotivates them. Accordingly, 

the objective of this study is to investigate factors that influence the daily motivation for work 

of a medical specialist.   

Literature on job satisfaction among physicians relates job dissatisfaction with intention to 

leave, burn out and less quality of patient care.[20-23] However, literature on motivation of 

physicians is still scarce. Some literature on motivation of health professionals is focused on a 

specific task, that is part of the job like teaching.[22] Also, most literature focusses on 

motivation of healthcare workers in general (i.e. nurses, pharmacists, physicians) or/and by 

self-reported measurements like a survey.[20-23] Using a more motivational focused 

framework will benefit our understanding of the mechanism behind job satisfaction. A 

motivational focused framework 
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that is broadly used and validated in many contexts (sports, education, parenting, healthcare) 

and across cultures, is the Self Determination theory (SDT).[12-18]  

 

SDT classifies two qualitative types of motivation, i.e. autonomous and controlled 

motivation.[12-18] Autonomous motivation (AM) concerns intrinsic motivation (doing something 

out of interest or enjoyment), identified regulation (the appreciation of certain behavior as being 

personally valuable) and integrated regulation (personally endorsed values as part of 

oneself).[12-18] On the other hand, controlled motivation (CM) implies that behavior is driven by 

the promise of reward or the threat of punishment (external regulation), or by internal pressure 

such as feelings of guilt or shame (introjected regulation). AM is considered to be the optimal 

type of motivation which leads to better performance, wellbeing and resilience. For a person to 

be autonomously motivated three basic psychological needs have to be fulfilled. These needs 

are autonomy (experiencing a sense of volition), perceived competence (feeling capable of 

mastery at a task) and relatedness (feeling connected with peers).[18,24-26] Moreover, there is a 

certain hierarchy in this construct in which different types of motivation exist at three levels of 

generality. Global, contextual and situational motivation refers to an individual’s motivation in 

(life in) general, in different life contexts (e.g. education, leisure, interpersonal relationships), 

and in a particular moment or situation respectively.[18] In this study, situational motivation 

refers to each different task that a medical specialist has to conduct daily and the contextual 

motivation refers to the motivation regarding their work; medical practice in general.  

 

However, little is known about the dynamic interplay between contextual and situational 

motivation. While past research has provided insight into the social and intrapersonal 

antecedents of motivation, the relationship between different levels of motivation lacks 

sufficient investigation.[18,24-26] Repeatedly engaging in autonomously motivating activities at 

the situational level, together with experiencing their beneficial consequences plays a role in 

facilitating contextual autonomous motivation.[17] The purpose of this research is to investigate 

which factors influence the situational motivation of medical specialists and how situational and 

contextual motivation affect one another. We examined this by conducting a qualitative 

observational study. Hereby adding to the field of motivation as there is a call to use qualitative 

methods instead of the current over-reliance on self reported questionnaires.[27] Global 

motivation was not taken into account as motivation at this level is quite stable.   

 

Knowing which factors influence a medical specialist’s motivation provides the opportunity to 

create the best possible environment for specialists to work in, which will positively influence 

their situational motivation and via this level can also have a positive influence on his/her 
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contextual motivation.[12,24-26] This is expected to be beneficial to the delivered healthcare 

because when a doctor is motivated at the contextual level it is more likely that this doctor has 

long-term motivation for medical practice. In turn this doctor is motivated to invest in his 

professional development which leads to more wellbeing, resilience and better 

patientcare.[12,24-26]  

Research Questions  

• Which factors in the work environment influence a medical specialist’s situational

motivation? 

• How do these factors influence medical specialists’ motivation?

• In turn how does this affect contextual motivation for medical practice?

Methodology 

This is a qualitative study using observations, and interviews with an ethnographic approach 

within the constructivist paradigm.[28-30] In this paradigm, there is acceptance of reality and 

meaning as relative, produced through the interaction between the researcher and the 

researched, acknowledging the subjectivity of the researchers producing accounts of a social 

phenomenon.[2830] For triangulation of data all participating specialists answered a short 

questionnaire measuring their autonomous and controlled motivation for work (contextual 

motivation for medical practice).  

To get familiar with the population of medical specialists, to give better direction to the 

observation for this study, and to ensure that it is possible to get all needed information from 

the observations for answering the research questions we conducted a pilot study with 

observations.[31] This pilot study yielded insight into which aspects could be observed and 

helped to decide on the focus and design for this observation study.[31] In order to optimize 

data collection in this study we adapted the design of the pilot study by adding a second day of 

observation, a short questionnaire to measure contextual motivation and we included medical 

specialists from both academic and peripheral hospitals.   

Setting  
This study was conducted within three teaching hospitals in the Netherlands. These hospitals 

include: a large academic teaching hospital, with patient care, education and research as core 
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tasks, a large teaching hospital, with patient care, education as core tasks and to a lesser extent 

research and an affiliated teaching hospital, with patient care and education as core tasks.   

Participants 
Medical specialists were included until sufficiency was reached, i.e. sufficiency for gathering the 

appropriate information to answer the research question.[28-30] The medical specialists were 

of different specialties and gathered by convenience, snowball and purposive sampling. For 

transferability of findings and identification of common factors across disciplines different 

specialties were included (i.e., applying research findings from a particular study to a similar 

setting).[28,30] In this study a medical specialist  is a physician with a completed specialty 

training.   

Design 
Direct observations were conducted by SB through shadowing each participant for two days. 

Every participating specialist had the opportunity to choose two days in a row or at least within 

one week that suited him/her. This led to a variety of types of days. All specialists stated that the 

observation days were representative of typical work days. Before the first observation day the 

specialists received the 19-item Multidimensional Work Motivation Scale (MWMS), a standard 

validated questionnaire, that we used to measure AM and CM on the contextual level of 

motivation.[32] The stem of the scale is “Why do you or would you put effort into your current 

job?” with responses such as; “Because I personally consider it important to put effort in this 

job.” Responses were scored on a Likert-type scale, ranging from 1 = “not at all” to 7= 

“completely.” Then the observation days followed and started from the moment the medical 

specialist entered the hospital and ended when the specialist left the hospital at the end of the 

day. The focus of the observations was to unravel motivating and demotivating factors during a 

work day. Therefore, SB observed what happened to the mood of a medical specialist -whether 

an event, activity, or situation was motivating or demotivating. Differences in mood of the 

medical specialist could be observed by smiles, active attitude, frowns or shaking heads when a 

specialist seemed happy, relaxed, irritated or stressed. Sometimes their mood could be told 

from statements that specialists made about being frustrated or motivating. Brief 

contemporary notes were taken during the observations, and extensive field notes were written 

up immediately after each daily observation.[28,30] Besides field notes, the researcher kept a 

reflective diary to ensure a certain distance from the observation notes and to ensure the 

validity of the collected data.[28,30] At the end of the observation day, participants were asked 

to draw a graph of their level of motivation during the day and talk about their thoughts on 

observed situations for stimulated recall and to ensure the trustworthiness of the gathered 

data. This served as member checking and it strengthened the internal validity of the data, 

because 
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the observation could be discussed and viewed through the perspective of the participant. To 

understand how factors influence  the  motivation and to find the link between contextual and 

situational motivation, in-depth interviews were conducted at the end of day two of the 

observations.   

Analysis 
The data from the observations and interviews were transcribed and coded concurrently with 

data gathering. Data were open coded in a constant comparative manner by two researchers SB 

and KN using qualitative analysis software Atlas.ti. To identify factors of influence on motivation 

we used content analysis and to answer the second research question on how the factors 

influence specialists motivation another layer of content analysis with autonomy, competence 

and relatedness as sensitizing concepts was used. Differences in coding were discussed among 

the research team until agreed upon by all team members. In the final stage, the research team 

came to a consensus about the themes through selective coding and iterative discussion. Data 

from the MWMS questionnaire was analyzed using SPSS 20.0. Cronbach’s alpha and motivation 

scores were calculated and quantitative data was used to interpret specialists’ explanations in 

context of their contextual motivation. This helped in establishing triangulation of data and 

validity of the findings.  

Ethical approval 
An exemption for ethical approval for this study was obtained from the local Institutional Review 

Board. Written informed consent was obtained from all participants. However, informed 

consent was with minimal disclosure (offering generic rather than specific study information) to 

prevent participants from altering specific behaviors, which helps to minimize the observer 

effect in the study.   

Researchers involved in this study 
The research team of this study consists of one sociologist and four medical doctors of whom 

two are clinical specialists. The observer being a sociologist ensured the absence of inherent 

power dynamics in the relationship between the observer and the participants. Through her 

training as a sociologist, SB could blend her perspective with those of the study participants and 

researchers involved in the collaborative analysis process.[28,30] KN and SP are medical 

specialists and added the perspective of the healthcare work floor into this study. RK and GC are 

specialized and experienced in studies using SDT. In the spirit of reflexivity we acknowledge our 

assumption that motivation can change. We believe that a person can have different types or 

levels of motivation at certain points in time within a certain context. However, this 

assumption is theoretically supported. 

113

FACTORS INFLUENCING SITUATIONAL AND CONTEXTUAL WORK MOTIVATION



Results 

In total, 22 medical specialists participated in this study, they completed the questionnaire, 

were observed for two days each and interviewed afterwards. This resulted in approximately 20 

hours of observation and around 35 minutes of audio interview per specialist. The medical 

specialists who engaged in this study were neurosurgeons, general surgeons, anesthesiologists, 

neurologists, ENTsurgeons, cardiologists, gynecologists, internists, pediatricians, gastro-

enterologists, ophthalmologists, psychiatrists, chest medicine physicians and emergency room 

specialists. Thirteen specialists were males, nine were female, and the average age was 46 (38-

59) years. 

By letting medical specialists complete the MWMS questionnaire, we were able to generate an 

idea of the quality of their contextual motivation, i.e., their motivation for medical practice. The 

MWMS scale assessing contextual motivation showed good reliability of the subscales in the 

current population (0.83 for AM, 0.79 for CM).[32] In this study, the medical specialists had an 

average score of 5.76 for AM and 3.32 for CM. This can be considered quite high for AM and quite 

low for CM. This together can be considered good quality of motivation for their contextual 

motivation, i.e., their motivation for medical practice.  However, there are aspects that the 

specialists considered demotivating or particularly motivating. By observing and interviewing 

the medical specialists and through analysis of the qualitative data, different (de)motivating 

issues came up that we have classified into six themes: 1) technical issues, 2) working with 

colleagues, 3) patient care, 4) work environment, 5) organization, 6) other factors.  

Technical issues 
All medical specialists complained and grumbled about issues concerning electronic patient files 

that they had to work with. It starts out as irritating but it becomes a demotivating factor quickly 

when issues appear repeatedly during the day and continue to exist as a part of daily practice.  

“This is so frustrating, everybody keeps complaining about these systems we have to 

work with but they have decided to not organize a helpdesk, this makes for no nice 

atmosphere of course, it is very demotivating”. (Specialist no. 2)  

Not only informational technology issues are experienced as demotivating, if equipment for 

patient treatment in the outpatient department or at the operating theatre is not working 

properly it is a demotivating factor.  
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The moment the specialist tries to adjust the microscope the way he wants it, he says: “what a 

nonsensical case this thing  is, it never seems to work, setting this scope in the right position is 

always a fight and luckily I have some time now to do this.” (Specialist nr. 4)  

Medical specialists also raised issues regarding the different electronic patient file systems in 

other hospitals. First these systems do not synchronize well with each other and second, they 

take  more time to work with than “old fashioned” pen and paper.  

“This system is working so slow therefore we have two computer screens in clinic so 

that I can fill out one question on the first screen and the next question on the second 

screen and so on. I would be much quicker if I just had a pen and paper. So, so 

frustrating!” (Specialist no. 17)  

Specialists state that the systems in practice are neither aligned with their needs, nor their way 

of working and thinking.  

“Extremely clumsy…how this system was made. It is conceived at a distance, from 

behind a desk and not based on how we as doctors work with it”. (Specialist no. 13)  

Some specialists had some concerns about lacking ICT skills among the older population of 

specialists. All of these technical issues are experienced as demotivating factors because they 

prevent medical specialists from doing their job properly and make it a frustrating experience. 

Working with colleagues 
Medical specialists perceived working with colleagues both as motivating and demotivating. 

Intercollegial contact is described as pleasant, fun and positive when colleagues can learn from 

each other and support each other. Another motivator is the fact that colleagues can share 

experiences and complement each other creating a better healthcare outcome  (in patient care 

for example).  

“This gives me energy; nice and pleasant Intercollegial contact about patients in a good 

and positive way”. (Specialist no. 11)  

Some specialists mentioned an informal consultation with colleagues as an example. Also being 

able to vent to colleagues about experiences, whether they are private or work-related, is a relief 
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and an essential part of daily practice.  In contrast the “inaccessibility” of colleagues and “stiff 

cooperation” with another department or a different hospital were mentioned as demotivating.  

“When the specialist calls with another hospital to obtain information about a patient, 

this hospital does not have a digital system for information letters so they cannot send 

it to him immediately. As the specialist hangs up the phone he curses and says: “really 

unbelievable, ridiculous that I am not able to receive this information about my 

patient”. (Specialist no. 20)  

Also colleagues who do not (want or dare to) consult each other and a different work mentality 

among colleagues are mentioned as demotivating factors. Mainly because of these frictions it 

feels like specialists are no longer working as a team to reach the same goal.  

“The thing that demotivates is exactly the opposite of what makes working in a team 

with team spirit such a motivating factor, namely the feeling of not working together to 

reach the same goal for a patient or patient care in general”. (Specialist no. 1)  

Patient care 
Patient care is another factor that is experienced both as motivating and demotivating. Satisfied 

patients, good patient outcomes and innovative operations are examples of when patient care is 

experienced as motivating.  

“My heart is in patient care.” (Specialist no. 1)  

“If I have patient contact, then it does not matter if I have to work 60 hours a week.” 

(Specialist no. 8)  

Patient care in itself is motivating as specialists state that they like the challenge of the different 

cases that they see and get to treat every day. Adjectives that came up during the interviews and 

observations about patient care were: humorous, relaxed, energetic, efficient and effective, and 

nice or fun. For medical specialists patient care becomes even more motivating when it is 

combined with teaching.  

“Making people better by taking care of my patients and transferring my knowledge to 

the next generation so that they can hopefully become even better than I am, is what I 

love the most about this job.” (Specialist no. 6)  
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Patient care becomes demotivating when “bad patientcare” is provided, when having a patient 

with hazy or unsolvable complaints or when a patient is demanding.  

“Consultation hour from hell, all people with vague complaints that you cannot do 

much about and on top of that it is extremely busy. Normally I really like my 

consultation hours but this were just too many hazy and unsolvable complaints all 

together.” (Specialist no. 11)  

Specialists did not feel like they were able to live up to the wishes of these patients or it took 

away time that they could have spent on “successful patientcare". Medical specialists also 

experienced that a language barrier between a specialist and a patient can create difficulties. 

This can be demotivating when there is not enough mutual understanding because it can 

hamper a specialist in providing the proper patient care.  

“When it is difficult to communicate with a patient, the medical specialist gets irritated, I 

hear some sighing, see eyebrows go up and the specialist is restless behind his desk. 

Afterwards the specialist says: “communication was difficult because this patient did 

not speak Dutch and only moderately to no English.” (Specialist no. 9)  

On the other hand, some specialists see a language barrier as a challenge and therefore as 

motivating.  

Time pressure 
Time pressure is the demotivating factor that is mentioned the most. Time pressure affects all 

tasks of medical specialists on a daily basis, but most of all patientcare. Another factor that is 

related to time and experienced as demotivating is: not having the autonomy over one’s own 

agenda. It actually gives the specialists headaches.  

“Alright, two new patients at the same time in the schedule, so there is no chance that 

this will work out and I will run out of time with this schedule. But when I just asked the 

assistants at the reception desk how this is possible, they answered that they don’t 

know. That really gives me instant headache because they are there, exactly, to make 

sure this does not happen.” (Specialist no. 4)  
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“Also the amount of administration (including email) that takes away time from patient 

care is expressed as demotivating and a “frustrating burden”. (“email is also some kind 

of a disaster”. (Specialist no. 7)).  

Work environment 
Medical specialists commented that in a hospital little attention is paid to workspaces and 

facilities.  

Most specialists share their workspace with too many colleagues.  

“The specialists in the office discuss on the division of the rooms in clinic today: “one 

room has a window, the other one is dark, small and has fluorescent lighting, so it is 

nice to switch rooms halfway through the day for some more work enjoyment.” 

(Specialist no. 19)  

They also mention poor housing and cleaning and only few or no possibilities for having lunch or 

meetings outside and some leisure activities (like having a gym space to work out during breaks 

or nightshift or decent sleep facilities for the ones on a nightshift) around the hospital.  

“ When I see this sign with the name of the hospital and I see that it is yellowed with age 

or from dirtiness, along with dust on the floor or nasty windows when I walk into the 

hospital, I just feel ashamed actually.” (Specialist no. 1)  

“There are some rooms down stairs that have a bed where you can sleep and a chair. It 

would be nice to have a shower there as well so that you can freshen up a bit when 

spending 24 hours or longer in this hospital” (Specialist no. 10)  

Organization 
Looking at the organization of their hospital, specialists experience not enough personnel at the 

right moments and a shortage of resources especially the ones necessary for patient care. As a 

consequence the specialists mention a limited possibility for the right patient care at times. 

According to the specialists.  

“Practice is conforming to the regulations instead of the regulations conforming to 

practice. In addition interventions are experienced as being implemented very slowly.” 

(specialist no. 15)  
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Specialists also state that “the system is taking away from motivation because it is already set 

up on having long working days and even patients can see and also mention that they notice 

that doctors are so busy and do not have enough time for their job.” Other demotivating factors 

are the imposed management tasks and other extra tasks or activities.  

“When the specialist is at his desk doing some management tasks he says: “This really 

drives me crazy, I actually do not care about this, nor am I trained for this.” (Specialist 

no. 8)  

Specialists mention that they experience a gap between training and practice. They say that this 

gap creates wrong expectations.  

Other factors 
Some final demotivating issues that came up are financial issues/ budget cuts that specialists 

have to deal with. Most frustrating are the ones that influence patient care and also the 

discussions that specialists need to have with their patients about finances during consultation.  

“The discussion of (too) expensive medicines is unfortunately increasingly topic of 

conversation in the doctor’s office. It really makes me grumpy, because I want to help 

people as well as I can and do not want to concern myself with this.” (Specialists no. 23)  

Finally, specialists mention the difficulty of the need to always be available (mostly on phone). 

“These phones are always interrupting me in everything, you should have an empty 

schedule when it is your turn to take the phone with you. I cannot even work for three 

minutes straight without being disturbed, if you really want to work in concentration, 

well there is just no chance.” (Specialist no. 5)  

Effect on contextual motivation 
As described above, some factors start out as just irritating but develop or continue to exist,  and 

turn out to be demotivating. Temporary diminishing of motivation in a particular situation is 

surmountable if there is good quality of contextual motivation. The contextual motivation will 

make up for the diminishing situational motivation.  
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“Of course there are some issues that cost a lot of energy and are completely frustrating 

and no fun. But if it only takes a short amount of time, then that is not a problem I am 

concerned about or will raise my voice for”. (Specialist no. 15)  

However when different factors persist on a daily basis this can lead to more structural 

diminishing of motivation and influence the contextual motivation negatively. For example the 

housing issues that continue to exist day in day out, and additionally make specialists feel 

unequal:  

“Some specialties have beautiful office spaces as other specialties are just put in an 

overcrowded room together and the reason provided is: that we only have to see 

patients all day and therefore do not need an office. Well I guess all specialists have to 

see patients all day right?!” (Specialist no. 3)  

Also technical issues can start out as irritating but become demotivating as the earlier 

mentioned quotes show, because it is a frustrating factor every day. There are no solutions 

found and the negative consequences are experienced multiple times a day when specialist are 

being disturbed in their patientcare which is actually what motivates them most. Additionally, 

these factors are not experienced one issue at a time, but multiple issues at ones for multiple 

times a day. Add these together and every seemingly little issue can become an additional 

demotivating issue. If the situational motivation of medical specialists keeps getting diminished 

by these issues on a daily basis, these issues might not be surmountable anymore. This is when 

the good quality of contextual motivation for work (the autonomous contextual motivation for 

work) is affected negatively by a diminishing situational motivation. When the quality of the 

contextual motivation becomes less the motivation for medical practice becomes less and with 

it the wellbeing, resilience and performance of the medical specialists in general.  

Therefore it is necessary to keep the quality of medical specialists contextual work motivation 

high. To stimulate a specialists contextual motivation the situational work motivation needs to 

go up because by repeatedly engaging in motivating work activities at the situational level, 

together with experiencing their beneficial consequences plays a role in facilitating contextual 

autonomous work motivation.  
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Discussion 

This study was designed to first find motivating and demotivating factors for medical specialists 

in daily work and secondly, to see how these factors influence the situational and contextual 

motivation of medical specialists. The results of this study first indicate that the medical 

specialists scored quite high on AM and quite low on CM, which is in agreement with the results 

obtained among Dutch medical specialists in earlier studies.[33,34] Within SDT, AM is considered 

to be the ideal type of motivation; therefore, the current scores indicate that the medical 

specialists at least have contextual motivation (i.e., motivation for medical practice) that is 

leaning more toward to the positive side of the motivation continuum. These quantitative 

results are complemented by the qualitative data about the effect of demotivating factors on 

contextual motivation. Also, this finding is strengthened by its similarity to other study 

findings.[33,34] 

Additionally we found six themes of motivating and demotivating factors. The themes were 

technical issues, working with colleagues, patient care, work environment, organization and 

other factors. These are in line with (de)motivating factors found before among a small group of 

Dutch medical specialists.[31] Two of these themes, patient care and working with colleagues, 

have in common that they were found to be both motivating and demotivating in the present 

study. Patient care in itself is experienced as motivating because of the challenge of facing 

different cases every day and because good patient outcomes are a satisfying result. In earlier 

studies patient care was found to be most motivating for medical specialists as it combines the 

fulfillment of all three basic psychological needs of SDT; autonomy, because the specialist can 

decide on the treatment; competence, because the specialist is able to provide the best care 

according to him/her; and relatedness, because the specialist (can) feel(s) related to the 

patient.[24,26,31] On the other hand patient care can be a demotivating factor. Especially 

demotivating are bad patient outcomes or patients with issues that cannot be solved or when 

patients are demanding. It has been found that this is demotivating because it takes away from 

the fulfilment of the need for competence, as medical specialists feel or were unable to provide 

the necessary care to a patient.[24,26,31]  

Working with colleagues is found to be motivating when working together runs smoothly and 

when specialists learn from each other or complement each other, and therefore achieving 

better results. Working with colleagues, in a manner that is experienced as positive, is 

motivating because it fulfils the need of relatedness among medical specialists.[24,25,31] 

Working with colleagues is demotivating when it strains from being related to one 
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another.[24,25,31] In line with these results we found that specialists in the present study 

experienced working with colleagues as demotivating when colleagues were inaccessible or 

when collaboration was not smooth or even non-existing. This left the specialists with the 

feeling that they were not working as a team towards a common goal.  

Technical issues in both information technology and equipment (for example in the operating 

theatre) is another demotivating factor that was brought up frequently. Medical specialists 

mainly mentioned that the electronic systems that they have to work with are not aligned with 

their needs in practice and just slow them down instead of facilitating them in the process. 

Specialists raised concerns about the electronic system that is not working with them, and lack 

of technical skills to work with new software, as it made them feel like they were not capable to 

provide the best treatment. This finding is in line with results from earlier research in which 

technical issues were found to be amongst the most demotivating factors and can decrease 

feelings of competence.[31] 

Work environment and organization are two other themes of demotivating factors. One of the 

most cited factors was actually the way the entire healthcare system works. As it is set up in a 

way that already makes for long working days by having fixed times during a day for obligatory 

meetings. It also makes time pressure inevitable like having only ten minutes to see a patient in 

clinic. Administrative tasks and extra management tasks are experienced as demotivating 

because specialists are not trained for these, nor feel competent in carrying them out. 

Decreased feelings of competence lead to poorer quality of motivation, according to the 

SDT.[11,12] Something else that is bothering the specialists is the little attention that is paid 

towards the accommodation of the hospital and housekeeping. Especially when it comes to 

having some comfort and possibilities to relax or rather de-stress at the hospital. This probably 

is important because it provides the opportunity to relax a bit during or after a day of hard work 

or between shifts. Being able to relax and get the adrenaline or stress back to a low point is 

necessary, because when stress levels remain high for a long time this can lead to chronic stress 

and even burnout.[1,5,6]  

Having to deal with the above mentioned issues in a work environment that is already busy and 

highly demanding in itself, can provide extraneous cognitive load. Especially since these issues 

are experiences simultaneously. Cognitive load refers to the effort being used in the working 

memory.[35,36] Extraneous cognitive load refers to the way information or tasks are presented 

and in turn being processed.[35,36] Therefore it again seems important that colleagues 

communicate well together. A heavy cognitive load typically creates error or some kind of 
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interference in the task at hand. This might happen if too many tasks need to be processed 

simultaneously or the cognitive capacity reaches its limits.[35,36]  

Next, regarding the search for (de)motivating factors, this study aimed to see how these factors 

influence not only the situational motivation but also the contextual motivation. As, according 

to SDT, repeatedly engaging in autonomously motivating activities (at the situational level), 

together with experiencing their beneficial consequences will play a role in facilitating 

contextual autonomous motivation.[12,37] This might also work the other way around. 

Repeatedly dealing with frustration or irritation at the situational level can play a role in 

decreasing contextual motivation. Medical specialists state that factors or issues can start out as 

frustrating or irritating but if they continue to exist they become demotivating. Especially the 

issues that the specialists have to deal with daily. When these issues are short and/or 

temporarily of nature the diminishing motivation in that particular situation is probably 

surmountable because specialists still have a contextual motivation that is of good quality. 

Persistent feelings of frustration, demotivation and inequality can negatively influence the 

contextual motivation of specialists. This in turn can decrease specialists wellbeing, 

performance and thus quality of patientcare.   

Implications and future research 
All demotivating factors found in this study are seemingly regular or simple factors but they 

evoke emotions, feelings of frustration and demotivation, and sometimes physical distress 

(headaches) among medical specialists. If the work environment supports motivation for 

medical specialists this might be a way of improving the wellbeing among the health 

professionals (i.e. burnout rate) or the preventable adverse events. So, if there is an option to 

erase these demotivating factors in the work environment by applying simple solutions, this can 

have a great effect on medical specialist’s motivation, wellbeing and quality of work. There is 

evidence that changing people’s position and/or the color, lighting or temperature in a meeting 

room can have great positive effects on the productivity and the ethos or ambience.[38,39] 

Looking at the demotivating factors that we have found, there might be some fairly simple 

solutions for these as well. Administrative tasks for example can be done by an assistant e.g. a 

scribe that works along a medical specialist when seeing patients. For technical issues it would 

be helpful to have a helpdesk available at all times. In addition make sure to teach all specialists 

how to work with new software and systems when these are introduced. Also involve specialists 

in designing new technical systems as they are the ones that are going to use them and know 

what is needed. Creating a culture at the workplace where specialists can openly discuss their 

frustrations, experiences, and address others’ behaviors and attitudes when necessary, might 

help in getting a more positive relationship between colleagues and in turn more positive 
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cooperation possibilities. Finally more attention should be paid in providing medical specialists 

with the right equipment and (clean) housing to do their jobs properly.   

For future research it would be interesting to see which simple solutions actually work best, are 

appreciated by the specialists and are easy to implement. However even with solutions for a lot 

of demotivating factors, some will still remain and others will come up. Therefore it is interesting 

to find out how medical specialists cope with the issues that demotivate them.   

Strength and Limitations  
More motivated specialists or specialists interested in the subject of motivation and professional 

development could have been more drawn to participate in this study. Or because of the 

snowball sampling, the participants may have identified people who feel the same way they do, 

therefore not providing us with an adequate and representative sample. This could give a more 

positive image of the motivation of medical specialists. However, if we indeed have more 

motivated specialists in our sample, and still found these demotivating factors and barriers for 

medical specialists to do their work at an optimal level, these factors seem to be of great 

importance for medical specialist’s motivation and might have even greater impact on less 

motivated specialists. A strength of this work has been the combination of multiple types of data 

to get a rich and deep understanding of the phenomenon under investigation.  

Conclusion 
Technical issues, working with colleagues, patient care, work environment, organizational and 

other factors are found to be the most motivating or demotivating for medical specialists during 

their daily work. The results indicate that demotivating factors are mainly tasks and 

organizational processes that distract from patient care or that compromise the quality of care. 

A work environment for medical specialists that includes sufficient time for patient care and 

transferring knowledge (teaching) optimizes motivation in daily work. By optimizing the work 

environment of medical specialists, quality of patient care and wellbeing of specialists can 

improve.   
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Abstract 

Background 
The need to keep up with fast-moving changes in the healthcare system in terms of technical 

innovations and with increased societal demands in terms of social accountability poses an 

additional stressor for specialists. However, keeping pace with changes and developing 

professionally helps medical specialists to perform optimally and enhances the quality of 

healthcare in general and patient safety in particular as well as minimizes preventable adverse 

events. The aim of the current study was to understand how medical specialists cope with daily 

stressors at work. We examined the link between factors that negatively influence motivation, 

perceived stressors and coping through the fulfillment of basic psychological needs.   

Methods 
A qualitative study including observations and interviews, was conducted in a tertiary academic 

health sciences center in Boston, Massachusetts in the United States. Twelve medical specialists 

were all shadowed for two days so changes in their situational motivation could be observed. An 

interview was conducted after the second observation day.   

Results 
Perceived stressors are found in the administrative tasks, so called administrative jungle, delays 

and inefficiencies in the system and poor patient outcomes. The results show that medical 

specialists construct different coping narratives to be able to cope with situations experienced 

as stressful or influencing motivation negatively. Two coping narratives could be linked to the 

fulfillment of autonomy: a narrative of acceptance and a narrative of reinstating autonomy. One 

coping narrative could be linked to the fulfillment of relatedness: a narrative of relationships.   

Conclusions 
The coping narratives may be used consciously or unconsciously; they ensure that issues are 

surmountable in the moment and in the longer term motivation for medical practice remains. 

This can sustain medical specialists’ optimal performance, which in turn benefits the healthcare 

quality.  
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Introduction 

Physicians work in a highly demanding environment in which they make decisions that can have 

lifeor-death consequences. In highly demanding (work) contexts (i.e., firemen, police force, 

army, sports, healthcare), a certain level of alertness and perceived tension is necessary to rise 

to the occasion and handle challenges.[1] However, levels of awareness, alertness, and tension 

that are too high can be called stress. The need to keep up with fast-moving changes in the 

healthcare system in terms of technical innovations and with increased societal demands in 

terms of social accountability poses an additional stressor for specialists.[2] This means that 

every working day demands continuous adaptation from medical specialists.[3,4] Although 

difficult to measure and quantify, previous research suggests that these developments may 

erode professionalism, influence the quality of care, and increase the risk of preventable 

medical errors.[5] However, keeping pace with changes and developing professionally helps 

medical specialists to perform optimally and enhances the quality of healthcare in general and 

patient safety in particular as well as minimizes preventable adverse events.[3,5,6]  

We examine the link between factors that negatively influence motivation, perceived stressors 

and coping through the fulfillment of basic psychological needs. The aim of this study was to 

explore factors in the work environment influencing motivation negatively and the role of the 

fulfillment of basic psychological needs, described by the self-determination theory (SDT) of 

motivation, as a possible coping mechanism for medical specialists.   

SDT classifies motivation into two qualitative types: autonomous motivation (AM) and 

controlled motivation (CM).[7-9] AM concerns intrinsic motivation (doing something out of 

interest or enjoyment) or identified regulation (the appreciation of certain behavior as being 

personally valuable).[7-9] On the other hand, CM implies that behavior is driven by the promise 

of reward or the threat of punishment (external regulation), or by internal pressure, such as 

feelings of guilt or shame (introjected regulation).[7,9] AM is considered the optimal type of 

motivation, which leads to better performance, wellbeing, and resilience. For a person to be 

autonomously motivated, three basic psychological needs have to be fulfilled.[10,11] All three 

basic psychological needs—autonomy, competence, and relatedness—are equally important for 

internalization and the optimal development of AM.[9]  Autonomy is having the feeling of choice, 

volition, and congruence. It is supported in environments that encourage behavior congruent 

with an individual’s values. Meanwhile, competence is having the feeling of effectance and 

mastery and that one can meet expected performance standards. It is supported in an 

environment in which optimal challenges are present. Finally, relatedness is recognizing and 

feeling connected to role models and peers. It is also about the feeling of belonging among 
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others. Thus, equally important in relatedness is experiencing oneself as contributing to 

others.[12] This basic need is supported when others express care and concern.  

The fulfillment of these needs is necessary for AM, continuing growth, resilience, and wellbeing. 

Previous research (conducted in diverse professional domains) has shown a clear association 

between need satisfaction and wellbeing, at both the general and situational levels of 

motivation.[7,13-15] Furthermore, the thwarting of basic needs can lead to defensive or 

selfprotective accommodations that have significant negative consequences for health and 

wellbeing.[16,17]  

Moreover, there is a certain hierarchy in this construct in which different types of motivation 

exist at three levels of generality.[18,19] At the global level, an individual is seen as having 

developed a global (or general) motivational orientation to interact with the environment in an 

intrinsic, extrinsic, or amotivated way.[18,19] Contextual motivation concerns the motivational 

orientations that individuals develop toward each life context (such as education, work, leisure, 

and interpersonal relationships).[18,19] In this study the contextual motivation of medical 

specialists concerns their motivation for medical practice. Situational motivation refers to the 

motivation individuals experience at a particular moment or in a particular situation—the “here-

and-now” of motivation— and it is likely influenced by social factors (e.g., rewards, feedback, 

constraints, deadlines).[18,19] In this study, situational motivation refers to the motivation for 

the different tasks a medical specialist must handle during a day, e.g., handling patients, doing 

administrative work, and attending meetings.  

Coping and resilience 
Resilience and coping are constructs that reflect the wish to identify characteristics that predict 

more positive (or at least less negative) outcomes of stress.[20] Coping is the process of 

attempting to manage perceived stress and related negative emotions as they arise.[20,21] 

Resilience concerns the prevention of stress incursion, the likelihood of experiencing stress, and 

negative physiological arousal.[22] When people are resilient to stressors, they behave in ways 

that facilitate wellbeing and greater productivity at work.[20,23,24] Processes for enhancing 

career and professional development insight might be helpful to increase personal awareness, 

which may improve physicians’ connectedness with others and discover sources for greater 

productivity, energy or creativity. This increases resilience.[25] Both resilience and coping are a 

function of person-related and situation-related factors.[20,26]  

Working in high-stakes and complex work environments is likely to introduce ubiquitous 

potential stressors. Stressors deplete adaptation energy. Those with a sufficient reservoir of 

energy or vitality could be more resilient to demands and challenges, and there is evidence 
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suggesting that active and adaptive coping styles are observed more frequently in autonomous 

individuals who are more likely to “perceive events as optimally challenging rather than as 

stressful.” An optimally challenging event can be motivating, whereas stress can be perceived as 

demotivating.[22] But when is a challenge optimal and when is it stressful?    

An explanation can be found in the ‘Goldilocks principle,’ which states that there is an optimal 

level of stress that is “not too much, not too little, but just right.” Stress can be positive and 

necessary, and it can be a state in which the right amount of tension and anxiety leads to higher 

alertness and excitement. Everyday examples of ‘healthy stress’ include the nervous feelings 

one might have before speaking in public or before performing in a sports event. Research 

indicates that employees operating under an optimal amount of stress learn faster, are more 

resilient, and are able to juggle multiple tasks.[1] The optimal level of stress is different for each 

individual and is dependent on personal resilience and ways of coping with challenges.[1]  

Accordingly, the research questions for the present study were: What do medical specialists 

perceive as stressors that influence their motivation in their daily work? How do they cope with 

these stressors?    

Methodology 

This qualitative study explored the autonomous and controlled work motivation of medical 

specialists in several different ways: 1) through close observation of each specialist for two days 

in their normal working environment, 2) by interviewing them about their motivation during a 

working day. To aid this interview we asked them to draw a graph of their motivation during the 

day and used it as a stimulus to recall the events of the day. In this study, our definition of a 

medical specialist is a physician who has completed specialty training.   

Setting  
This study was conducted in a tertiary academic health sciences center in Boston, MA, a major 

teaching hospital. Furthermore, it is a research institution in which education, research, 

publishing, mentoring, and administration are also parts of the specialist’s job.   
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Participants 
Twelve medical specialists from several disciplines were recruited through convenience, 

snowball, and purposive sampling. By including different disciplines in this study, we aimed to 

look at commonalities between different specialties for transferability. (i.e., applying research 

findings from a particular study to a similar setting).[27]  Snowball sampling was done by asking 

the participants to suggest their peer specialists for participation. We continued sampling  until 

sufficiency of the data was reached, i.e., sufficiency for gathering the appropriate information to 

answer the research question.[28,29] Data sufficiency was reached when no new themes or 

topics emerged from the data.[28,29]   

Design 
A qualitative design was used with a constructivist approach for conducting and analyzing 

interviews and observations.[30,31] In a constructivist approach, there is acceptance of reality 

and meaning as relative, produced through the interaction between the researcher and the 

researched, acknowledging the subjectivity of the researchers producing accounts of a social  

phenomenon.[30,31] Direct observations were conducted by shadowing the participants for two 

days each to observe the changes in their situational motivation (which can change multiple 

times daily, as this is the motivation for different tasks within their job). The observation started 

from the moment the medical specialists entered the hospital and ended when they left the 

hospital at the end of the day. The goal of the observations was to unravel demotivating factors 

and ways in which specialists coped with them during a working day. SB observed what 

happened to the situational motivation of medical specialists and whether an event, activity, or 

situation was motivating or demotivating. Brief notes were taken during the observations, and 

extensive field notes were written up immediately after each daily observation to create a thick 

description.[30,31] Observation days were purposively sampled to represent an average day in 

which the medical specialists had various tasks related to patient care, education, and research. 

All specialists stated that the observation day was representative of a typical workday.  

When asking medical specialists about factors negatively influencing their motivation, rich 

answers were stimulated by looking at their self-drawn motivation graphs from the observation 

days and asking about their highs and lows. The interviews were semi-structured and conducted 

at the end of the second observation day to find links among de-motivators, stress, and coping 

and as member checking. At the end of the interview we would ask the specialists how they 

would change their work environment if given the opportunity to create the ideal environment.   
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Analysis 
Data collection and analysis took place concurrently with each analysis informing the other. 

Data from the observations and interviews were transcribed and open coded in a constant 

comparative manner by two researchers. To explore and categorize the stressors in the 

specialists’ narratives, we used content analysis. A second round of analysis was added, in which 

we studied ways in which specialists’ cope in their narratives. This second layer of content 

analysis was guided by the three basic psychological needs (autonomy, relatedness, 

competence) as sensitizing concepts. Whenever there were differences in the open coding, these 

were discussed until agreed upon by both researchers. Through selective coding and iterative 

discussion, the research team came to a consensus about the themes and coping narratives.   

Reflexivity 
The research team in this study consists of one sociologist, one linguist, and four medical 

doctors, of whom two are clinical specialists. The interpretation of the research findings is 

balanced as a result of the research team members’ different analytical perspectives. One 

researcher, SB, was responsible for collecting data from all participants.[30,31] This was done to 

enhance the richness of the data, as each observation considered the context and that the 

analysis of human behavior may be informed by observing previous contexts. We were attentive 

to the potential for power differentials and worked to mitigate them wherever possible. Because 

SB is a sociologist, she is an outsider in the healthcare work environment. She was thus able to 

uncover what insiders cannot, as they take everything to be normal or as it is. SB being a 

sociologist or rather an outsider to the work environment made the specialists open up to her.  

The downside of being unfamiliar with the healthcare culture and the American culture is that 

we might not understand or miss some cultural aspects. However, the clinical specialists in the 

research team, MB and SP,   added the perspective of the work floor into this study. As the other 

authors have more distance from the daily practice of medicine, they ensured that conclusions 

were not drawn too prematurely and were grounded in the data. Moreover, MB was also working 

in the American hospital so she could pick up any cultural aspects that we might have missed. 

RK is specialized and experienced in studies using SDT, whereas AC has expertise in qualitative 

research, resulting in a balanced view of the data and the theoretical lens we applied. Through 

regular group discussions, also in research meetings of the department of research in education, 

VUmc School of Medical Sciences, Amsterdam, the Netherlands, findings and interpretations 

were checked for consideration of our own contribution to the research process. Thus, to 

enhance the trustworthiness of our findings. The first author kept memos of all discussions and 

steps in the analytical process.  
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Ethical approval 
Ethical approval was obtained from the ethical committee of the hospital. Participants were 

asked for informed consent and were explained that participation in the study is voluntary, 

there is a guarantee of confidentiality and anonymity, and non-participation will not cause them 

any harm. Informed consent was gathered from all participants prior to conducting the 

observations, acknowledging the anonymized use of their statements in this study. However, 

informed consent was with minimal disclosure (offering generic rather than specific study 

information to help minimize the observer effect in field research) to prevent participants from 

altering specific behaviors.  

Results 

Descriptive findings 
Twelve medical specialists completed the survey; they were observed for two days each and 

then interviewed. This resulted in approximately 28 hours of observation and around 40 minutes 

of audio interview per medical specialist. The medical specialists who engaged in this study 

were neurosurgeons, general surgeons, anesthesiologists, neurologists, and ENT surgeons. Eight 

specialists were males, four were female, and the average age was 48 (39 - 55) years.  

A common view amongst the specialists was that they enjoy the challenges they face every day. 

They like putting together the pieces of the puzzle regarding the right diagnosis and treatment 

for each patient, as illustrated by the quotes below.   

“What I like the best is the challenge of figuring out what is wrong with someone, the 

detective work almost to figure it out, and then the plan and carrying out the plan and 

seeing that it has worked out.” (medical specialist no. 5)  

“I mean, it’s the fun part; if you end up at a program like this, then you are the kind of 

person who enjoys that as a challenge and enjoys being surrounded by really 

competitive and great people, cause it makes you better, I think.” (medical specialist 

no. 2)  
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The challenge is described as ‘fun’ and the content of their work seems to motivate the 

specialists. However, there are also aspects that the specialists considered demotivating, which 

we discuss below.   

What medical specialists talk about: stressors and demotivation 
Different issues were described that negatively influenced motivation. We grouped them into 

three themes linked to the basic psychological needs autonomy, competence and relatedness. 

These factors are seen as stressors that occur during the day or develop over time in the system. 

They are displayed in Table 1 with quotes from medical specialists or descriptions of situations 

that show this demotivation. In a previous study of specialists’ motivations, we found that 

interaction with colleagues (relatedness), being able to organize one’s own time (autonomy), 

and teaching and patient contact enhance autonomous work motivation. However, a lack of 

knowledge of computerrelated issues that impede patient care causes feelings of incompetence 

and worsens the quality of work motivation.[32] We have further investigated these findings in 

the present study and expanded on them.  

Although it is common in SDT to call factors that do the opposite of motivating demotivating, 

the participating medical specialists did not seem to recognize this terminology. When an 

explanation of the meaning was given, most medical specialists argued that they would call this 

demoralizing, as shown in the quote below.   

“What do you mean, demotivating? [explanation by interviewer]. Oh, demoralizing? 

Yeah, okay, that is a good question. That is the reverse question.” (medical specialist no. 

4)  

A similar semantic discussion about terminology occurred when using the term ‘stress’ in the 

interviews:  

“I think the vast majority of stress that I feel is eustress. It is a positive pressure inherent 

to the work that I do. The other thing is distress.” (medical specialist no. 1)  

 Table 1 shows that demotivating factors are mainly tasks and organizational processes that 

distract from patient care or that compromise the quality of care. Using medical specialists’ 

experiences of demotivating factors made it easier to talk about the ways they try to cope with 

the experienced stressors and de-motivators.   
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Table 1: An overview of demotivating factors 
Demotivating factors 

Delays and inefficiencies 

 Any issue or matter that causes delay in 

medical specialists’ schedules was considered 

demotivating. Specialists referred to these 

issues as “stuff that slows you down.” 

Examples that were mentioned were: 

meetings, turnover time, or general logistics in 

patient care (i.e., patients not showing up or 

when the specialists were not called at the 

point when a patient shows up to the clinic). 
These events decreased their feelings of 

autonomy because they have no control over 

the events or their schedule, nor do they feel 

like there is enough time to manage all the 

different tasks, to the point where even 

negative effects on their emotional and 

physical wellbeing are mentioned:  

“There are days where it is just one struggle 

after another, where I feel I do not have control 
of the practice that I would  

like to have.” (medical specialist no. 9)  

“When you do surgery, there is that time in 

between surgeries. It is a very long time, and 

things do not really move along. You spend a 

lot of time waiting for things to happen. You 

can do other things, like your paperwork, but it 

does make for a longer day. That part of 

waiting around, doing paperwork, these 
inefficiencies, that part is  

no fun.” (medical specialist no. 10)  

“Sitting in meetings, all meetings. All meetings 

that are not directly related to my research or 

patient care I find very irritating. It gives me 

headaches.” (medical  

specialist no. 1)  

Demanding patients can also be categorized 
under this theme. The specialist seems to 

experience a loss of autonomy, as the patient 

did not take their advice (in this case, a referral 

to a different specialist). There also seems to 

be a lack of relatedness, as the patient and 

specialist find it impossible to come to a 

shared decision. Finally, there seems a lack of 

competence, as the specialist does not know 

what to do next and cannot provide the care 

he/she would like to provide. 

Administrative jungle   

Administrative tasks are considered a 

burden. The bureaucracy and “daily 

grind” of administration, phone calls, a 

focus on patient satisfaction, and 

measurement take away time from 

patient care—what specialists actually 

want to do. Specialists refer to “the 

paper jungle,” which decreases their 

feelings of autonomy.   

“I do not feel like I am doing a lot of the 
stuff that I was hoping to do when I 
started  
medicine.” (medical specialist no.7)  

“The demoralizing aspects are the 
amount of administrative and 
bureaucratic…the burden that does 
not add anything to the quality of our 
outcomes. You are spending all this 
time looking at computers and 
satisfying what the computers want 
you to do.” (medical specialist no.12)   

The administrative activities are not 

seen as relevant to the ability to 

provide the best quality of care. Some 

of these tasks may be irritating or start 

out irritating, but when dealing with 
those daily, they become demotivating 

or even demoralizing.  

Poor patient outcomes As 

mentioned before, medical 

specialists enjoy the challenge 

and the puzzle of treating 

patients. However, when their 

decisions regarding patient 

treatment lead to poor 

outcomes, it is considered 

highly demotivating. There is a 

feeling of a loss of competence, 
as apparently the specialist was 

unable to complete this 

challenge and rise to the 

occasion. All specialists stated 

this same feeling:   

“The hardest part is, sometimes, 
we guess wrong and we end up 
not giving people a successful 
procedure, or it just does not do 
what we want to do or we need 
to revise it and they have to go 
through more stuff.” (medical 
specialist no.8)  
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How medical specialists talk about it: coping narratives 
Despite demotivating factors, specialists find ways of coping with stressors. In the interviews, we 

found different ways in which specialists talk about the demotivating factors and their 

professional life. The way these stories or narratives were framed, seemed to help specialists 

cope with their work challenges. The participants seem to handle stressors by constructing and 

telling themselves ‘coping narratives’ that justify the situations and behaviours, as the quote 

below indicates:   

“Usually, I get pretty angry immediately, but I let it kind of sit and I think about it and I 

can usually talk myself out of being upset.” (medical specialist no.6)  

 Table 2: Overview of coping narratives  

Coping narratives 
Narratives about the fulfilment of autonomy Narrative about the fulfilment of 

relatedness 

1) The narrative of acceptance 

We recognized narratives of acceptance, in 

which specialists coped with daily stressors 

by accepting them and accepting that they 

have no influence over the stressors. 

3) The narrative of relationships 

The third narrative is about togetherness 

and relationships, both at work and at 

home.    

2) The narrative of reinstating autonomy

A second narrative that we recognized was 

one of control. Medical specialists actively try 

to gain control over their tasks and daily 

schedule despite the ‘administrative jungle’ 

and other threats to their professional 

autonomy. 

In this section, we describe these coping narratives, which are also displayed in Table 2, and 

support them with quotes or comments. The coping narratives used by the medical specialists 

are linked to autonomy and relatedness. All narratives can be used for coping with all types of 

demotivating factors.  
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Fulfilment of the three basic psychological needs  

Autonomy  

The coping narrative of acceptance 
We recognized narratives of acceptance in which specialists coped with daily stressors by 

accepting them and accepting that they themselves have no influence over them. Some 

specialists emphasized that there is no choice but to accept the way the system works. 

Acceptance is necessary because the patients need to be taken care of, which is important to 

them, as the quote below shows.   

“It is just how it works, it is not really a choice. The clinical things just have to be taken 

care of. The patients are here, they have to be taken care of. They always have the 

priority over everything else.” (medical specialist no. 9)  

Therefore, the flaws or stressors in their daily work lives are justified and accepted by 

emphasizing that patient care that must go on. One specialist commented that he just ignores 

‘the background issues,’ which in this case is a synonym for stressors, as these are less 

important to him than doing what he loves: patient care. The quotes below are examples of 

what medical specialists say about this:  

“Then, I just kind of see my patients and take care of my patients and try to ignore all 

the background issues.” (medical specialist no. 11)  

“I love doing surgery and I love taking care of the patients so I just say, “Okay well I will 

just ignore the background and kind of move forward.” (medical specialist no.2)  

Another way to achieve acceptance is to wait for a solution for flaws in the system, or to trust 

that a solution is being devised. In other words, accepting the current situation is justified by 

emphasizing that a solution to the problems is in the works somewhere:   

“I used to get worried about everything, and now I kind of just try to help out in 

whatever way people ask me to. Adding on patients, doing things that help our division, 

and realizing that the process is in the works, it’s going to happen and just kind of riding 

the wave until it gets solved.” (medical specialist no.12)  

140

CHAPTER 6



The quote shows that specialists describe ‘ignoring’ and waiting for solutions as mechanisms to 

cope with stressors. Within the coping narrative of acceptance, the specialists do not see 

themselves as having an active role in changing the situation or the system. Complaining is 

explicitly mentioned as being ineffective, as it “really does not do anything. So you just need to 

figure out a way around it then.” The demotivating factors are seen as an established fact; they 

are accepted as part of their professional reality. By providing themselves these different ways 

of accepting and telling themselves that it is in the best interests of their own professional 

priorities (i.e., patient care), the specialists cope with the stressors. Accepting the situation is 

framed to be essential to the greater good in this narrative. At the same time, they are seeking to 

fulfill their need for autonomy. When they feel in charge of a situation or that they have a choice 

in it (the choice in this case being acceptance), it satisfies their feeling of autonomy. Thus, 

coping involves moving from the perception of a loss of autonomy in the situation to gaining 

autonomy by telling oneself that it is for a greater cause and one’s own choice. This is clearly 

visible when stressors are reframed as ‘silly things’ when specialist no. 1 was asked the what 

s/he would change in their work environment if they would have the opportunity to create their 

ideal environment:   

“Okay. See where it is at. I have no idea. I am not sure… I mean, I am very fortunate. 

Maybe a whole bunch of silly things, which are silly like maybe having your offices closer 

to the operating rooms but no.” (medical specialist no. 1)  

Overall,  the specialists reported little they would want to change. On the contrary, they are 

actually very pleased with and grateful for what they already have. For example:   

“No. I am very.. of course, this is a system that has worked out that there is a culture of 

excellence around here that permeates this place. It is a pretty nice place to work. I 

would like to get paid twice as much, of course who would not.” (medical specialist no. 

7)  

In other words, the specialists accept that no opportunities or possibilities are seen to change 

anything and thus talk about being grateful and happy or pleased with the situation as it is.   

The coping narrative of reinstating autonomy 
The second coping narrative that we recognized was one of reinstating autonomy, in which 

medical specialists actively try to find autonomy over their tasks and daily schedule. Specialists 
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argued that they undertake specific steps to ensure they can schedule the day exactly the way 

they want it to be. This may involve changing appointments or not volunteering for any extra 

work, as the quotes below state.  

“When it has to do with patients and optimizing their outcomes, optimizing their 

procedure and their outcome, that is my priority, so I do not care if I have to cancel 

patients. I do not care if I have to move patients; that is the priority for that day. I need 

my scheduling the way I want it because I do not want to feel rushed. I do not want to 

feel like the patient, their care, is being compromised because I need to see a certain 

number of patients.” (medical specialist no. 4)   

“I do not volunteer much to add extra patients or (administrative) tasks. It is a strategy 

for protecting myself from extra work that is not really value adding to have a physician 

doing that work.” (medical specialist no. 3)  

The quotes not only show medical specialists taking action to reinstating autonomy, but they 

also show that the action is mainly taken when it comes to patient care and wanting to provide 

the best care possible, which is clearly their priority. In other words, it seems like taking action 

and reinstating autonomy to be able to handle stressors is most important for fulfilling priorities 

and for being able to provide the best possible care. By taking these actions to reinstate 

autonomy, specialists search for to fulfill of their need for autonomy, but it may also be for 

competence. Because of their actions, they feel competent in caring in the best way possible. 

When it comes to extra work, the specialists stated they do not volunteer much for these tasks or 

they “try to build in some space to their schedule in clinic so that it is not full” as a protecting 

mechanism for too much work. Hence, it seems they are trying to find a balance in doing what 

needs to be done and having the time and opportunity to do these things right—they are 

inherently trying to reinstate autonomy again. Because the specialists actually try to take 

reinstating autonomy l again by undertaking action, they gain but also must feel more 

autonomy and competence. By finding their own personal ways of action taking, they feel more 

autonomous.   

Parallel to these coping narratives about the fulfilment of autonomy and relatedness, medical 

specialists state the importance of another factor: age. As specialists grow older and more 

experienced in their work field, they feel inherently there is more fulfillment of autonomy. When 

they were younger, they had to put in the hours, the effort, and the work to prove themselves 

and make a name for themselves.   
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“I did make a choice to go slower or easier with my days and work, but I could. I could 

because people wanted me enough. When you are young, people do not want you; they 

just want somebody to do the work. And the only way that you get it is by being there or 

by being willing or by being the person who is happy to show up at two o’clock in the 

morning to fix the problem, right? That is the only way. Eventually people say, “No I do 

not want anybody; I want you.” That is different, but a huge amount of investment to 

get it that way.” (medical specialist no. 2)  

“My old life was... I was full on. I was doing a big clinical volume, teaching, research, and 

trying to live a family life with three kids. That and then any little thing that adds or 

screws up your schedule, even then, I would over schedule and I would sort of say, 

come on, come on, come on. Let’s go, hurry up, because if we do not get started now, I 

am never getting out. That is not how I practice anymore. I am done. I am not going to 

stay anymore. It is somebody else’s job.” (medical specialist no. 4)  

The older specialists clearly state that they practice differently now in their positions because 

they feel it is possible to do so. They recognize these situations in their younger colleagues and 

that it might not be the healthiest situation to work in, but they also think it is the only way to 

get ahead in this work field.   

“Because he is really good at what he does, but he is in the big pond here. He is trying to 

prove that he is as good as he thinks he is, and he is trying to establish his practice, 

establish his academic position. He is supervising and mentoring a whole bunch of 

students and things. He works in two hospitals, really crazy. And he has even got a 

family with young children.” (medical specialist no. 2)  

In other words, the lack of autonomy that younger specialists experience is caused by them 

feeling that there is no other way than to do the things that need to be done. Things get better as 

they age, because they will have proven themselves and gained some authority, which gives 

them the power to decide to do more of the things they love (for example, more surgery) and 

schedule their time as they like it.  
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Relatedness  

The narrative of relationships 
The third narrative is about relationships. The specialists state that they feel there is mentor 

support in which the older, more experienced specialists guide the younger, less experienced 

ones. This is seen as useful:  

“We have great people around us. We have a lot of great older surgeons that are very 

mentor kind of people who talk to you. Encourage you. That kind of support is helpful.” 

(medical specialist no. 1)  

However, they all state that togetherness is generally lacking in their work environment:  

“We are very busy, and we just come together and it is not like we are sitting around. We 

do not sit around and chit chat.” (medical specialist no.7)  

They do mention to have a desire for more cohesiveness and support from peers, as they feel 

work would be much more enjoyable:  

“I do wish that our department was a little more cohesive, our division.” (medical 

specialist no. 6)  

“I think you would be much more of an isolationist and even much more protective of 

yourself and your interests. And you enjoy your work a lot less. You are dealing with also 

all the negative lack of peer support that goes along with it.” (medical specialist no. 5)  

Some of the specialists reported that it does not feel safe to talk to peers about stressors or 

struggles. It is a competitive environment, and it does not allow for doubt or an inability to 

handle the challenge:   

“I think it is very important to be able to vent about the day to your colleagues, but we 

won’t do that because then we have to admit that we were not up to the challenge to 

another colleague.” (medical specialist no. 6)  
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“I think the expectation is that we are going to talk about it. How you perceive the safety 

is a little beside the point, because it is going to happen. It is like giving a speech in 

class. You feel like it is not safe, but it is the assignment.” (medical specialist no. 1)  

As the last quote illustrates, there are moments in which the specialists talk to each other about 

difficulties or complex cases/challenges, but only because it is expected, obligatory, and part of 

the job. It seems this commitment can be a stressor itself. Although the specialists clarify that 

there is a need for more support and relatedness, at the same time, they suggest it is hard to find 

a way to arrange this:  

“Honestly, my answers are really all over the place because I do not fully understand it. I 

do not fully understand what I need to do to keep happy in this job, whether it is just 

being with people and doing the stuff that I enjoy doing, but for me, my personality is 

more interesting. That kind of stuff for me is definitely a lot more personal and solo. It 

would be hard for me to be in a large group of doctors talking about this stuff without it 

becoming a gripe fest about specific things, like the computer system or whatever 

people are complaining about the most. I try to take care of myself the best I can, but I 

do not really know what the answer is for doing more as a group or as a profession.” 

(medical specialist no. 7)  

The medical specialists seem to believe  it is impossible to arrange some sort of support system 

with which they would feel comfortable and that, they do not feel they have the right tools or 

abilities to take action. Because these specialists are unable to find support or togetherness in 

their work environment, they all commented that personal relationships are important. The 

personal relationships are the ones they use to negotiate stress:  

“Family and friends are who I talk to. I do not talk to my peers here.” (medical specialist 

no. 9)   

“I have a great marriage; it does not solve everything, but it certainly makes it easier to 

negotiate all stressors.” (medical specialist no. 1)  
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“This foundation of primary relationships puts you on a steady foundation so that when 

you can counter stressors at work, you are much more likely to negotiate them in a 

positive way versus getting upset, yelling, becoming irritated, and exhibiting signs of 

distress.” (medical specialist no. 10)  

These quotes show that the support and relationships that the specialists get at home or in their 

private lives provide them with some resilience to cope with the daily stressors they experience 

in their work.  

Age is also a factor when it comes to relatedness. Medical specialists argued that personal 

relationships in particular have to suffer from this culture or system, in which they have to work 

hard, be competitive, and put in the hours.   

“Well, you disappoint a lot of people. That is one of the problems, and that is why 

relationships fail. Professional ones do not, but personal ones do.” (medical specialist 

no. 6)  

“I was working 120 hours a week. Never saw your family. Period. Go to work at five in the 

morning, come back at eleven or twelve, every day, including Sunday. For years. But 

looking at it now, it is great, right? I get to do all these cool things in this cool place. But 

there is a lot of sacrifice that goes on in there, a lot. Looking through your family 

pictures and not being in them.“ (medical specialist no. 2)  

Again, as mentioned earlier, it seems like medical specialists do not feel like they have the 

opportunity or tools to change this.  

“And that can take its toll unless you put limits on yourself and your practice. But those 

are very hard for people like us to do, because we are people who do not know limits. 

We do not know physical limits. We do not; well, we try not to know intellectual limits.” 

(medical specialist no. 8)  

Because with age comes more autonomy, the priorities of medical specialists change, and they 

develop a need for a different kind of work–life balance. Personal priorities can have a place in 
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this work–life balance, which seems an important realization to experience fewer stressors in 

general.   

Competence  
The coping narratives that we identified involve autonomy (the narrative of acceptance and the 

narrative of control) and relatedness (the narrative of togetherness), not competence. The 

specialists do not talk about being or feeling competent. They describe themselves as high-

performing individuals who learn on the job. Therefore, it seems the feeling of being competent 

is already there, and there is no struggle or search to fulfil the need.   

Discussion 

The present study was designed to unravel stress factors for medical specialists and understand 

how the specialists cope with these stressors in their daily work. We found three main themes 

for stress factors. The themes were delays and inefficiencies, the administrative jungle, and poor 

patient outcomes. These are in line with stressors found previously among medical 

specialists.[6,25,32-35] The themes delays and inefficiencies and the administrative jungle both 

frustrate medical specialists’ feelings of autonomy. Specialists do not perceive autonomy in 

making their own schedules. In addition, delays and inefficiencies seem to be a distraction from 

caring for patients. As mentioned before, patient care is what motivates medical specialist most, 

as it combines the fulfilment of all three basic needs: autonomy, as the specialist can decide on 

the treatment; competence, as they can provide the best care and relatedness, as they can 

relate to their patients.[33] From our results in this study, the opposite, poor patient outcomes, 

is shown to be a stress factor that can take away from fulfilling medical specialists’ need for 

competence, as they feel or were unable to provide the necessary care to a patient.   

Furthermore, when discussing stressors or factors influencing motivation negatively, we 

identified some semantic issues, as the medical specialists did not seem to recognize the term 

demotivating. When our definition was explained to the medical specialists, they recognized the 

concept as demoralizing.  

Next, regarding the search for stressors, this study aimed to determine how medical specialists 

cope with stressors during their daily work. The findings highlight narratives that specialists 

construct when asked about methods of coping. The medical specialists also explained that 
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there are two types of stress, “eustress and distress”. This separation between positive and 

negative differences in stress fits within the Goldilocks principle as discussed previously.[1] This 

principle states that there should be a balance between good (positive) stress, which provides 

alertness and focus, and bad (negative) stress, which provides negative outcomes. This balance 

is different for each person, but the rule of thumb for stressors is not too much, not too little, but 

just the right amount. The coping narratives that specialists construct are the mechanism to 

cope with the distress and to find and keep the balance between eustress and distress. 

Therefore the coping narratives could help specialists in performing as optimal as possible. 

When medical specialists perform as optimally as possible a higher quality of healthcare can be 

obtained. Three coping narratives were found, two about a search for the fulfilment of 

autonomy and one about the fulfilment of relatedness. In the first narrative, which we called the 

narrative of acceptance, medical specialists frame stressors and de-motivators as established 

parts of their daily reality and accept them as they are. Acceptance might be a successful 

narrative to sustain motivation. However, it is also possible that acceptance merely provides a 

short term coping mechanism, and another solution is needed in the longer term. The second 

coping narrative might be a more long-term one. The narrative of reinstating autonomy 

demonstrated that medical specialists take action to reinstating autonomy of their time and 

responsibilities, especially when it comes to protecting their patient care duties. The third one, 

which we called the narrative of relationships, showed a lack of relatedness at work. This 

fulfilment of relatedness is sought and found at home and within their private lives and 

relationships.   

The medical specialists also pointed out another important factor that plays a role in coping 

with stressors, which was age. Their autonomy grows with age. Perhaps older medical 

specialists are more prone to telling the narrative of control because they experience more 

autonomy, they might see or feel more opportunities to take actual control, and, in turn, feel 

even more autonomous.  

Specialists construct these coping narratives to justify their situation or struggle, which is how 

they consciously or unconsciously cope. As a final question, we asked the specialists how they 

would change their working environment if they had the opportunity to create an ideal 

workplace. Surprisingly, they were not able to come up with any suggestions. Most of the 

specialists were humble, grateful, and happy with how the hospital work is organized. This 

might also be caused by the hidden culture of working in a very prestigious University affiliated 

hospital, in which one can only feel grateful for having the opportunity to work in such a place 
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and not critique it. Still, constructing one of these coping narratives enables specialists to cope 

with the stressors and demotivators they experience daily.   

 Implications for practice and research  

The results of this study can guide medical specialists toward successfully coping with stressors 

in their work lives. It might be helpful for specialists to have a mentor or coach in helping them 

reflect on a scenario and then have the mentor lead them through it. In this way, they could 

become more aware of their coping narratives. A mentor could help them find ways to take 

action to improve stressful or demotivating situations, as an individual is only satisfied as 

his/her energy is put towards the things that lie in their circle of influence as opposed to their 

circle of concern.[36] Circle of concern includes all concerns a person has which may be in his 

influence and also those that are not under his influence, but maybe under the influence of the 

department, institution, profession or Government. Within this circle is the smaller circle of 

influence, which includes the concerns that can be influenced by this person. Specialists should 

primarily focus on changing concerns that are within their circle of influence, which is seen in 

the narrative of reinstating autonomy. The narrative of acceptance is seen in the issues that are 

in their circle of concern, and not in their circle of influence.  

But, this does not mean that the specialists cannot do anything about these issues. Changes in 

such concerns need to be initiated or channelled through people in the organizations 

responsible for them, i.e. people who do have these issues in their circle of influence. Specialists 

can work towards expanding their circle of influence by organizing mentors for themselves who 

do have the power to change things or can coach them on how to get things changed. Doing this 

helps in replacing the narrative of acceptance with the narrative of reinstating autonomy 

through making use of the narrative of relationships at work. This connects specialists with 

colleagues who have a bigger circle of influence then themselves. As recently the focus has 

shifted from how organizations can motivate employees from the outside to instead on how 

they can effectively foster and support high-quality autonomous motivation within employees 

there are also implications for the  

department/organizational level.[37] A support system could be set up at the department level , 

making it easier for specialists to find the right person to support them or mentor them.   

A second implication is to make medical specialists as autonomous as possible and to 

strengthen their relatedness at work. Additionally, more non-physician medical providers 

should be placed within the departments to assist with or take over administrative tasks or even 

to take these tasks away from the specialists. Further research is necessary to find the right ways 

of helping specialists determine their own coping narratives. This study led us toward narratives 

that seem promising in finding out more about the professional lives of physicians. We would 
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recommend further work in this area, in accordance with those advocating for narrative 

research in medicine.[38] It would also be useful to undertake similar research projects in other 

high demanding fields (i.e. firemen, police force, sports, army) to determine whether the same 

coping narratives are found.    

Strengths and limitations  
A major strength of this study is that, to our knowledge, it is unique in combining the basic 

psychological needs, stressors, and coping. Relatively little qualitative work has been done using 

SDT, especially in healthcare and education. The coping narratives we found, based on 

autonomy and relatedness, might be the start of a new and qualitative approach to research on 

work motivation.  

One potential limitation is the sampling method. Using snowball sampling could have led to a 

more motivated sample of medical specialists than the general population. This could paint a 

more positive picture of the motivation of medical specialists. However, if we indeed have more 

motivated specialists in our sample and still found these demotivating factors for medical 

specialists to do their work at an optimal level, we could say these factors are highly important. 

This may be even more important for less-motivated specialists, and these factors may 

demotivate them even more.  

Furthermore, if the specialists in this study were the most motivated, we likely also found the 

most helpful coping narratives. The study is conducted in the context of an academic 

environment and involved the participation of only a selected number and types of specialties. 

Therefore, the findings may not be applicable to other clinical practices and/or other specialties. 

Finally, a strength of this work has been the combination of several types of data to get a rich 

and deep understanding of the phenomenon under investigation.  

Conclusion 
Medical specialists experience many different factors that influence their motivation negatively. 

Patient was reported to be the most motivating factor. However, other tasks and responsibilities 

continuously take away time from patient care. To cope with the factors that influence their 

motivation negatively, medical specialists construct narratives. Autonomy and relatedness play 

a role in the way medical specialists talk about coping  with moments of pressure, demand, or 

difficulty. Specialists either try to fulfil their autonomy by constructing a coping narrative of 

acceptance or the narrative about reinstating autonomy. They either accept that the existence 

of frustrating factors and the lack of a solution, so they can focus more on patient care, or they 

try to gain more autonomy in organizing their own schedule and extra tasks, so that patient care 
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can continue to be their first priority. The third narrative of relationships is about relatedness or 

rather lack thereof. Specialists would like to be more related to their colleagues but do not 

experience having the tools to organize more relatedness at work. So they end up looking for 

relatedness in their personal relationships. The key to these coping narratives and sustaining 

motivation, seems to lie in the specialists’ passion for patient care.   
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CHAPTER 7 

General Discussion 



The fast changing healthcare system creates challenges for medical specialists and their 

continuing professional development (CPD). Increasingly knowledge and technical- and ICT-skills 

need to be acquired and implemented in daily practice. On the other hand societal demands like 

legislations, accountability and assessments of daily practice also need to be introduced and 

implemented. This creates a field of tension in prioritizing these issues and mastering daily 

practice with possible consequences for quality of care. Now, research has started to look at 

motivation as a factor potentially associated with performance and wellbeing of medical 

specialists. The studies in this thesis investigate factors influencing medical specialists’ 

motivation and their underlying mechanisms, as well as the mechanisms underlying coping with 

basic-need-frustration and stressors. In order to answer the broad research question of this thesis, 

“How do medical specialists sustain their motivation for their work/medical practice?”, we first 

investigated which combinations of autonomous and controlled work motivation are 

distinguished among medical specialists (chapter 2). Associations between the three basic 

psychological needs (autonomy, competence and relatedness), work motivation and CPD were 

investigated in chapter 3. The factors influencing the motivation of medical specialists during a 

work day were explored in chapters 4, 5 and 6. In chapter 5 the effect of situational motivation on 

contextual motivation among specialists was investigated. Finally, chapter 6 investigated 

whether fulfilment of the basic psychological needs works as a coping mechanism for perceived 

stress at work. An overview of the main outcomes is provided in Table 1.  

In this chapter the main findings from the studies will be discussed in light of the self-

determination theory (SDT) and the current literature on, among other things, professional 

performance, job demands and resources and polarity thinking in complex adaptive systems, 

their relevance and how the findings relate to each other, followed by the conclusion. Then the 

strengths and limitations of the approach taken in this dissertation will be reviewed. The 

chapter will conclude by addressing implications for practice and future research.   
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Table 1: Overview of the main findings of this thesis  

Objective  Finding  Chapter 

Identifying  

motivational profiles  

Medical specialists’ motivation for work was classified in four 

motivational profiles:   

a) high autonomous and moderate controlled (23.4%), 

b) high autonomous and low controlled (30.4%),

c) moderate autonomous and moderate controlled (29.9%), 

d) moderate autonomous and low controlled (16.3%).

2 

Unravelling the 

association between 

motivational profiles, 

basic psychological 

needs and 

motivation for 

lifelong learning  

The motivational profiles with a high score on autonomous 

motivation had a positive association with lifelong learning.  

2 

Autonomy and competence were the most important factors 

facilitating autonomous motivation for work and motivation for 

lifelong learning among medical specialists.   

3 

Identifying factors 

influencing the work 

motivation of 

medical specialists  

Five themes were found to be of influence on specialists’ 

autonomous work motivation:   

a) Working with colleagues can influence motivation both positively 

(when covering each other’s tasks or having a laugh together) and 

negatively (when collaboration or communication is difficult or 

awkward),   

b) Patient care in itself can influence motivation positively but also

negatively (for example when faced with poor patient outcomes) but 

patientcare in combination with teaching stimulates motivation,   

c) Work environment (like having no autonomy in organizing one’s 

agenda, administrative tasks, delays and inefficiencies etc.) 

influences motivation negatively    

d) Organizational aspects like shortage of resources and personnel

influence motivation negatively, and 

e) Technical issues influence motivation negatively .

4, 5 

Basic needs frustrating factors which influence motivation negatively 

are mainly tasks and organizational processes that distract from 

patient care or that compromise the quality of care.  

4, 5 

Temporary negative effect on motivation in a particular situation is 

surmountable, if there is good quality of contextual motivation.  
5 

159

GENERAL DISCUSSION



Uncovering coping 

mechanisms   

Three coping narratives were found. Two narratives about fulfilment 

of autonomy: a narrative of acceptance and a narrative of reinstating 

autonomy. One coping narrative was about the fulfilment of 

relatedness: a narrative of relationships.   

6 

As specialists grow older and more experienced in their work field, 

they feel that there is more fulfilment of autonomy and relatedness 

(especially in personal relationships).   

6 

Interpretation of main results 

Motivation and Identifying motivational profiles 
In chapter 2 and 3 medical specialists’ motivation for work and lifelong learning was measured 

and four motivational profiles were identified: a) high autonomous and moderate controlled 

motivation (HAMC), b) high autonomous and low controlled motivation (HALC), c) moderate 

autonomous and moderate controlled motivation (MAMC) and d) moderate autonomous and 

low controlled motivation (MALC). Previous research, among medical students and pharmacists, 

reported four motivational profiles that were classified in a balance of good and poor quality 

and high and low quantity of motivation (see Table 2).[1-3] Overall, specialists have a moderate 

to high score on AM and a moderate to low score on CM. This can be considered positive as per 

SDT because AM and the combination of High Autonomy and Low Controlled motivation are the 

most desirable states of motivation.[4-7]  

Nevertheless, a rather high percentage (more than 50%) of the participating medical specialists 

had motivational profiles that are generally associated with a higher risk of poor resilience, 

lower (academic) performance, and lower quality of patient care, as they scored higher on CM 

than desired.[3-8] Interestingly, we found demographic differences in the scores on the different 

types of motivation. Figure 1 depicts these factors. In our sample, specialists below the age of 50 

scored higher on AM. Specialists with less than 15 years of experience scored higher on CM, 

which has also been found among pharmacists.[1] Pharmacists with less than 10 years of work 

experience had negative association with participation in CE.[1] Specialists’ perception of 

competence is crucial. Medical specialists gain mastery as they build up their experience. 

However, our findings suggest that the older and more experienced medical specialists are, the 
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more likely they are to score lower on AM. This means that they are less autonomously 

motivated for work than younger medical specialists. It could be that the challenge in work 

declines when a specialist is more experienced and the interventions become more 

routine.Experiencing this challenge might be a factor that positively influences autonomous 

motivation.  

Table 2: Overview of different motivational profiles among pharmacists, medical students and medical 

specialists with mean scores on AM and CM from the literature.   

Reference  Sample Range of 

scores 

Hgh quantity 

profile 

Good 

quality 

profile 

Poor 

quality 

profile 

Low 

quantity 

profile 

Tjin A Tsoi 

et al.[1]  

Pharmacists  AM  

(Scale 1-5) 

3.79 

(high) 

3.60 

(high) 

3.05 

(low) 

2.52 

(low) 

  CM  

 (Scale 1-5) 

  Percentage pharmacists per profile 

2.97 

(high) 

26.8% 

1.68 

(low) 

31.8% 

2.16 

(high) 

22.8% 

1.19 

(low) 

18.6% 

HIHC profile HILC 

profile 

LIHC 

profile 

LILC profile 

Kusurkar 

et al.[2]  

Medical 

students  

AM  

(Scale 1-7) 

5.70 

(high) 

5.07 

(high) 

4.63 

(low) 

3.85 

(low) 

  CM  

 (Scale 1-7) 

  Percentage medical students per profile 

4.96 

(high) 

25.2% 

2.90 

(low) 

26.1% 

4.64 

(high) 

31.8% 

2.82 

(low) 

16.9% 

HAMC profile HALC 

profile 

MAMC 

profile 

MALC profile 

Van der 

Burgt et 

al.[3]  

Medical 

specialists  

AM  

(Scale 1-7) 

6.34 

(high) 

6.37 

(high) 

5.22 

(moderate) 

5.09 

(moderate) 

  CM  

 (Scale 1-7) 

  Percentage medical specialists per  profile 

4.16 

(moderate) 

23.4% 

2.74 

(low) 

30.4% 

3.75 

(moderate) 

29.9% 

2.43 

(low) 

16.3% 
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Figure 1: Demographic factors that are associated with motivation for work and CPD 

Unravelling associations between basic psychological needs, work 

motivation and motivation for CPD  
In chapter 3 of this thesis the associations between autonomy, competence, relatedness, work 

motivation (AM and CM) and motivation for lifelong learning were studied. Figure 2 depicts these 

associations as an addition to figure 1. Autonomy and AM were positively associated as was  

competence  with motivation for CPD. However, no significant associations were found for 

relatedness, which could be because relatedness was difficult to measure quantitatively among 

this target population. In the qualitative studies (chapter 4, 5, 6) relatedness was important for 

the motivation of medical specialists but it was expressed more as a “desirable” thing, than a 

“critical requirement”.  
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Contrary to our expectations and SDT claims, CM and motivation for lifelong learning were not 

negatively associated with each other. This phenomenon has also been reported among 

pharmacists.[1,8] Overall, autonomy and competence seem to be the most important basic 

psychological needs for medical specialists. However, autonomy is hampered the most in the 

current healthcare system which might be due to the dominance of rules and regulations.  

Motivation for work and learning 
AM for work was positively associated with motivation for CPD, it also functioned as a mediator 

between autonomy and motivation for lifelong learning. These results are in line with the SDT 

and our expectations.[4,9,10] When a specialist scores moderate to high on AM for work he or 

she is more likely to engage in updating his or her knowledge and skills.[11,12,13] Also, the 

possibility of the basic psychological needs as predictors for learning outcomes (in this case, 

CPD) is supported by earlier studies conducted in different contexts with residents, health 

workers, nurses, pharmacists, and across different cultures within SDT.[8, 11-18   

Medical specialists in our sample had a high score on motivation for lifelong learning and CPD. 

More experienced specialists scored higher on motivation for lifelong learning. An explanation 

might be that new developments in the field that they have mastered create excitement to 

improve even further. On the other hand, the work in itself might be challenging enough for less 

experienced specialists. They might be less motivated to engage in additional learning because 

they are trying to master their everyday work. When daily work becomes more routine, the 

content might become less interesting making it less fulfilling. Work context or situation may not 

always allow time for CPD. This finding raises concern as it implies a shift from high AM and low 

CM toward moderate AM and moderate CM. This is especially important since both high AM 

profiles show significant positive results on motivation for lifelong learning. Thus, a shift from a 

high to a moderate motivation profile means that quality of motivation for work is getting 

hampered. Females and surgical specialists were mostly represented in the HAMC and HALC 

profiles. Females usually have a higher score on AM than males, especially for learning.[2,4-7,9, 

19, 20] This is echoed in research among pharmacists, where females were mostly found in the 

high quality profile which is the profile with a high AM score.[1] The reason for this gender 

difference is not known. Surgical specialists need to make on the spot decisions on a daily basis 

in the operating theatre. This might explain surgical specialists feeling more autonomous and 

competent. The fulfilment of both of these needs enhances autonomous motivation.    

Learning and professional development are mentioned as energy sources.[1,8] They stimulate 

the right type of motivation and attitude [1,8]. Besides knowledge and skills, professional 
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development should also emphasize professional values, self-reflection and collaboration which 

in turn might lead to a higher quality of patient care.[21]  

Figure 2: demographic factors and autonomy, competence and relatedness that are associated with 

motivation for work and CPD. Add on to figure 1. 

Educational activities should be customized to medical specialists’ basic psychological needs. 

Each individual differs in their fulfilment of basic psychological needs.[4,7,13,22-25]  Specialists 

can carefully map out and manage their professional development path so that it aligns with 

basic psychological needs requirements. Organizations, institutes or hospital Boards can find 

guidance for the required environment to stimulate fulfilment of the basic needs.[1,8] The CE 
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system including (training) courses, e-learning modules, and other formats for medical 

specialists should be set up to support autonomy, competence, and relatedness.[1,8]  

Identifying factors influencing the work motivation of medical specialists 
To acquire more insight into what influences medical specialists’ motivation on a daily basis, i.e. 

situational motivation, qualitative studies were conducted. These studies aimed to identify the 

factors and mechanisms that influence the situational motivation of medical specialists and are 

described in chapter 4 and 5.  

Critical incident: Reflexivity on the research process of chapter 4 and 5 

Chapter 4 is a first exploratory descriptive study in which factors influencing motivation 

were identified and the qualitative design of this study was tested. Because there is no fixed 

protocol for qualitative research we first wanted to pilot this study design and see whether 

changes in motivation could be observed.  

After observing six specialists we reached data sufficiency and thus had enough information 

to reflect on the research design and decide whether we needed to make changes for the 

larger study.  

For the second qualitative study we adapted our study design from the pilot study as is 

described in the appendix of chapter 4.   

We wanted an insight into the various elements of and mechanisms behind the motivation, 

across more specialties and in different hospitals. Therefore we conducted a larger 

qualitative study, with more and all new participating medical specialists, described in 

chapter 5.  

Although chapter 5 builds on chapter 4 the studies differ from each other in method, 

participants, context and research questions. These studies are therefore written up and 

published separately. Because the results of both studies build on each other they are 

discussed together in this general discussion chapter. 
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Issues stimulating and/or frustrating motivation could be classified into themes: 1) technical 

issues, 2) working with colleagues, 3) patient care, 4) work environment, 5) organization. All 

themes identified in both studies are depicted in figure 3.  

Frustrating (basic psychological needs frustrating) themes 
Recurring technical problems gave rise to basic psychological needs frustration, e.g. 

malfunctioning equipment in the operating theatre or outpatient department.  Further, medical 

specialists were not content with the information technology systems, like the electronic patient 

file system.  Medical specialists found the IT systems, like the electronic file system, impractical 

and misaligned with their needs.  Medical specialists also perceived diminished autonomy in 

which system they had to work with. This sometimes resulted in difficulties in carrying out their 

work effectively, further frustrating their need for competence. Different factors in the 

organization were experienced as frustrating the basic needs. Lack of autonomy in organizing 

one’s own schedule was the most important and frequently mentioned factor. Medical 

specialists were frustrated with the overall way the entire healthcare system works. Long 

working hours, having obligatory meetings at inconvenient times (like at the end of the day), 

having barely 10 minutes per patient, administrative and management tasks without any prior 

training, lack of resources at the hospital were mentioned as factors negatively influencing 

motivation. These included a lack of facilities to catch up on sleep during night shifts or to 

exercise and lack of on-site day care facilities for children were mentioned as factors negatively 

influencing motivation. Similar factors influence the wellbeing of medical residents.[17,18] 

Within the theme of the work environment a heavy clinical load was identified as a barrier for 

teaching.[26,27] Combining clinical duties and teaching (implicitly or explicitly) might provide an 

optimal stimulus for motivation. In the relationship with colleagues and working together, poor 

communication, lack of support and not sharing experiences was experienced as frustrating the 

basic psychological needs. Finally, patient care has negative influence when faced with poor 

patient outcomes.  

Motivating (basic psychological needs satisfying) themes 
Motivating experiences while working with colleagues included active support at work, 

discussing difficult cases and sharing expertise. Collaborating towards a better healthcare 

outcome by complementing each other’s strengths was perceived as most motivating. 

Patientcare and within that, variety in the cases, was experienced as the most motivating. When 

combined with teaching, patient care was even more motivating.. The need for autonomy could 

be fulfilled as the specialist was able to decide on the treatment and was in the lead; the need 

for competence could be fulfilled as the specialist was able to provide the best care according to 
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him/her and because of knowledge transfer; and the need for relatedness could be fulfilled 

because the specialist could relate to his/her patient and resident. Teaching(i.e. knowledge 

transfer) has been previously identified as motivating as it can provide intellectual satisfaction, 

enhance personal skills and the physician can be a role model. [26-30] Additionally, through by 

teaching a specialist can keep abreast of changes in the medical practice, which can also be 

motivating.[26-30]  

Figure 3: Factors hampering basic psychological needs.  

A second aim of the study in chapter 5 was to gain insight into the effect of situational 

motivation (motivation of a medical specialist for the different daily tasks at work) on the 

contextual motivation (motivation of a medical specialist for medical practice in general) of the 

specialists. Regularly engaging in autonomously motivating activities (at the situational level), 

together with experiencing their beneficial consequences plays a role in facilitating contextual 
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autonomous motivation .[4-6,31] Therefore persistent frustration of the basic needs at the 

situational level can negatively influence the contextual motivation of specialists. This in turn 

can decrease specialists’ wellbeing, performance and thus quality of patientcare and increase 

preventable adverse events.[21,22,25,32-38]  

Combining all results of this body of work provides a broad picture (depicted in Figure 4) of the 

mechanisms underlying medical specialists’ motivation. At the situational motivation level there 

are quite some factors that influence motivation negatively. Since the situational and contextual 

motivation can influence each other it is important to stimulate AM among specialists at both 

levels of motivation.   
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Figure 4: Mechanisms underlying medical specialists’ motivation combining figures 1, 2 and 3

169

GENERAL DISCUSSION



Unravelling coping mechanisms 
Chapter 6 provides insight into how medical specialists are able to cope with factors that 

frustrate the basic psychological needs, which can negatively influence motivation and produce 

stress. Three coping narratives were found.(see Table 3) The specialists constructed these to 

cope with the basic needs thwarting factors.   

Table 3: Overview of coping narratives of the medical specialist in the U.S.  

Coping narratives 

Narratives about the fulfilment of autonomy Narrative about the fulfilment of 

relatedness 
1) The narrative of acceptance 
We recognized narratives of acceptance, in
which specialists coped with daily stressors 
by accepting them and accepting that they 
themselves had no influence over the
stressors. 

3) The narrative of relationships 
The third narrative we found is about 
togetherness and relationships, both at 
work and at home. 

2) The narrative of reinstating autonomy
A second narrative that we recognized was 
one of regaining autonomy. Medical 
specialists actively try to gain autonomy over 
their tasks and daily schedule despite the 
‘administrative jungle’ and other threats to 
their professional autonomy. 

 Two of the coping narratives were about a search for the fulfilment of autonomy. The first is 

called the narrative of acceptance and the second is called the narrative of reinstating 

autonomy. In the narrative of acceptance, medical specialists framed stressors and factors 

frustrating the basic needs as established parts of their daily reality and accept this reality. This 

coping narrative helps specialists accept that they have no influence on basic needs frustrating 

factors.  Acceptance might be a successful narrative to sustain motivation in the short term. 

However, another solution is needed for sustaining motivation in the longer term.   

The second coping narrative might be a more sustainable coping mechanism. The narrative of 

reinstating autonomy, demonstrated that medical specialists take action to regain autonomy on 

their time schedule and responsibilities, especially when it comes to protecting their patientcare 

duties. This could mean that they opt out of other duties or tasks when these start 

compromising time for patientcare. These two coping narratives can be linked to Covey‘s (2003) 

circle of influence and circle of concern (see figure 5). Circle of concern includes all concerns a 

person can influence and also those that he cannot influence. The latter may be under the 
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influence of the department, institution, profession or Government.[39] Within this circle is the 

circle of influence, which includes the concerns that a person can influence.[39] Specialists 

should primarily focus on changing concerns that are within their circle of influence, which can 

be linked to the narrative of reinstating autonomy.   

The narrative of acceptance is constructed for issues that lie in their circle of concern, and not 

the circle of influence. Changes in such concerns should be initiated or channelled through 

people in the organizations responsible for them, i.e. people who do have these issues in their 

circle of influence. Specialists can work towards expanding their circle of influence by organizing 

mentors for themselves who have the power to change things or can coach them to do so. Thus 

the narrative of acceptance can be replaced with the narrative of reinstating autonomy by 

making use of the narrative of relationships at work. The narrative about relationships 

demonstrated that specialists felt relatedness in their private life. Relatedness with colleagues 

was lacking. By networking with colleagues to influence the issues in their circle of concern, 

specialists can connect with each other, thus also fulfilling relatedness at work.   

Apart from these coping mechanisms medical specialists highlighted age as an important factor 

associated with coping with stressors. Specialists stated that their autonomy grew with their age 

and experience as they had more choice in duty obligations and more control over their 

personal and professional life balance.  

The coping mechanisms may be used consciously or unconsciously, but they still ensure that 

issues are surmountable in the moment and, in the longer term, that motivation for medical 

practice can be sustained. In turn, this improves physicians’ wellbeing, performance and 

therefore the provided quality of care.[21,30,33,36-43]  
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Figure 5: Covey’s circle of concern and circle of influence.  

Similarities and differences between medical specialists in the 

Netherlands and the United States  
Both Dutch and American specialists, in the group that we studied, had good or high scores on 

autonomous work motivation. The factors that motivate specialists for their daily work were 

common to both contexts and cultures. The love for patient care, especially the challenge in 

finding the right diagnosis and treatment, was inherent to being a medical specialist. The factors 

negatively influencing the motivation of American specialists could be classified into three 

themes: delays and inefficiencies, administrative jungle and poor patient outcomes.  
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Table 4: Overview of similarities and differences of factors influencing motivation among Dutch and 

American specialists.  

NL US 

Positive +  • High score on AM 

• Challenge in finding the right

diagnoses and treatment 

• High score on AM 

• Challenge  in finding the 

right diagnoses and 

treatment 

Negative - • Delays and inefficiencies 

• Administrative jungle

• Poor patient outcomes 

• Time pressure in daily

schedule 

• Delays and inefficiencies 

• Administrative jungle 

• Poor patient outcomes 

• Time pressure related to

turnover time between

surgeries 

• Colleagues not 

communicating about 

patients arriving in clinic 

Other  • Vocal about what changes 

they would like 

• Humble and grateful to

work in a prestigious 

hospital 

We found two important differences between Dutch and American specialists. Time pressure 

was a common denominator among the Dutch and American specialists, but they experience in  

different areas of the healthcare system. Dutch specialists experienced time constraints in 

consulting with a patient. This was due to fixed time slots and meetings at a fixed time already 

defining the schedule for the day. American specialists experienced too much turnover time 

between operations, which was not mentioned as a problem in the Netherlands. Colleagues who 

did not communicate to a specialist if a patient had arrived in clinic were mentioned as a 

problem.  

Secondly, when we asked the specialists how they would change their working environment if 

they had the opportunity to create an ideal workplace. Dutch specialists in our study were very 

vocal about the changes they would like to make to the workplace. In spite of the difficulties 

they face, the American medical specialists in our group were mostly humble and grateful for 

having the chance to work in the prestigious hospital, and did not have any suggestions for 

improvement. Academic environment and prestige in which society holds an institution have 

been identified as reasons to stay at a particular hospital and to be satisfied with the job.[45-47]  
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Taking a broader perspective into account 

General context 

The results of this body of work need to be placed in a broader context. Not only medical 

specialists but professionals, such as medical doctors, veterinarians, judges, lawyers, professors 

and teachers, are facing substantial changes in their professional environment, including 

changing client demands and preferences, new technologies, fiscal stress and budgetary 

constraints.[46] These developments have far-reaching effects.[46] Professional services and the 

quality of these services are deteriorating. Speed and efficiency have become major drivers 

while time and attention for clients have been severely reduced.[46] Given the dynamic situation 

of changing work contexts, it is a challenge for professionals to maintain a proper balance 

between job demands and resources in order to remain a healthy, happy, motivated and 

productive professional.[46,47] When professional knowledge, development, norms, identities 

and competencies do not match tasks, duties and challenges, the quality of services and social 

effects are negatively affected.[46-48] This mismatch may occur in several fields, each of them 

potentially jeopardising the professionals performance. This is also known as the goldilocks 

principle which has been discussed before in this thesis. The goldilocks principle is also known 

as the Yerkes-Dodson law.[49] This law states that a relationship between stimuli and 

behavioural task performance exists, such that there is an optimal level of stimulus for an 

optimal performance.[49] Over- or under- stimulation reduces the performance.[49] Public trust 

in physicians is increasingly challenged and physicians’ professional performance is seen as 

crucial in improving patient care.[37,38,50-55] 

Job demands and resources model 
As already mentioned in the introduction of this thesis, the Job demands-resources (JD-R) 

model is related to CPD or work engagement.[56] The JD-R model describes the relationships 

between work characteristics, work outcomes (i.e. health, well-being and performance) and 

personal characteristics.[56] Job resources are physical, psychological, social or organizational 

aspects that reduce job demands and the associated costs and are functional in achieving work 

goals or stimulate personal growth, learning and development.[57]  Within this thesis we have 

focussed on motivation, CPD and coping with stressors of medical specialists. The motivating 

and frustrating factors that we have found can fit in the JD-R model as job demands or 

resources. However SDT allowed us to study the mechanisms underlying these factors and how 

these influence motivation or CPD. We have found that autonomy and relatedness are important 

basic psychological needs for medical specialists to sustain their autonomous motivation for 

work or CPD. Autonomy is described in the JD-R model as one of the job resources that can 
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positively influence work-engagement and work related wellbeing. [17,18] In line with not only 

SDT but also the job demands and resources model, the comments about performing well and 

fitting the pieces of the puzzles together for a patient’s treatment makes it possible for 

specialists to handle a busy day or a negative event. It shows that these resources make a 

physician capable of buffering the impact of job demands.[17,18,47] The same goes for learning, 

as this is or can be seen as an energy source.   

Professional performance 
Professional performance of medical specialists is complex, it refers to both functioning and 

achieving, process and outcome. Physicians professional performance is seen as crucial in 

improving healthcare. The key to high professional performance is not only motivation but also 

striving for excellence, humanistic practice and showing accountability for one’s 

actions.[37,50,55] CPD can be seen as a part of striving for excellence. Qualities of excellence are: 

having good clinical skills and cognitive abilities, establishing good professional relationships 

with peers, colleagues and patients, being highly committed to patient care and being 

adaptable.[37,50,53] It is the combination of these qualities that makes for excellence in patient 

care, thus the key is to integrate them and apply them simultaneously in specific 

situations.[37,52-54] Modesty enables physicians to keep learning and improving in everyday 

clinical practice.[37,52] In addition, being open to others enhances physicians’ communication 

and collaboration skills and helps them to build good relationships with peers and patients, i.e. 

relatedness.[37,51,55] By consistently remaining committed to developing, applying and 

(transferring) knowledge and by being reflective practitioners, medical specialists are lifelong 

learners, i.e. engaging in CPD.[37,50-55] Humanistic practice is about physicians practicing 

medicine from the perspective of shared humanity. It enables empathy and compassion and 

trust to arise in the caring relationship. Physicians experience humanistic practice to be the why 

of their work, that is, the hart of being a doctor. Humanistic practice also implies acknowledging 

the physician as a person, not merely as a skilled technician.[37,38] The same goes for 

colleagues and all other health care professionals that specialists work with. Distress 

experienced by physicians such as depression, burnout, reduced sense of wellbeing decreases 

the ability to emphasize. Time pressure is a major distress factor that is much quoted in 

scientific literature. Not having enough time to perform properly is usually mentioned as an 

obstacle. This is in alignment with our findings. Accountability for one’s own actions helps to 

maintain or obtain not only patients’ trust but also colleagues’ trust in an individual medial 

specialist. Physicians complain about the increased regulatory pressure that the demand for 

accountability has created. Specialists think they are spending too much time on record-keeping 

and administration rather than providing direct patientcare.[37] The medical profession can 

make things easier for itself and in fact is already doing so by launching initiatives to reduce 
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bureaucracy in patient care.[37] Accountability is not about providing figures or emphasis on 

management and control. It means getting back to what rules and agreements actually mean 

and the original purpose they were drafted for.[37] Accountability also means getting rid of what 

does not work and is of no proven value to the quality of care. Hospitals as well as their 

supervisory bodies and medical specialty societies must also ensure that physicians 

autonomous motivation and professional performance is sustained and play a role in their 

work.[37]  

A complex adaptive system and polarity thinking 
It is increasingly emphasized that effective healthcare must be grounded in a non-reductionist 

paradigm focused on understanding relationships and taking a flexible approach to problem 

solving.[58]. A complex adaptive system (CAS) is a collection of individual agents with freedom 

to act in ways that are not totally predictable, and whose actions are interconnected so that one 

agent’s actions changes the context for other agents.[58] Within a CAS complex 

interrelationships between multiple dynamic influences occur. Complex events or 

interrelationships are multidimensional and have the features of high uncertainty and 

disagreement.[58] Complex problems require a range of strategies that facilitate timely 

implementation of good-enough solutions that can be modified as feedback and new 

information become available. Many aspects of healthcare in the 21st century are the epitome of 

a complex adaptive system.[58] 

In healthcare, complex events are still governed by basic rules, i.e. people with diabetes have 

problems regulating insulin production but are also influenced by a myriad of conditions, 

features and forces.[58] Environment, social pressures, and parental awareness become 

important influences that modify, and in turn are modified by a child’s diabetes.[58] The 

healthcare system is constantly being influenced by and adapting to its environment. This 

makes working in a healthcare system challenging for a professional. Within the healthcare 

system these challenges are usually faced as problems that need to be solved. Polarity thinking 

complements that problem solving mindset with another way of thinking.  

Polarities are free energy-interdependent pairs of values or points of view, called poles, that are 

very different, and may appear as opposites and competitive yet need each other over time to 

reach a higher purpose or outcome that neither can reach alone.[59] Different polarities are at 

play in the healthcare system. Some examples are; when the focus is on individual competency, 

it is harder to focus on team competency, when staff do not have good partnerships with each 

other, it is harder to have partnership with the patient, When the focus is on productivity, it is 

harder to focus on relationships and critical thinking, When the focus is on margin/money, it is 
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harder to focus on mission/quality. These are ongoing polarities that never go away and are 

interdependent. [59,60] However each of these poles has often been seen as a problem to be 

solved. In organizational systems (i.e. a hospital) the coexistence of these different yet 

interrelated poles is commonly experienced as tension.[59,60] Polarity thinking entails a “both-

and” mindset rather than “if-then” thinking or “either-or” solutions in managing these tensions 

or dilemmas.[60] Each of the poles bring positive outcomes to the overarching goals to be 

achieved. Emphasizing one pole at the expense of the other will result in negative outcomes.[60] 

As seen in the results of this thesis medical specialists emphasize autonomy and dislike direct 

control where quality and safety are concerned. However medical standards and accreditation 

norms require collective standardization within a healthcare organization and the sector as a 

whole. This is an example of polarities too. In the clinical settings, organizations are addressing 

the many problems associated with quality while faced with increasing government and 

credentialing demands, decreasing reimbursement, inadequate staffing and little time or 

resources for continuing education. Understanding polarities can change this reality. While 

solving problems in health care systems one should take polarity thinking into account .  

Conclusions 

Two main conclusions can be drawn from this thesis. The healthcare environments investigated 

in this thesis are not conducive to basic psychological needs fulfilment of medical specialists. 

Patient care and teaching are the most motivating for medical specialists whereas most 

frustrating factors are mainly tasks and organizational processes that distract from patient care 

or that compromise the perceived quality of care. A work environment for medical specialists 

that includes sufficient time for patient care and transferring knowledge (teaching), where 

specialists feel autonomy to organize their workday, connected to their colleagues, and properly 

equipped and supported for technological difficulties optimizes motivation in daily work. 

Therefore a more motivating and basic-psychological-needs-supportive work environment for 

medical specialists designed preferably in collaboration with the specialists is needed. By 

optimizing the work environment of medical specialists, quality of patient care and wellbeing of 

specialists can improve.   

The fast changing healthcare system creates challenges for medical specialists and their 

continuing professional development (CPD). Increasing knowledge and technical- and ICT-skills 
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need to be acquired and implemented in daily practice. On the other hand societal demands like 

legislations, accountability and evaluation of quality of daily practice also need to be introduced 

and implemented. This creates a field of tension in prioritizing these issues and daily tasks with 

possible consequences for quality of care.   

The second conclusion is that a person-oriented approach which pays attention to basic 

psychological need satisfaction is necessary while designing  systems to increase knowledge 

and skills with various training forms to support the necessary continuous professional 

development. Additionally, the needs of medical specialists are not met optimally. These factors 

and differences should be taken into account when designing interventions to optimize 

specialists’ motivation and CPD possibilities. Then, specialists can map their own individual 

path for CPD which is in alignment with their needs.   

Strengths and limitations 

The strengths of this thesis are the combination of quantitative and qualitative methods used for 

generating a deeper insight into medical specialists motivation, the timeliness of this research 

when well-being of specialists is an emerging concern, and the use of a strong theoretical 

framework.   

There are several limitations associated with this research that relate to sample size, possible 

positive bias of the sample and context. The quantitative studies yielded a response rate of 12% 

which was sufficient for finding significant differences according to the power calculations, but 

overall the response rate was still low. The SEM two-step factor score regression analysis was 

used as it is specifically used for a small sample size. Chapter 4 being a pilot study had few 

specialists, but did reach data sufficiency for that research question. It was meant to provide the 

background for developing the research protocol for the other qualitative studies in chapter 5 

and 6.  

A possible response bias may have influenced the findings, especially the findings related to 

motivational levels. Using snowball sampling as the sampling technique in the qualitative 

studies may have led to a more motivated sample of medical specialists than the general 

population. Our participants may have identified colleagues feeling the same way as they do, 

therefore not providing us with an adequate and representative sample. This could give a more 
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positive picture of medical specialists’ motivation. If indeed we had more motivated specialists 

we could project that these factors are even more important for less motivated specialists.  

Another limitation is that this work is based on cross-sectional research. Longitudinal research is 

necessary to further investigate the development of motivation of medical specialists during 

their career. A longitudinal study would have allowed us to also identify changes in motivation 

or participation in CPD. A final limitation is that we cannot claim generalizability of our results. 

We conducted the research in the Netherlands and the US and found similar factors influencing 

motivation. However, the small differences between Dutch and American specialists in 

experience of stressors alludes to the differences in motivation in other cultural contexts.   

As is common in qualitative research, transferability of the results is possible. Because of above 

mentioned limitations it is difficult for us to generalize our findings to the entire medical 

specialist population in the Netherlands and the U.S. 

We chose to use the framework of Self-determination Theory for all chapters in this thesis. We do 

not, by any means, claim to be complete in our approach towards this topic. But using one 

theory as a common theme in the entire thesis helped us to study this topic more deeply rather 

than broadly.  

Recommendations / Implications 
Based on our research several recommendation can be formulated (Table 4).   

Organizations are becoming aware of a different approach to implement changes: focusing on 

how to effectively foster and support high-quality autonomous motivation instead of using 

extrinsic motivators like rules and regulations.[61] This change in focus is supported by previous 

research suggesting that causes contributing to the onset and continuation of poor performance 

also include organizational and cultural aspects.[61-64] Contexts that are controlling by 

pressurizing people with incentives, deadlines and punishment have been found to diminish 

AM.[14,23,36] Changes and improvements can be better designed and implemented in 

collaboration with employees, in this case the medical specialists. Specialists know what they 

need the best and also what is necessary on the work floor. Building opportunities for cultivating 

relatedness at work is highly recommended.     
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Table 4: Recommendation on organizational, departmental and individual level.  

Recommendations 

Organizational level Departmental level Individual level 

• More tailored continuing 

professional 

development pathways 

should be created for and 

with medical specialists 

where they can decide 

themselves whether and 

how to fulfil their 

individual motivational 

needs for AM for work and 

motivation for lifelong 

learning. 

• Diverse learning formats 

should be offered, like 

hands-on courses, e-

learning, workshops etc.,

which would enable 

specialists to make

choices in their learning. 

• The different learning 

formats should also

support autonomy 

competence and 

relatedness. 

• A culture should be

created at the workplace

encouraging specialists to 

openly discuss their 

frustrations and address 

others’ behaviours and 

attitudes when necessary.

• Facilities (e.g. gym,

meditation room) to

release stress should be

created at the hospital. 

• Workload, mainly 

administrative tasks should be 

diminished. E.g. by having 

scribes, who work alongside a 

medical specialist to make

notes. 

• For technical issues setting up a 

helpdesk available at all times 

and having experts on standby

is recommended. 

• Specific training on how to

work with new software and 

systems should be organized. 

• Specialists, as the end users, 

should also be involved in 

designing new technical

systems. 

• To diminish the influence of 

age on motivation and 

perceived relatedness the 

pressure of tasks and 

responsibilities should be

divided more equally among 

older and younger specialists.

• Departments should facilitate 

mentor or coaching programs 

as these can provide a first step 

towards more relatedness

among specialists. When

possible it is even better to

facilitate this program across

departments. This provides the

opportunity to learn from best 

practices in other departments 

and it can enhance relatedness. 

• Specialists should be

provided the

opportunity to carefully 

map out and manage 

their professional

development path so 

that it is aligned with

their requirements.

• An interprofessional

team training together 

with other healthcare

providers e.g. nurses,

pharmacists, 

physiotherapists,

should be available for 

all professionals 

working in the hospital 

setting as this can 

support and improve

collaboration and 

communication and 

relatedness. 

• Medical specialists 

should also learn from

each other’s 

experiences and best

practices, and exchange

tips and tricks in coping 

with stressors, basic 

need frustration and 

poor wellbeing. 
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The way forward: a research agenda 

The results of this thesis create new research questions. Follow-up research is essential. An 

overview, divided into topics is provided below.   

Generalization of findings 
As we have conducted our research mostly in the setting of the Netherlands and from a 

constructivist stance, we acknowledge that the truth is in a constant state of revision. We 

recommend studying medical specialists’ motivation for work in other contexts to be able to 

generalize knowledge about the issues discussed in this thesis. It would also be interesting to 

find out if the results are applicable to other healthcare professionals, e.g.  residents, nurses, 

general practitioners.   

Motivation 
Further research on the basic psychological needs among medical specialists would be a next 

step in working toward an environment that stimulates the most desirable motivational profile 

and, in turn, motivation for lifelong learning in healthcare.  

Another important step for future research would be to compare the motivational profiles found 

in this study with medical specialists’ learning behaviours and the association with patient 

related outcome measures (PROMs).  The work on coping narratives could be extended to other 

highly demanding professions like firemen, police force, sports and army.   

Interventions  

Designing CE activities to stimulate the most desirable type of motivation with a customized 

approach is a start in creating an effective CE/CPD system, however more understanding is 

needed about a CE learning climate that fosters the autonomous-oriented (high AM and low CM) 

motivation profile. For future research it would be interesting to find out which solutions 

actually work, are appreciated by the specialists and are easy to implement.   

Teamwork 
As the healthcare context is constantly changing new contexts call for teamwork and 

collaboration, innovation and leadership. In light of polarity thinking, the individual/team 

polarity is a great challenge today. This is because historically, whether in education or practice, 

the focus has been more on the individual competency pole than the team competency. 
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Clinicians often come from an academic setting to the clinical setting with little experience in 

team competency and with little practical knowledge and skills for the delivery of integrated 

services. Therefore, teamwork is becoming more important in a patient-centred healthcare 

system, increasing the need for research on teamwork, particularly on  interprofessional 

collaboration. Relatedness could be  of influence on teamwork.  As relatedness emerged to be 

an important factor and also difficult to measure quantitatively, more qualitative research on 

relatedness is necessary. 

Patient perspective/outcomes 
A final concept on the agenda for further research is taking into account the patient 

perspective/outcomes in research on motivation and teamwork.   

Final remarks 

With this thesis we expect to have added to the discussion of medical specialists’ motivation and 

provide hospital boards and other stakeholders with insight on creating the best work 

environment. Furthermore we hope to  provide specialists with guidance on being aware of their 

personal balance of basic psychological needs and on coping with issues that influence their 

motivation negatively. Sustaining medical specialists motivation for work is likely to promote a 

culture and environment of optimal performance which benefits CPD, specialist’s motivation 

and ultimately the quality of healthcare.   

Because of increasing rules and regulations, administrative tasks and management 

responsibilities specialists have less time for patientcare. However, patientcare and transferring 

knowledge are experienced as most motivating during a working day. Therefore let us all strive 

to promote and create a basic psychological needs supportive healthcare environment for 

maintaining motivated medical specialists, as we believe that a motivated doctor will deliver the 

best patient care.   
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CHAPTER 8 

Summary 



The aim of this dissertation was to enhance the understanding of medical specialists’ motivation 

for medical practice and continuing professional development. In alignment with this aim, 

different topics ranging from motivation as a dependent and an independent variable, the 

dynamics of motivation and associations between basic psychological needs, motivation and 

outcomes like wellbeing and lifelong learning have been covered in this thesis. Both quantitative 

and qualitative research methods were deployed in these investigations.  

Chapter 1  
The introduction provides the rationale for the research conducted. It starts with a brief 

explanation of terminology of continuing education (CE) , continuing professional development 

(CPD)  and lifelong learning and of the development of CE and CPD. An overview of motivation 

research among healthcare professionals shows that career motivation, job satisfaction and 

stress are the themes that are mainly addressed among medical specialists. Motivation for 

medical practice remains uninvestigated. Motivation is the key concept in this thesis and is 

described from  the perspective of the Self-Determination Theory (SDT). It states that 

autonomous motivation originates from within the person or is personally endorsed by the 

person and is the desirable type of motivation.  Controlled motivation results from internal and 

external pressures. Autonomous motivation benefits from the fulfilment of medical specialists’ 

needs for autonomy, competence, and relatedness. A hierarchical model of motivation 

comprises three levels: global, contextual and situational. At the global level, an individual has 

developed a general motivational orientation to interact with the environment. At the 

contextual level an individual has developed a motivation toward each life context (like 

education, work, leisure and interpersonal relationships). Situational motivation refers to the 

motivation individuals experience at a particular moment or in a particular situation. The 

rationale for using SDT is described. Evidence for the importance of autonomous motivation for 

work and CPD among medical specialists is discussed. To support medical specialists to 

maintain performance at their optimal level, optimal challenges need to be provided. Therefore 

the Goldilocks principle and the constructs of resilience and coping are discussed. The 

introduction concludes with a general problem definition, the aims and the research questions, 

the research paradigm, followed by an outline of the thesis.   

Chapter 2 
This chapter describes an exploratory research study that aimed to determine whether medical 

specialists have different motivational profiles and if these profiles predict differences in 

motivation for lifelong learning. This survey study among 193 (response rate 12.2%) medical 

specialists working in five hospitals in the Netherlands compared the quality of motivation 
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between the specialists and whether it was associated with demographic characteristics. By 

conducting a K-means cluster analysis four motivational profiles were identified: 1) HAMC profile 

(for High Autonomous and  

Moderate Controlled motivation), 2) MAMC profile (for Moderate Autonomous and Moderate 

Controlled motivation), 3) MALC profile (for Moderate Autonomous and Low Controlled 

motivation) and 4) HALC profile (for High Autonomous and Low Controlled motivation). The 

profiles are based on the combination of AM and CM in the specialists. SDT endorses a High 

Autonomous Low Controlled motivation profile as the one associated with the best learning, 

performance and well-being outcomes. In this study, the profiles that had a high score on AM 

had a positive association with motivation for lifelong learning. Most females (29.8%), specialists 

who work in an academic hospital (39.2%) and specialists with a surgical specialty (36.7%) were 

represented in the HALC profile. The existence of four motivational profiles should be taken into 

account while designing CPD formats to stimulate AM and lifelong learning in medical 

specialists.  

Chapter 3 
In this chapter a quantitative multi-site study is presented which further investigates the 

relations or associations between work motivation (AM and CM), motivation for lifelong learning  

and the basic psychological needs autonomy, competence and relatedness. Based on earlier 

literature and theory, we hypothesized a model. Structural Equation Modelling analysis was 

used as the analytical approach to discover significant pathways from the basic psychological 

needs to motivation for lifelong learning. A total of 193 (12.2%) medical specialists from five 

different hospitals completed an online survey comprising measurements of perceived 

autonomy, competence and relatedness, work motivation and motivation for lifelong learning 

as well as demographic data. Autonomy need satisfaction was positively associated with 

autonomous work motivation which in turn was positively associated with lifelong learning 

motivation. Competence need satisfaction and age were negatively associated with controlled 

work motivation. Competence need satisfaction was also positively related with lifelong 

learning motivation. No significant associations were found for relatedness. Selfdetermination 

theory states that fulfillment of autonomy, competence and relatedness is necessary for 

autonomous motivation. For specialists, autonomy appears to be very important for 

autonomous work motivation and hence lifelong learning motivation. Unfortunately rules and 

regulations are becoming increasingly dominant in healthcare and are likely to decrease 

autonomy among specialists. Autonomous motivation for work influences motivation for 

lifelong learning positively in medical specialists. For having autonomous work motivation, 

medical specialists need to feel autonomous in their work.   
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 Chapter 4  
This chapter presents a qualitative pilot study with the aim of identifying factors that influence 

the situational motivation of medical specialists during a working day. To this end, 6 medical 

specialists were observed for one day each and interviewed at the end of the day. Through 

selective coding and iterative discussion themes were identified and  finalized through 

consensus. Three themes were found to have influence on the motivation of specialists. Working 

with colleagues can have a positive or negative influence on motivation. Specialists felt 

relatedness and a positive influence on motivation when colleagues are willing to fill in for each 

other. Poor communication between colleagues decreases feelings of relatedness and has a 

negative influence. Being in control of one’s own schedule, through feelings of autonomy, has a 

positive influence on motivation. Technical issues negatively influence motivation. Initially these 

issues might be irritating but if they continue to exist they become a negatively influencing 

factor. Insight into the factors that influence a specialist’s motivation provides the opportunity 

to create the best possible environment for specialists at work, which can positively influence 

their situational motivation. This in the longer term can have a positive influence on their 

contextual motivation (overall motivation for their practice) and professional development. This 

is expected to be beneficial to the quality of the delivered healthcare. Factors that trigger and 

stimulate feelings of autonomy and relatedness, positively influence the situational motivation 

of a medical specialist and this can subsequently enhance their contextual motivation. A 

motivating work environment for medical specialists is one where they feel autonomous, related 

with their colleagues and where they encounter minimal disturbance from technical problems.   

In addition to answering the research question this pilot study provided us the opportunity to 

test the design of the study. In the appendix of this chapter the changes that were made to this 

design for the larger studies, that are described in chapter 5 and 6, are discussed.   

Chapter 5 
This chapter reports on a qualitative study with the aim of exploring what factors influence 

medical specialists’ motivation for practice and the interplay between situational and 

contextual motivation. Twenty two medical specialists from several disciplines and three 

hospitals in the Netherlands filled out a motivation questionnaire, after which they were 

shadowed for two days each ending with semi-structured interviews. Specialists scored high on 

autonomous motivation (5.6 on a Likert scale of 7). From the six themes found to be stimulating 

or hampering motivation, the combination of patientcare and teaching was the most important 

and stimulating one. This combination fulfils all three basic psychological needs at the same 

time. Factors that hamper motivation through frustration of autonomy and competence are: 

technical issues, non-cooperative colleagues, and not being in control of their own schedule 
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(e.g. because of administrative tasks). The interviews show that fulfilment of relatedness 

ensures that autonomous motivation at the contextual level can be sustained. Autonomy, 

competence and relatedness are important for specialists’ situational motivation. 

Fragmentation of medical practice and efficiency-orientation of the healthcare system makes 

fulfilment of these needs difficult. When factors negatively influencing situational motivation 

continue to exist for a long time, they can hamper contextual motivation. The results indicate 

that factors negatively influencing motivation are mainly tasks and organizational processes 

that distract from patient care. If the work environment of medical specialists is optimized for 

sustaining autonomous motivation, and wellbeing of specialists can improve.  

Chapter 6 
In the qualitative study that is described in this chapter the aim was to understand how medical 

specialists cope with stressors during their daily work by examining the link between factors 

influencing motivation negatively, and coping through the fulfillment of the basic psychological 

needs. This study was conducted in a hospital in Boston, the United States, using a 

constructivist approach in which knowledge is constructed through the interaction between the 

researcher and the researched. Fourteen specialists from several disciplines were shadowed for 

two days, a standard validated work motivation questionnaire (Multidimensional Work 

Motivation Questionnaire) was filled out and used for triangulation of data. After each 

observation day, participants were asked to draw a graph of their motivation level during this 

day. The graph was used for stimulated recall during semi-structured interviews which were 

conducted at the end of the second observation day to include the participant’s perspective. 

Through selective coding and iterative discussion the research team came to a consensus about 

the themes. Medical specialists construct different coping narratives to cope with a situation 

that is experienced as stressful or influencing motivation negatively. First, the narrative of 

acceptance that relates to fulfilment of autonomy was found. Within this narrative, specialists 

do not see themselves as having an active role in changing the situation or system. Demotivating 

factors are seen as an established fact; they are accepted as part of their professional reality. 

Secondly, the coping narrative of reinstating autonomy also relates to fulfillment of autonomy. 

By trying to find a balance in doing what needs to be done and having the time to do this in the 

right manner, specialists actively try to gain control over their tasks and daily schedule. The 

third coping narrative of relationships could be linked to fulfillment of relatedness. Specialists 

make clear that there is a need for more support and relatedness, but that it is hard to find a way 

to arrange this. Therefore, the support specialists receive and the relationships they have in their 

private lives provide them with some resilience to cope with the daily stressors experienced in 

their work. Autonomy and relatedness act as coping mechanisms to deal with moments of 
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pressure, demand or difficulty. Constructing these coping narratives enables specialists to cope 

with the stressors and factors influencing their motivation negatively. These coping mechanisms 

may be used consciously or unconsciously and ensure that issues are momentarily acceptable 

and, in the longer term, that motivation for medical practice can be sustained.   

Chapter 7  
This chapter contains a general discussion about the findings in this thesis. It describes the 

motivation for medical practice of medical specialists and the underlying mechanisms of factors 

that influence specialists motivation and how to specialists try to cope with these factors that 

are identified in this thesis and elaborates on the implications. The findings indicate that 

specialists’ motivation can be considered to be of good quality, despite the number of factors 

that influencing their motivation negatively. This thesis highlights the issues that medical 

specialists face on a daily basis in their aim to perform at their optimal capacity. Three coping 

narratives that specialists construct when they try to handle the factors that influence 

motivation negatively were found. Two narratives about fulfilment of autonomy and one 

narrative about fulfilment about relatedness. Furthermore this chapter provides a conclusion. 

The strengths of this thesis are the use of a strong theoretical framework and both quantitative 

and qualitative research methods to answer the research questions. An example of the 

limitations is the low response rate in the quantitative studies. Recommendations are provided 

at an organization level (i.e. more tailored CPD pathways), a department level (i.e. take of 

administrative tasks from specialists by scribes), and an individual level (i.e. learn from each 

other’s experiences). Finally areas for future research are described involving interventions, 

teamwork, and the patients’ perspective.    

Final remarks 
With this thesis we expect to have added to the discussion of medical specialists’ well-being, 

provide hospital boards and other stakeholders with insight into creating the best environment 

for specialists to work in. We also aspire to have provided specialists with guidance on creating 

awareness for their basic psychological needs and on coping with issues that influence their 

motivation negatively. Maintaining medical specialists motivation for work will promote a 

culture and environment of optimal performance which benefits CPD, specialists’ wellbeing and 

ultimately the quality of healthcare.   
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Samenvatting 

Het doel van dit proefschrift was om de kennis over en het begrip van motivatie van medisch 

specialisten voor de medische praktijk en professionele ontwikkeling te vergroten. In 

overeenstemming met dit doel zijn in dit proefschrift verschillende onderwerpen behandeld, 

variërend van motivatie als afhankelijk en onafhankelijke variabele, de dynamiek van motivatie 

en associaties tussen psychologische basisbehoeften, motivatie en resultaten zoals welzijn en 

levenslang leren/professionele ontwikkeling. Zowel kwantitatieve als kwalitatieve 

onderzoeksmethoden zijn hiervoor gebruikt.  

Hoofdstuk 1 
De introductie geeft de rationaal voor het onderzoek dat is uitgevoerd. Het hoofdstuk start met 

een korte uitleg over de begrippen continue educatie (CE), continue professionele ontwikkeling 

(CPD), levenslang leren en de ontwikkeling van CE en CPD. Een overzicht van onderzoek naar 

motivatie onder zorgprofessionals laat zien dat carrière motivatie, baan tevredenheid en stress 

de thema’s zijn die voornamelijk beschreven worden onder medisch specialisten. Motivatie voor 

de medische praktijk blijkt niet onderzocht. Motivatie is het sleutelbegrip in dit proefschrift en 

wordt beschreven vanuit het perspectief van de Self-Determination Theory (SDT). Deze theorie 

beschrijft dat autonome motivatie ontstaat vanuit de persoon zelf of wordt onderschreven door 

de persoon en het is het meest ideale of gewenste type motivatie. Gecontroleerde motivatie 

vloeit voort uit interne en externe druk. Voor autonome motivatie moet aan drie psychologische 

basis behoeften worden voldaan, namelijk autonomie, competentie en verbondenheid. Een 

hiërarchisch motivatiemodel bestaat uit drie niveaus: globaal, contextueel en situationeel. Op 

globaal niveau heeft een individu een algemene motivatie-oriëntatie ontwikkeld. Op 

contextueel niveau heeft een individu een motivatie ontwikkeld voor elke levenscontext (zoals 

opleiding, werk, vrije tijd en interpersoonlijke relaties). Situationele motivatie verwijst naar de 

motivatie op een bepaald moment of in een bepaalde situatie. De onderbouwing voor het 

gebruik van SDT wordt beschreven. De wetenschappelijke onderbouwing voor het belang van 

autonome motivatie voor werk en CPD bij medisch specialisten wordt besproken. Om medisch 

specialisten te ondersteunen om de prestaties op het optimale niveau te houden, moeten 

optimale uitdagingen worden geboden. Daarom worden het Goldilocks-principe en de 

concepten veerkracht en coping besproken. De introductie sluit af met een algemene 

probleemstelling, de doelen en de onderzoeksvragen en het onderzoek paradigma, gevolgd 

door een overzicht van de hoofdstukken in het proefschrift.  
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Hoofdstuk 2 
Dit hoofdstuk beschrijft een verkennend onderzoek dat tot doel had te bepalen of medisch 

specialisten verschillende motivatieprofielen hebben en of deze profielen verschillen in 

motivatie voor continue professionele ontwikkeling voorspellen. In deze studie is een vragenlijst 

onder 193 (responspercentage 12,2%) medisch specialisten werkend in vijf ziekenhuizen in 

Nederland verstuurd. Er is gekeken of de kwaliteit van motivatie tussen de specialisten verband 

hield met demografische kenmerken. Door het uitvoeren van een K-means clusteranalyse 

werden vier motivatieprofielen geïdentificeerd: 1) HAMC-profiel (voor hoge autonome en matige 

gecontroleerde motivatie), 2) MAMC-profiel (voor matige autonome en matige gecontroleerde 

motivatie), 3) MALC-profiel (voor matige autonome en lage gecontroleerde motivatie), 4) HALC-

profiel (voor hoge autonome en lage gecontroleerde motivatie). De profielen zijn gebaseerd op 

de combinatie van AM en CM in de specialisten. SDT onderschrijft een hoog autonoom en laag 

gecontroleerd motivatie profiel als het profiel dat wordt geassocieerd met de beste leer-, 

prestatie- en welzijnsresultaten. In deze studie hadden de profielen met een hoge score op AM 

een positieve associatie met motivatie voor continue professionele ontwikkeling. De meeste 

vrouwen (29,8%), specialisten werkend in een academisch ziekenhuis (39,2%) en specialisten 

met een chirurgisch specialisme (36,7%) waren vertegenwoordigd in het HALC-profiel. Er moet 

rekening gehouden worden met deze vier motivatieprofielen bij het ontwerpen van CPD-vormen 

om AM en continue leren bij medisch specialisten te stimuleren.  

Hoofdstuk 3 
In dit hoofdstuk wordt een kwantitatieve studie gepresenteerd, uitgevoerd in vijf ziekenhuizen, 

waarin de relaties of associaties tussen werkmotivatie (AM en CM), motivatie voor continue leren 

en de psychologische basis behoeften autonomie, competentie en verbondenheid worden 

onderzocht. Op basis van eerdere literatuur en theorie hebben we een model verondersteld. 

Structural equation modelling analyse werd gebruikt als de analytische benadering om 

significante associaties te ontdekken tussen de psychologische basis behoeften en motivatie 

voor continue leren. Een totaal van 193 (12,2%) medisch specialisten vulden een online 

vragenlijst in waarin autonomie, competentie en verbondenheid, werkmotivatie en motivatie 

voor continue leren werden gemeten, evenals demografische gegevens. Tevredenheid over het 

vervullen van de autonomie behoefte werd positief geassocieerd met autonome werkmotivatie 

dat positief werd geassocieerd met motivatie voor continue leren. Het vervullen van de 

competentie behoefte en leeftijd waren negatief geassocieerd met gecontroleerde 

werkmotivatie. Tevredenheid over het vervullen van de competentie behoefte was ook positief 

gerelateerd aan motivatie voor continue leren. Er werden geen significante associaties 

gevonden voor verbondenheid. De Self-determination theorie stelt dat vervulling van 
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autonomie, competentie en verbondenheid noodzakelijk is voor autonome motivatie. Voor 

specialisten lijkt autonomie erg belangrijk te zijn voor de autonome werkmotivatie en dus ook 

voor de motivatie voor continue leren. Helaas worden regels en wetgeving steeds dominanter in 

de gezondheidszorg en dit kan de autonomie van de specialisten verminderen. Voor het hebben 

van autonome werkmotivatie moeten medisch specialisten zich autonoom voelen in hun werk.  

Hoofdstuk 4 
Dit hoofdstuk presenteert een kwalitatieve pilot studie met als doel het identificeren van 

factoren die van invloed zijn op de situationele motivatie van medisch specialisten tijdens een 

werkdag. Hiervoor werden zes medisch specialisten elk voor één dag geobserveerd en aan het 

einde van de dag geïnterviewd. Door middel van selectieve codering, iteratieve discussie en 

consensus werden thema’s geïdentificeerd. Drie thema’s bleken invloed te hebben op de 

motivatie van de specialisten. Het werken met collega’s kan een positieve of negatieve invloed 

hebben op de motivatie. Specialisten voelden verbondenheid en een positieve invloed op 

motivatie wanneer collega’s bereid zijn om voor elkaar in te vallen. Slechte communicatie 

tussen collega’s vermindert gevoelens van verbondenheid en heeft een negatieve invloed op 

motivatie. Het hebben van controle over het eigen programma heeft een positieve invloed op 

motivatie door gevoelens van autonomie. Technische problemen hebben een negatieve invloed 

op motivatie. Aanvankelijk kunnen deze problemen irritant zijn, maar als ze blijven bestaan 

worden deze problemen een factor die negatief van invloed is op motivatie. Inzicht in de 

factoren die de motivatie van een specialist beïnvloeden, biedt de mogelijkheid om de best 

mogelijke werk omgeving voor specialisten te creëren met een positieve invloed op de 

situationele motivatie. Op de langere termijn kan dit van positieve invloed zijn op de contextuele 

motivatie (algemene motivatie voor hun praktijk) en professionele ontwikkeling van medisch 

specialisten. Naar verwachting zal dit de kwaliteit van de geleverde gezondheidszorg ten goede 

komen. Factoren die gevoelens van autonomie en verbondenheid veroorzaken en stimuleren 

hebben een positieve invloed op de situationele motivatie van een medisch specialist en dit kan 

vervolgens de contextuele motivatie van de specialist verbeteren. Een motiverende 

werkomgeving voor medisch specialisten is een omgeving waarin ze zich autonoom en 

verbonden met hun collega’s voelen en waar ze minimale hinder ondervinden van technische 

problemen.  

Naast het beantwoorden van de onderzoeksvraag bood deze pilot studie ons de mogelijkheid 

om de opzet van het volledige onderzoek te testen. In de bijlage van dit hoofdstuk worden de 

wijzigingen besproken die in dit ontwerp zijn aangebracht voor de grotere onderzoeken die 

worden beschreven in hoofdstuk 5 en 6.  

200

APPENDIX



Hoofdstuk 5 
Dit hoofdstuk rapporteert over een kwalitatief onderzoek naar de factoren die de motivatie van 

medisch specialisten voor de praktijk beïnvloeden en naar de wisselwerking tussen situationele 

en contextuele motivatie. Tweeëntwintig medisch specialisten van verschillende specialismen 

en drie ziekenhuizen in Nederland hebben een motivatievragenlijst ingevuld, waarna ze twee 

dagen zijn geobserveerd met aan het einde van de tweede dag een semigestructureerd 

interview. Specialisten scoorden hoog op autonome motivatie (5,6 op een Likert-schaal van 7). 

Van de zes thema’s die stimulerend of belemmerend voor motivatie bleken te zijn, was de 

combinatie van patiëntenzorg en onderwijs de belangrijkste en meest stimulerende. Deze 

combinatie vervult alle drie de psychologische basis behoeften tegelijkertijd. Factoren die de 

motivatie belemmeren door frustratie van autonomie en competentie zijn: technische 

problemen, niet-coöperatieve collega’s en geen controle over de eigen planning hebben 

(bijvoorbeeld vanwege administratieve taken). Uit de interviews blijkt dat het vervullen van de 

verbondenheid ervoor zorgt dat autonome motivatie op contextueel niveau behouden kan 

worden. Autonomie, competentie en verbondenheid zijn belangrijk voor de situationele 

motivatie van medisch specialisten. Versnippering van de medische praktijk en efficiëntie-

oriëntatie van het gezondheidszorgsysteem maakt het moeilijk om deze behoeften te vervullen. 

Wanneer factoren die de situationele motivatie negatief beïnvloeden voortdurend aanwezig 

blijven kan dit de contextuele motivatie belemmeren. De resultaten laten zien dat factoren die 

de motivatie negatief beïnvloeden voornamelijk taken en organisatieprocessen zijn die afleiden 

van de patiëntenzorg. Als de werkomgeving van medisch specialisten is geoptimaliseerd voor 

het onderhouden en stimuleren van autonome motivatie en het welzijn van specialisten en het 

welzijn van specialisten kan dit kwaliteit van de zorg verbeteren.  

Hoofdstuk 6 

In de kwalitatieve studie in dit hoofdstuk was het doel om te begrijpen hoe medisch specialisten 

omgaan met stressoren tijdens hun dagelijkse werk door het verband te onderzoeken tussen 

factoren die de motivatie negatief beïnvloeden en het omgaan met stressoren door de vervulling 

van de psychologische basis behoeften. Deze studie werd uitgevoerd in een ziekenhuis in 

Boston, de Verenigde Staten, met een constructivistische benadering waarin kennis wordt 

geconstrueerd door de interactie tussen de onderzoeker en de onderzochte. Twaalf specialisten 

uit verschillende disciplines werden twee dagen geobserveerd, een standaard gevalideerde 

werkmotivatie vragenlijst werd ingevuld en gebruikt voor triangulatie van de data. Na elke 

observatie dag werden de deelnemers gevraagd een grafiek te tekenen van hun motivatieniveau 

gedurende deze dag. De grafiek werd gebruikt voor stimulated recall tijdens de 

semigestructureerde interviews die aan het einde van de tweede observatie dag werden 
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afgenomen. Door selectieve codering en iteratieve discussie kwam het onderzoeksteam tot een 

consensus over de thema’s. Medisch specialisten construeren verschillende coping verhalen om 

het hoofd te bieden aan een situatie die als stressvol wordt ervaren of met een negatieve invloed 

op de motivatie. Als eerste is het coping-verhaal van acceptatie gevonden dat betrekking heeft 

op de vervulling van autonomie. Hierin zien specialisten voor zichzelf geen actieve rol in het 

veranderen van de situatie of het systeem. Demotiverende factoren worden als vaststaand feit 

beschouwd; ze worden geaccepteerd als onderdeel van de professionele realiteit. Als tweede 

heeft het coping-verhaal van herstel van autonomie ook betrekking op het vervullen van de 

autonomie. Door te proberen een evenwicht te vinden in wat er moet gebeuren en de tijd 

hebben om dit op de juiste manier te doen, proberen specialisten actief controle te krijgen over 

hun taken en dagelijkse planning. Het derde coping-verhaal van relaties kan worden gekoppeld 

aan de vervulling van verbondenheid. Specialisten geven aan dat er behoefte is aan meer 

ondersteuning en verbondenheid, maar dat het moeilijk is om een manier te vinden om dit te 

organiseren. Daarom bieden de ondersteuning die specialisten ontvangen en de relaties die ze 

hebben in het privé leven hen enige veerkracht om het hoofd te bieden aan de dagelijkse 

stressfactoren die ze ervaren in hun werk. Autonomie en verbondenheid werken als coping-

mechanismen om, om te gaan met momenten van druk, overvraging of moeilijkheid. Door deze 

coping-verhalen te construeren kunnen specialisten omgaan met de stressoren en factoren die 

hun motivatie negatief beïnvloeden. Deze coping-mechanismen kunnen bewust of onbewust 

worden gebruikt en zorgen ervoor dat problemen tijdelijk acceptabel zijn en dat op langere 

termijn de motivatie voor de medische praktijk kan worden behouden.  

Hoofdstuk 7 
Dit hoofdstuk bevat een algemene discussie over de bevindingen in dit proefschrift. Het 

beschrijft de motivatie voor de medische praktijk van de medisch specialisten en de 

onderliggende mechanismen van factoren die de motivatie van specialisten beïnvloeden. 

Daarnaast wordt beschreven hoe specialisten om zouden kunnen gaan met de factoren die in dit 

proefschrift zijn geïdentificeerd en wordt dieper ingegaan op de implicaties. De bevindingen 

laten zien dat de motivatie van specialisten van goede kwaliteit is ondanks het aantal factoren 

dat hun motivatie negatief beïnvloedt. Dit proefschrift belicht de problemen waarmee medisch 

specialisten dagelijks worden geconfronteerd in hun streven om optimaal te presteren. Er zijn 

drie coping-verhalen gevonden die specialisten construeren wanneer ze proberen de factoren 

die de motivatie negatief beïnvloeden het hoofd te bieden. Twee coping-verhalen over het 

vervullen van autonomie en één coping verhaal over het vervullen van verbondenheid. Verder 

geeft dit hoofdstuk een conclusie en de sterke punten van dit proefschrift zoals het gebruik van 

een sterk theoretisch kader en zowel kwantitatieve als kwalitatieve onderzoeksmethoden om de 
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onderzoeksvragen te beantwoorden. Een voorbeeld van de beperkingen is de lage respons in de 

kwantitatieve studies. Aanbevelingen worden verstrekt op organisatieniveau (d.w.z. meer op 

maat gemaakte CPD trajecten), afdelingsniveau (d.w.z. administratieve taken van specialisten 

overdragen aan assistenten) en op individueel niveau (d.w.z. van elkaars ervaringen leren). 

Tenslotte worden gebieden voor toekomstig onderzoek beschreven zoals interventies, als team 

werken (samenwerken) en het perspectief van de patiënt.  

Met dit proefschrift verwachten we een bijdrage te  hebben geleverd aan de discussie over het 

welzijn van medisch specialisten en ziekenhuisraden en andere belanghebbenden inzicht te 

geven in het creëren van de beste omgeving voor specialisten om in te werken. We streven ook 

naar het creëren van bewustzijn onder medisch specialisten voor de psychologische basis 

behoeften en te helpen bij het omgaan met factoren die hun motivatie negatief beïnvloeden. 

Het behouden van de motivatie van medisch specialisten voor de medische praktijk zal een 

cultuur van optimale prestaties bevorderen die CPD, het welzijn van specialisten en uiteindelijk 

de kwaliteit van de gezondheidszorg ten goede komt.   
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Dankwoord 

Eindelijk mag ik dan het dankwoord van mijn proefschrift schrijven, het allerlaatste loodje. Het 

PhD-traject heeft motivatie, veerkracht, flexibiliteit en aanpassingsvermogen gevraagd. Zonder 

de hulp van velen had ik dit niet allemaal voor elkaar gekregen. In dit dankwoord wil ik dan ook 

iedereen bedanken die, heeft bijgedragen aan de totstandkoming van dit proefschrift en aan de 

geweldige tijd die ik daardoor heb gehad. 

Sommigen van jullie maakten mijn gehele promotietraject mee, anderen slechts een gedeelte. 

De meesten van jullie waren dicht in mijn buurt, maar een enkeling woonde overzee. Hoe dan 

ook, ik voel mij vooral dankbaar voor al jullie support. Dan rest het mij nog om hieronder 

degene die een uitzonderlijke bijdrage hebben geleverd aan dit proefschrift speciaal te danken. 

Allereerst wil ik mijn promotoren en copromotor bedanken. Jullie hebben mij vrijheid en 

vertrouwen gegeven en mij in dat licht constructieve feedback gegeven. De verschillende 

perspectieven die jullie aanwendden om mijn ideeën en manuscripten te bespreken maakten 

mijn werk rijker. 

Prof. dr. S.M. Peerdeman, Saskia, bedankt voor je enthousiasme over het onderzoek dat zich 

o.a. uitte in levendige discussies en tekeningen om alles visueel te maken. Ik wil je ook 

bedanken voor je oneindige vertrouwen in mij en de uitdagingen en mogelijkheden die je me 

tijdens het traject hebt geboden. Jij hebt me de ruimte gegeven om op mijn manier invulling te 

geven aan mijn promotietraject en daar heb ik van genoten. Je hebt meegedacht, meegeleefd 

en in mij geloofd tijdens hoogtepunten én dieptepunten. Ik ben blij dat we na dit 

promotietraject nog blijven samenwerken! Prof. dr. G Croiset, Gerda, op de momenten dat het 

nodig was stond je klaar met scherpe inzichten, feedback en support. Dank voor je steun en 

kritische blik en het altijd volgen van de grote lijnen van het onderzoek en mijn persoonlijke 

ontwikkeling. Dr. R.A. Kusurkar, Rashmi, je enthousiasme voor onderzoek is aanstekelijk. Tijd 

en aandacht heb je aan mij gegeven om mij te ondersteunen, te laten groeien en ontwikkelen, 

voor het geven en ontvangen van feedback, om te sparren en voor overleg, maar ook tijd en 

aandacht voor mij als persoon. Ik heb veel van je geleerd: kritisch denken, organiseren, 

schrijven, publiceren en trots zijn op mijn eigen werk zijn slechts enkele voorbeelden. Dank 

voor je tijd en aandacht! 

Vervolgens mijn dank aan de leden van de leescommissie en de leden van de 

promotiecommissie, voor hun tijd en moeite om mijn proefschrift zorgvuldig te lezen en 

beoordelen. 
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Eveneens wil ik alle contactpersonen uit de deelnemende ziekenhuizen en alle medisch 

specialisten die hebben deelgenomen aan mijn studies bedanken! Zonder jullie had ik deze 

studies niet kunnen uitvoeren.  

Dan mijn dank aan de coauteurs die allemaal een belangrijke bijdrage hebben geleverd aan de 

onderzoeken op het gebied van inhoud, statistiek, dataverzameling of schrijven. Janneke, wat 

hebben we samen gepuzzeld en geploeterd op het “SEMMEN” maar gelukkig kunnen we er 

allebei nog om lachen. Erg fijn om hierbij met jou te kunnen sparren. Klaas, wat was het 

genieten om jouw enthousiasme te horen over het lezen en interpreteren van de kwalitatieve 

data. Marike, mooi dat we de tijd in Boston hebben kunnen bekronen met een artikel samen. 

Anne, wat hebben we genoten van het analyseren van de interviews en observatie notities en 

dan vooral het “old school” printen, knippen en sorteren. Jouw bijdrage heeft het onderzoek 

zoveel beter gemaakt. Wat heb ik veel van en met je geleerd en wat vind ik het leuk om samen te 

schrijven, te werken of gewoon even koffie te drinken en over niet-werk gerelateerde 

onderwerpen bij te praten!  

Natuurlijk kan veel dank aan alle collega’s en (oud)kamergenoten van team Onderzoek van 

Onderwijs niet ontbreken. Anouk, Ulviye, Sharon, Marianne, Cora, Bart, Malou, Anne, Ine, Thea, 

Joyce, Marnix, Jan-Willem, Jettie, Carolyn en Lianne, bedankt voor jullie gezelligheid, 

enthousiasme, interesse, behulpzaamheid en feedback. Wat was het fijn om alle ups en downs 

met jullie te kunnen delen en om van iedere mijlpaal (werk of privé) een feestje te maken! Ik ben 

blij dat jullie mijn collega’s zijn en ik hoop nog lang jullie kamer als bonus-collega te bezoeken.  

Karin, als mede KTC-collega en vriendin wil ik ook jou bedanken voor je interesse en 

betrokkenheid bij mij en mijn promotietraject!  

Anouk en Ulviye, ik ben vereerd dat jullie aan mijn zijde staan als paranimfen. Anouk, wat was 

het fijn om met jou alle ins en outs van het promoveren maar ook privé te kunnen delen. Tegen 

of met wie anders had ik mijn kracht moeten meten in onze persoonlijk leiderschap cursus, 

borrelen of hardlopen. Daarnaast denk ik ook dat ik door jou net een tikje florissanter op mijn 

promotie zal staan, gezien onze bezoekjes aan Bianco, a.k.a. “de wenkies” en de nagel studio. 

Ulviye, onze promotietrajecten lagen, zeker in de laatste fase, zo dichtbij elkaar. Wat ben je een 

fijne collega! En ik ben blij dat we samen konden sparren en brainstormen over planning, 

deadlines, struggles, boekjes afdrukken, outfits en ja over wat eigenlijk niet! Daarbij heb jij 

inmiddels ook een mooi voorbeeld voor me neergezet als net gepromoveerde doctor!  

206

APPENDIX



Collega’s van de journal club ook aan jullie dank voor jullie kritische blik, het kunnen delen van 

prestaties en vraagstukken en de gezelligheid.  

Dames van “de eetclub”, wat heerlijk om met jullie honderd uit te praten over van alles en nog 

wat tijdens onze etentjes, lunches, high tea’s etc. Laten we dat vooral blijven doen! Wanneer is 

de volgende?  

Esther, dat je nu zo ver weg zit maakt voor onze vriendschap niet uit. Wat kan ik genieten van 

alle spraakberichtjes die we elkaar sturen en de logeerpartijtjes als je in Nederland bent. 

Bedankt dat je altijd een luisterend oor bent en advies geeft als er weer eens (promotie) 

perikelen zijn. Jij bent me voorgegaan in het promoveren dus het was voor mij fijn om te horen 

dat je mijn struggles herkende. Dat nam niet weg dat je me af en toe ook kon zeggen: “Ja dat 

hoort er nu eenmaal bij Steefje, even door bikkelen.” Ik wist dan dat ik me dus een beetje 

aanstelde en niet moest mopperen. Dank dat ik altijd alles met je kan bespreken!  

Laura, dat we na onze studie nog zo met elkaar in contact zijn gebleven vind ik bijzonder en ik 

koester onze vriendschap dan ook enorm. Ik weet dat ik op je kan rekenen en bij je terecht kan. 

Dank voor je aandacht en support, niet alleen tijdens de PhD maar altijd. Laten we nog heel veel 

samen genieten van onze dagen op stap, met wijntjes, lekker eten en goede gesprekken. Het is 

tijd om weer een dag te plannen!   

Lynn, waar moet ik beginnen met jou te bedanken. Je bent er altijd en neemt altijd de tijd om te 

luisteren. Ook midden in de nacht toen we nog roomies waren of als we stonden te verkleumen 

na onze sportsessies iedere week omdat er zoveel te bespreken viel maar we het vertikten om 

naar binnen te gaan. Zelfs tijdens mijn avontuur in Boston wist je me te vinden en kwam je 

logeren en na mijn congres in Wenen hebben we er een fijn stedentripje aan vastgeplakt. En 

misschien wel het belangrijkste en mooiste: samen over het leven en onze dromen praten en 

filosoferen, lachen, huilen, mopperen, dansen, sporten en wijntjes drinken, ik ben je dankbaar 

voor alles!  

Sanne en Lisanne, mooi om te zien hoe we ieder het pad kiezen dat bij ons past maar elkaar 

altijd weten te vinden.  Ik weet hoe trots jullie zijn dat dit proefschrift nu eindelijk af is, dank 

daarvoor! Lies, nu kun je eindelijk (tastbaar) resultaat zien van dat “moeilijke en ingewikkelde 

project” waar ik al die tijd aan heb gewerkt. En San, ik heb eindelijk tijd om je wat vaker op te 

zoeken! 
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Anouk, wie had gedacht dat het delen van een (laten we het houden op bijzonder) huis in Boston 

zou leiden tot een vriendschap nu in Amsterdam. Wat begon als herinneringen ophalen uit de 

Boston-tijd evalueerde in samen promoveren, sporten en lief en leed delen. Zo fijn om ook jou 

om me heen te hebben. Dank daarvoor!  

Janneke, nog regelmatig moet ik lachen om je opmerking dat je mijn boekje wel in meervoud 

van mij wil kopen. Ik ben blij dat ik je inmiddels een exemplaar kan overhandigen en dat je kunt 

zien waar we het met regelmaat over hebben gehad. Wat fijn om met jou te praten, lachen, 

dansen, drankjes te drinken, snoepzakken leeg te eten en dromen te delen, dankjewel!  

Max, heel erg bedankt dat je de omslag en het design van mijn boekje wilde vormgeven. Ik ben er 

heel blij mee! 

Alle (schoon)familie en vrienden (te veel om één voor één te noemen), het was vast niet altijd 

even makkelijk om bij te houden of begrijpen waar ik nu precies mee bezig was. Maar jullie 

interesse en support waren onophoudelijk en motiverend. Heel erg bedankt daarvoor!  

Pap, mam, het is gelukt! Hoewel ik weet dat jullie er nooit aan hebben getwijfeld dat dit boekje 

er zou komen, geloof ik dat we nu alle drie opgelucht adem halen. Bedankt voor de liefdevolle 

thuishaven, jullie onophoudelijke interesse en geloof in mij en het promotietraject. Jullie steun 

en vertrouwen is van onschatbare waarde. Iedere stap die ik zet wordt door jullie op de voet 

gevolgd, vol enthousiasme en trots. Dankbaar ben ik voor alle kansen en support die jullie mij 

bieden om me te ontwikkelen en alle dingen te ondernemen die ik wil.  

Jordi, wat bof ik met jou als broertje. Bedankt dat je er altijd bent om mee te lachen, te huilen en 

om grapjes te maken (en dan natuurlijk het liefste over je zussie). Daarmee weet je me altijd 

nuchter en “grounded” te houden (jawel, speciaal voor jou gooi ik er een Engelse term in want 

daar kun je me ook zo mee plagen). Ik ben trots op onze goede band en op jou! Mooi om jou te 

zien ontwikkelen en om te zien dat je misschien soms net een beetje wijzer bent dan ik. Thanks! 

Lieve Quinten, ik geloof dat ook jij nu opgelucht adem haalt! Dank dat je altijd betrokken en 

geïnteresseerd bent en altijd in mij gelooft. Met enige regelmaat heb ik je geduld en flexibiliteit 

op de proef gesteld, maar nooit was iets je te veel. Ik heb met je kunnen sparren en vaak heb je 

me weer met beide benen op de grond gezet, me tot de orde geroepen, gemotiveerd en om me 

gelachen. Oké een beetje gemopperd heb je soms ook. Op de momenten dat ik dat nodig had 

waren het jouw steun, rust en vooral humor die me er doorheen hielpen. Onze stedentripjes, 
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roadtrips en andere reizen hebben me de ontspanning geboden die soms o zo hard nodig was. 

Zonder jou had het promotietraject voor mij geen gouden randje gehad. Dankjewel! 

Voor iedereen die ik mogelijk vergeten ben: Ontzettend bedankt! 
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