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Abstract 

Background  The Quintuple aim explicitly includes ‘health and wellbeing of the care team’ as requirement for the care 
of patients. Therefore, we examined working conditions, work engagement and health status of professionals active in 
primary care in Belgium (Flanders), and how these are interrelated.

Methods  Data of the cross-sectional ‘Health professionals survey of the Flemish Primary care academy’ of 2020 were 
examined. We performed logistic regression analyses to study the relationship between working conditions and self-
reported dichotomized health of primary care professionals (sample size = 1033).

Results  The majority of respondents (90%) reported having a good to very good general health and has a strong 
work engagement. Quality of employment was high, in particular regarding job security and supportive relations with 
colleagues, while less in terms of proper rewards and job career opportunities. Working as self-employee (vs. as sala-
ried employee), and in a multidisciplinary group practice (vs. other organizational settings) were positively related to 
health. Work engagement and all dimensions of employment quality were related to general health, but work family 
balance, proper rewards, and perceived employability were independently positively related to self-reported health.

Conclusion  Nine out of 10 Flemish primary care professionals working in diverse conditions, employment arrange-
ments and organizational settings report good health. Work family balance, proper rewards, and perceived employ-
ability were important for primary care professionals’ health, and could provide opportunities to further strengthen 
the job quality and health of primary care professionals.
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Background
Primary care (PC) aims to offer accessible and affordable 
care to large communities. Strong primary care systems 
satisfy the curative health needs, health promotion and 
preventive health needs of the majority of the population 
and may reduce unnecessary emergency department vis-
its by providing effective referral and discharge systems 
[1–3].

High quality primary care has to be supported by a 
good health and social care workforce, collaborating 
and working under good employment conditions. Striv-
ing to a high quality primary care should therefore take 
into account working conditions, work engagement and 
well-being and health of the professionals as well. This 
is also echoed by the transition from the triple aim to 
the quadruple aim [4] and currently the quintuple aim 
[5]. The triple aim includes accepted aims of enhancing 
patient experience, improving population health, and 
reducing costs for optimization of the health system per-
formance, and is expanded by adding the goal of improv-
ing work life of health providers [4] and advancing health 
equity [5]. Also in the ‘Human experience in healthcare’ 
approach of the Beryl Institute, the importance of the 
workforce is highlighted in addition to patients and the 
community [6]. Workforce well-being and work engage-
ment are considered as powerful ways to improve patient 
experience [7]. Work engagement is a ‘positive, fulfilling, 
work-related state of mind [8], which is assumed to be 
interconnected with job performance, health and well-
being [9–11].However current reforms, task redistribu-
tions and new or other responsibilities of the PC may 
change working conditions and put an increasing pres-
sure on PC workers [12, 13]. A lot of flexibility is expected 
from PC workers, as they have to integrate a continuously 
increasing amount of information and updated guide-
lines into their daily work, even more during health crises 
such as the recent Covid-19 pandemic [13]. Meanwhile, 
the pandemic also unveiled how resilient primary care is 
and the intrinsic motivation, self-initiative and commit-
ment among professionals active in the PC [14]. Yet phy-
sicians and other members of the health care workforce 
report widespread burnout and sickness absence, related 
to multiple occupational factors, personal characteristics 
and a challenging work environment [15–17].

In recent years, much has been written about well-
being, experiences and satisfaction of patients in primary 
care [18] but little attention has been paid on well-being, 
health, and working conditions of health professionals 
[19]. There is increasing recognition that patient safety, 
satisfaction and access to high quality healthcare is linked 
to the well-being of health professionals [20–22] and 
it is known that well-being is strongly related to health, 
and in particular to self-rated health status [23, 24]. In 

addition, previous research has confirmed a strong rela-
tion between working conditions and health outcomes 
among the general working population [25–29]. How-
ever, until now, most studies among health professionals 
are focusing either on working conditions or on health 
and safety of health professionals, but not on the relation 
between both. In addition, they are focusing on health 
professionals in general [30], specific professions (e.g. 
general practitioners (GPs) [31, 32], nurses [22, 33], etc.) 
or professionals working in the institutionalized health 
sector (e.g. within hospitals [34]), but not on the primary 
care sector in its entirety, across the multiple disciplines 
involved.

The PC sector has a diverse landscape of health and 
social care professionals, including general practition-
ers, nurses, physiotherapists, dieticians, pharmacists, 
social care workers, midwives, podiatrists, first-line psy-
chologists, occupational therapists, family care assistants, 
speech therapists, dentists and supporting staff. PC pro-
fessionals are also working in different organizational 
settings (working solo or in group, mono- or multidisci-
plinary, etc.) and vary in employment arrangement (sala-
ried employment vs. self-employment; or a mix of both), 
which may be related to a variation in quality of working 
conditions, work engagement and health. Knowing which 
aspects of quality of employment are important for PC 
professionals’ health and detecting where improvements 
can be made, is of the utmost importance for the working 
life and health of PC professionals, and thus for the qual-
ity of PC in itself.

The aim of this study is therefore threefold: first, we 
perform a mapping of health professionals active in Flan-
ders, the Dutch-speaking PC sector in Belgium, including 
their sociodemographic and job characteristics; second, 
we investigate current health and working conditions 
of PC professionals, and third, we study whether their 
working conditions and work engagement are related to 
their general health status.

Methodology
Data
The ‘health professionals survey of the Flemish Primary 
Care Academy’ (PCA) (a network for research and edu-
cation aimed at primary care in Flanders and Brussels, 
consisting of 4 universities and 6 colleges) collected 
information through a cross-sectional online survey 
about sociodemographics, working conditions and gen-
eral health of health and social care professionals active 
in the Flemish PC sector (see Supplementary file S1 for 
the English translation of the short online survey). After 
a piloting phase in May 2020, the data were collected 
between June and September 2020, through standardized 
online questionnaires in Dutch using Lime software. At 
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the beginning of the survey, participants were informed 
and asked to complete the survey on their conditions 
before the COVID-19 pandemic.

Respondents were recruited in two ways. First in a gen-
eral way, through advertising on social media (Linked 
in®, Twitter®, Facebook®), the website and contact list 
of the PCA and second, by a more targeted approach by 
actively contacting professional associations and other 
supportive organizations of PC professionals and asking 
them to spread the survey by mailing their members and 
placing announcements on their website and newsletters. 
The recruitment process was monitored and additional 
efforts taken to reach underrepresented professions 
active in the PC sector.

Study participants had to meet the following criteria: 
(i) being employed in one (or more) of the 60 PC zones 
(employed in Flanders), (ii) being 18  years or above, 
(iii) accepting to answer the study questionnaire, and 
(iv) being able to read and understand Dutch. Ethical 
approval was obtained through the ethical committee of 
the University Hospital of Antwerp (registration code: 
B300201942302 and reference number: 19/42/461).

Measures

Health conditions  The principal outcome is self-rated 
health (SRH) which reflects how respondents rate their 
health, answering a single item on a 5-point scale ranging 
from "very good" [1] to "very poor" [5]. It was shown that 
such self-ratings represent a source of reliable and valid 
data on health status [35, 36]. For interpretability and 
comparability with other studies, the variable was dichot-
omized. Categories fair, poor and very poor were classi-
fied into poor self-rated health and good to very good in 
good self-rated health [37]. Additional health variables 
are ‘limited in daily activities due to disability or illness’ 
(0 = no; 1 = (strongly) limited) and ‘long sickness absence’ 
(if people are 20 or more days a year absent because of 
health problems) [38].

Sociodemographics  As sociodemographic variables, we 
include age (categorized per 15 years), biological sex, migra-
tion background, household composition, educational level, 
and working place (by province).

Job characteristics, working conditions and work engage-
ment  All fifteen professions recognized as PC profes-
sionals by the Flemish government were addressed: 
general practitioner, nurse, physiotherapist, dietician, 
podiatrist, midwife, first line psychologist, dentist, social 
care worker, occupational therapist, pharmacist, family 
care assistants (also called ‘domestic aid’), speech thera-
pist, and care supporting staff. The survey also provided 

a category ‘other’ including for example e-health coaches, 
diabetes educators, coordinators of community health 
centers or case managers.

The organizational settings in which the PC professionals 
are working, were questioned: in a solo-practice, a mono-
disciplinary group practice, multidisciplinary group 
practice, at patients’ home, in social services (e.g. Centre 
for General wellbeing, Public Centre for Social Welfare, 
mutuality) or other (e.g. Centre for Mental wellbeing).

The working conditions questioned in the sur-
vey were derived from the European working condi-
tions survey. Questions were based on the theoretical 
framework outlined by Eurofound [38] to measure job 
quality. This framework was developed as an accurate 
measure of contemporary aspects of job quality and 
of which the empirical use is demonstrated in studies 
on the link between working conditions and health as 
well [27, 39]. Quality of employment can be seen as a 
multidimensional concept reflecting the concepts of 
contract security, employability, employment relations, 
income and rights, and working time. These concepts 
are subsequently measured in our study by contract 
type, with a relevant distinction for PC health profes-
sionals between [1] employed with a contract of unlim-
ited duration, [2] employed with a contract of a limited 
duration, [3] self-employed or [4] a mix between self-
employed and employed. In the Flemish primary care 
sector these employment arrangements broadly over-
lap with the two financing systems in which primary 
care professionals works [40]: those who are employed 
are mostly embedded in a capitation system, while the 
self-employed in a fee-for-service (FFS) system. How-
ever, this does not have to be the case, and depends 
on the type of profession. For example, a home nurse 
can be employed or self-employed, but will always 
work in a FFS system [41], while a nurse in a primary 
care practice with a capitation system will predomi-
nantly work as an employee [42]. GPs working in a 
FFS system, will always be self-employed, while GPs 
working in a capitation system will mostly work as a 
salaried worker, but can also be self-employed [42, 43]. 
Also perceived job security is included, by asking the 
respondents how likely it is that they may lose their job 
in the next 6  months (ranging from 1 ‘very likely’ to 
5 ‘very unlikely’). Career opportunities and perceived 
employability (or also called labor market security) 
are considered as indicators of employability and good 
relations with colleagues and job recognition as proxies 
for supportive employment relations. These variables 
are respectively measured by the degree to which the 
respondents agree with the following statements (Lik-
ert scale: 1 = strongly disagree to 5 = strongly agree): 
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My job offers good prospects for career advancement; 
It would be easy for me to find a job of similar salary in 
the event of losing or leaving my current job; I gener-
ally get on well with my work colleagues; and I receive 
the recognition I deserve for my work.

For the variable proper rewards, respondents were 
asked whether they agree with the following state-
ment: Considering all my efforts and achievements in 
my job, I feel I get paid appropriately (Likert scale). 
Proper rewards are used as proxy for income and 
rights, as no objective measures of income and rights 
were included.

Working time is based on the number of hours 
worked per week and consists of the following cat-
egories: “part-time” (< 35  h per week), “full-time”, 
and “long hours” (> 40  h per week). Another relevant 
indicator related to working time is the degree (from 
1 = very bad to 5 = very good) to which working hours 
fit in with family or social commitments outside work 
(defined as work-life balance) as health care profes-
sionals have often varying working hours to ensure 
continuity of care, which may complicate a good bal-
ance between work and family responsibilities [22].

Work engagement is measured by the Utrecht Work 
Engagement Scale (UWES-3 scale) which is also vali-
dated in Belgium (Flanders) [44]. The scale consists 
of three items corresponding to those three dimen-
sions of work engagement [8]: (1) “At my work, I feel 
bursting with energy” (vigor); (2) “I am enthusiastic 
about my job” (dedication); (3) “I am immersed in my 
work” (absorption). The scale ranges from 1 to 5 with a 
higher score referring to a higher level of work engage-
ment. The Cronbach’s’ alpha is 0.8.

Analysis  First, a description of included PC profession-
als is given in terms of sociodemographic characteristics. 
Thereafter, the health status, working conditions, job 
quality and work engagement are described. Chi-square 
or Fisher’s Exact tests were used to determine differences 
in working conditions between the various professions. 
Second, the relationships of type of profession, work-
ing conditions, job quality, and work engagement with 
dichotomized subjective health status of PC profession-
als was evaluated by logistic regression analyses. The 
strength of the associations were presented by unadjusted 
(or crude) odds ratio’s (OR) and adjusted OR (adjusting 
for the variables which were significantly related to sub-
jective health in the univariable analyses (see unadjusted 
ORs)). Statistical significance is set at p ≤ 0.05. Finally, 
differences in job quality and work engagement across 
the various professions and working conditions were 
explored (using Anova and post hoc Bonferroni tests).

Results
In total, 1033 PC professionals signed the informed 
consent of the survey and 80% of these respondents 
(N = 826) provided information on all variables included 
in this study. The majority was female (77.6%) and born 
in Belgium (95.2%). One third of PC professionals were 
between 35 and 50  years old (35.7%), almost half were 
cohabiting (or married) with partner and children 
(48.8%), and almost half achieved a university degree 
(46.5%) (Table  1). All fifteen professions recognized as 
PC professionals by the Flemish government were rep-
resented (see Fig. 1). The largest participating profession 
group were nurses (19.1%), followed by social work-
ers (17.3%), GPs (14.6%) and physiotherapists (12.3%). 
Respondents geographically represented all five prov-
inces in Flanders and Brussels, with the highest percent-
age of PC professionals in Antwerp (30.9%), followed by 
East- (26.1%) and West-Flanders (20.9%).

Nine out of ten (88.6%) of PC professionals reported 
to have a good to very good general health. A small pro-
portion, 15.8% answered to be (strongly) limited in daily 
activities due to disability or illness. Similarly, 14.1% was 
absent for 20 days or more during the last year because 
of sickness, while more than half of the professionals 
(50.5%) was not absent for a single day during the last 
year. The average number of sick days was 14 days a year, 
with large differences between professionals (lowest 
among dentists, GPs, podiatrist). The sickness absentee-
ism also differed by organizational setting or financing 
systems with substantially lower (p < 0.001) absenteeism 
among professionals working solo and self-employed 
than professionals working in social services or as sala-
ried employee, respectively.

More than 40% is working in a group practice, of which 
just over half in a multidisciplinary team (Table 1). Espe-
cially younger health professionals were active in group 
practices (51.6% vs. 40.5% and 39.6%, not presented in 
the table) and male professionals in solo-practices (28.2% 
of all male respondents, while only 15.3% of female 
respondents). In particular care supporting staff, dieti-
cians, podiatrists, psychologists and GPs are active in 
a multidisciplinary team, while dentists, pharmacists, 
physiotherapists, midwives and speech therapists are 
mostly working solo or in a monodisciplinary team (see 
Supplementary files S2 and S3).

One third of professionals is working part-time (37.3%), 
another third fulltime (between 35 and 40  h a week: 
34.8%), and almost one third (27.8%) of respondents 
-especially GPs (65.0%), physiotherapist (55.2%) and 
pharmacists (48.8%)- is working more than 40 h a week. 
Working hours varied strongly by organizational set-
ting and employment arrangement (see S2), with higher 
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Table 1  Description of the sample of primary care health professionals in Flanders: Sociodemographic profile, health conditions, 
organizational setting and employment conditions

N tot % missing n %

SOCIODEMOGRAPHIC PROFILE

Sex 1033 0.00

  Men 231 22.36

  Women 802 77.64

Age (in years) 1030 0.29

  21–35 350 33.98

  36–50 368 35.73

  51–75 312 30.29

Migration background 1030 0.29

  Born in Belgium 981 95.24

  Born outside Belgium 49 4.76

Household structure 1026

  Couple without children at home 310 30.30

  Couple with children at home 499 48.78

  Living together but not with partner 85 8.31

  Living alone 129 12.61

Geographical area (province) 939 9.10

  Brussels-Capital Region 21 2.24

  Flemish-Brabant 108 11.50

  Antwerp 290 30.88

  Limburg 79 8.41

  West-Flanders 196 20.87

  East-Flanders 245 26.09

Highest educational level 1032 0.10

  Secondary school or less 39 3.78

  Non-university higher education (short type) 410 39.69

  Non-university higher education (long type)/short university study (only bachelor) 103 9.97

  University studies 480 46.47

HEALTH CONDITIONS 932 9.78

  (very) good general health 826 88.60

  (strong) limitations in daily activities due to disability or illness 147 15.80

  Long sickness absense (> = 20 days a year) 131 14.10

ORGANISATIONAL SETTING

Organisational setting 938 9.20

  Professional setting: solo 162 17.27

  Group-monodisciplinary 196 20.90

  Group-multidisciplinary 214 22.81

  Care at home of patients 163 17.38

  Social service center 144 15.35

  Other 59 6.29

EMPLOYMENT CONDITIONS

Type of contract (employment arrangement) 939 9.10

  Employed with unlimited contract 441 46.96

  Employed with limited contract 30 3.19

  Self-employed 339 36.10

    Mix 129 13.74
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percentages of PC professionals working more than 
40 h a week among those working in a monodisciplinary 
team (54.3%) or solo-workers (44.0%) and among self-
employed professionals (57.7%).

Almost half of PC professionals is working as a salaried 
employee (47.2%), of which only a minority is employed 
with a contract of limited duration (3.2%). Moreover, a 
large part of PC professionals is self-employed, especially 

Table 1  (continued)

N tot % missing n %

Working hours
  Parttime (< 35 h a week)  940  9.00 351 37.34

  Fulltime (35 to 40 h a week) 327 34.79

  More than fulltime (> 40 h a week) 262 27.87

Job quality scales (1–5) Mean SD
Work life balance 901 12.78 3.59 1.01

Perceived job security 876 15.20 4.19 0.89

Proper rewards 876 15.20 3.02 1.18

Career opportunities 876 15.20 3.09 1.02

Perceived employability 875 15.30 3.12 1.13

Supportive relations with colleagues 876 15.20 4.29 0.69

Job recognition 876 15.20 3.44 0.99

Work engagement (1–5) 875 15.30 4.10 0.52

Total N of the analytical samplea 826 20.00

SD Standard deviation; aThe analytical sample will be used for the logistic regression analyses

Fig. 1  Distribution (%) of the different types of primary care professionals in the ‘Primary health
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GPs (70.4%, S2), physiotherapists (72.9%), and dentists 
(100%).

The highest average score on the quality of employment 
scales can be found on supportive relations with colleagues 
(x̄[sd] = 4.19[0.89]) and perceived job security (4.29[0.69]), 
while the lowest on proper rewards (3.02[1.18]) and career 
opportunities (3.09[1.02]). The average score on the work 
engagement scale is quite high (4.10[0.54]).

The results of the logistic regression analyses presented 
in Table 2- show that a good self-perceived general health 
is significantly more likely among those born in Belgium 
(vs. with a migration background: 0.454[0.096]) and 
among those with university studies compared to lowest 
two educational levels (0.234[0,005] and 0.442[0.001]). 
Compared to GPs, nurses (0.449[0.052]), podiatrists 
(0.324[0.087]), social workers (0.402[0.027]), and family 
care assistants (0.108[0.008]) have a lower likelihood to 
report a good general health.

Working in a multidisciplinary group (vs. at home of 
patients (0.505[0.053]), social services (0.449[0.022]) or 
somewhere else (0.366[0.027]) and as self-employee) 
(vs. as a salaried employee (0.660[0.082])) are positively 
related to the health status of PC professionals. Work-
ing hours had no significant effect on the general health 
status of professionals., but a good fit between their 
working hours and responsibilities outside their job 
(good work life balance) was significantly and positively 
(1.390[0.001]) related to good health status. Also the 
other quality of employment scales (job security, proper 
rewards, career opportunities, perceived employability, 
supportive relations with colleagues and job recogni-
tion) and work engagement were positively related to 
the health status of PC professionals. Job recognition 
(r = 0.303, p < 0.001) was most strongly correlated to work 
engagement, followed by work-life balance (r = 0.174, 
p < 0.001) and career opportunities (r = 0.170, 0.100), 
while proper rewards and perceived employability were 
not significantly related to work engagement (see Supple-
mentary file S3).

In a next step, we adjusted the ORs for the variables 
significantly (at p < 0.05) related to health in the previous 
step (educational level, type of profession, organizational 
setting, employment arrangement, the quality of employ-
ment scales and work engagement). With regard to the 
quality of employment, work-life balance (1.452[0.006]), 
proper rewards (1.331[0.030]), and perceived employabil-
ity (1.345[0.012]), were independently positive related to 
self-reported general health.

Regarding job quality dimensions (Table  3), work 
life balance and proper rewards were especially low 
rated among professionals who work 40  h a week 
or more (mean[sd] = 3.02[1.06] and 2.65[1.19]), are 

self-employed (3.29[1.09], 2.70[1.18]) and/or working 
solo (3.38[1.09]; 2.75[1.17]) or in a mono disciplinary 
practice (3.31[1.02]; 2.78[1.21]); and these employment 
conditions were also strongly clustered (see S3). In con-
trast, work engagement scored highest among profes-
sionals who work 40 h a week or more (4.18[0.51], are 
self-employed (4.19[0.50]), and working in a mono-dis-
ciplinary practice (4.20[0.50]).

Professionals working in multidisciplinary group 
practice scored highest on perceived employability 
(3.42[1.10]) and supportive relations with colleagues 
(4.44[0.65]). With the exception of supportive relations 
with colleagues, the employment quality variables also 
showed significant variation across the different types 
of professions. On average, work life balance is rated 
relatively low among GPs (3.17[1.04]), pharmacists 
(3.05[1.01] and speech therapists (3.05[1.32]). Speech 
therapists also scored low on perceived employability 
(2.80[1.36]) and proper rewards (2.55[1.15]), while GPs 
(3.46[1.34]) and pharmacists (3.74[1.06]) are scor-
ing relatively high on perceived employability, and GPs 
(3.46[1.16]) -together with dentists (3.65[1.06]), care sup-
porting staff (3.67[1.02]) and social workers (3.40[1.06])- 
also high on proper rewards. In contrast, physiotherapists 
(2.27[1.05]), family care assistants (2.57[1.13]) and first 
line psychologists (2.71[1.15]) are scoring low on proper 
rewards, and podiatrists (2.70[0.92]) and occupational 
therapists (2.74[1.13]) low on perceived employabil-
ity. Work engagement was highest among physiothera-
pists (4.22[0.51]) and (home) nurses (4.19[0.49]), while 
lowest among podiatrists (3.87[0.63]), social workers 
(3.97[0.49]), pharmacists (3.96[0.56]), and family care 
assistants (3.90[0.57]).

Discussion and conclusion
In this study, we examined the health status, working 
conditions and work engagement of PC professionals in 
Flanders (Belgium). Approximately 90% of the PC pro-
fessionals reported their health as good to very good, 
which is comparable to the proportion among the gen-
eral working population of the same age range in Flan-
ders in 2018 [45], but almost 20% higher than the overall 
Belgian or European working population surveyed by 
Eurofound during the same period (spring–summer of 
2020) [46]. An average of 14 sick days a year was in line 
with 13 sick days among Belgian employees in the private 
sector (based on the information of 750 000 employees) 
[47]. More than half of our included PC professionals 
was never absent due to sickness over the past year. If 
we stratify on the salaried employees, the presenteeism 
among PC professionals (34%) is similar to that among 
federal officials (33%) [48] or employees in the social 
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Table 2  Logistic regression analyses: Sociodemographic and job characteristics and working conditions related to ‘having a good 
general health’ (0/1) among primary health care professionals

OR p AOR p

Sex (ref. men)

  Women 0.882 0.650 0.898 0.748

Age (ref. 21–35 years old) 0.147 0.261

  36–50 years old 0.606 0.067 a 0.614 0.112

  51–75 years old 0.626 0.103 0.637 0.207

Migration background (ref. born in Belgium)

  Born outside Belgium 0.454 0.096 a 0.258 0.014 *

Highest educational level (ref. university studies) 0.001 *** 0.129 *

  Secondary school or less 0.234 0.005 ** 0.481 0.338

  Non-university higher education (short type) 0.442 0.001 *** 0.500 0.105

  Non-university higher education (long type) 1.239 0.668 1.328 0.635

  Or short university study (only bachelor)

Household structure (ref. couple with children at home) 0.496 0.067 a

  Couple without children at home 1.361 0.245 1.489 0.179

  Living together but not with partner 0.782 0.512 0.471 0.081 a

  Living alone 1.216 0.594 1.547 0.292

Profession (ref. GP) 0.009 ** 0.403

  (home) Nurse 0.449 0.052 a 0.943 0.928

  Physiotherapist 2.973 0.109 5.733 0.022 *

  Dietician

  Podiatrist 0.324 0.087 a 0.617 0.546

  Midwife

  Psychologist 0.517 0.200 0.617 0.427

  Dentist 0.378 0.180 0.385 0.251

  Social worker 0.402 0.027 * 0.922 0.914

  Occupational therapist 0.432 0.137 0.830 0.825

  Pharmacist 3.000 0.305 4.028 0.221

  Family care assistent 0.108 0.008 ** 0.590 0.667

  Speech therapist 0.459 0.277 1.361 0.720

  Care supporting staff 1.622 0.655 1.801 0.620

  Other 1.103 0.866 1.228 0.796

Organizational setting (ref. group-multidisciplinary) 0.010 ** 0.825

  Group-monodisciplinary 1.355 0.455 1.594 0.329

  Solo 0.817 0.592 1.099 0.846

  At home of the patients 0.505 0.053 a 0.794 0.593

  Social service center 0.449 0.022 * 0.922 0.871

  Other 0.366 0.027 * 0.874 0.798

Type of contract/ employment arrangement
(ref. self-employed)

0.048 * 0.486

  Employed with unlimited contract 0.660 0.082 a 0.803 0.612

  Mix (employed and self-employed) 1.504 0.322 1.483 0.421

Working hours (ref. fulltime) 0.215 0.209

  Parttime 0.930 0.772 0.902 0.725

  More than fulltime (> = 40 h. a week) 1.518 0.162 1.902 0.125

Work life balance 1.390 0.001 *** 1.452 0.006 **

Perceived job security 1.340 0.010 ** 1.248 0.105

Proper rewards 1.353 0.002 ** 1.331 0.030 *

Career opportunities 1.232 0.050 * 0.953 0.735

Perceived employability 1.388 0.001 *** 1.345 0.012 *

Supportive relations with colleagues 1.631 0.001 *** 1.283 0.180

Job recognition 1.485 0.001 *** 1.198 0.209

Work engagement 1.929 0.001 *** 1.437 0.117

OR oddsratio; AOR = adjusted oddsratio: adjusted for educational level. type of profession. organizational setting. type of contract. all employment quality scales and 
work engagement; p = p-value: a p < 0.1 (marginally significant); * p < 0.05; ** p < 0.01; *** 0.001; N = 826
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sector (35%), but lower than among those working in the 
private sector (61%) in 2019 [49].

PC professionals are working in very different organ-
izational settings and employment arrangement [50]. 
In line with several other European countries (Bul-
garia, the Czech Republic, Denmark, Estonia, Ger-
many, Hungary, Ireland, Italy, Latvia, Luxembourg, the 
Netherlands, Norway, Romania, Slovakia, Switzerland, 
Turkey and the UK), the dominant employment status 
of PC professionals, in particular GPs, is self-employ-
ment [50]. Thirty six percent of PC professionals was 
self-employed or employed in a mixed system in com-
parison to 9.3% and 8.6% among the general Flemish 
and Belgian working population in 2020 [51], while a 
much smaller part is working with a temporary con-
tract (3% vs. 8% in 2020 in Belgium) [52]. On average, 
the percentage of PC professionals working 40  h or 
more a week (28%) is very similar to that of the gen-
eral Belgian (27%) and European working population 
(29%) (based on round 2 of Eurofound e-survey, 2020), 
but the percentage (37%) of part-time working PC 
professionals is almost 10% higher [46]. However, this 
can be mainly ascribed to the fact that the majority of 
PC professionals is female (77%), and among female 
PC professionals the percentage of working parttime 
is the same as among the general working population 
(around 42%). In terms of employment quality, the 
PC professionals are scoring relatively high, especially 
on ‘job security’ (4.19[0.89]) and ‘supportive relations 
with colleagues’(4.29[0.69]). While the general work-
ing population in Belgium (4.29[1.05]) and Europe 
(4.15[1.09]) also score very high on job security (based 
on round 2 of Eurofound e-survey, 2020), this was less 
the case for support from colleagues (average score in 
Belgium: 3.51[0.99]; in Europe: 3.54[1.07]) [33].

Some differences in employment conditions and qual-
ity may explain differences in perceived general health 
among PC professionals, with GPs reporting a signifi-
cantly better general health than family care assistants, 
and also people working in a multidisciplinary team 
compared to those working in other organizational set-
tings. Self-employment is also positively related to a 
good health (compared to employment). The inde-
pendence that comes with self-employment may give 
autonomy and flexibility, which may lead to a better self-
perceived health [53]. However, it is also possible that 
professionals with a poorer health prefer working as a 
salaried employee, which provides a better social protec-
tion (referring to the health selection effect [53]). Some 
PC professions also do not have the option to choose 
between employment arrangement (self-employed or 
salaried employee). For example, all dentists in our 
sample are self-employed, while family care assistants, 

care supporting staff and social workers are commonly 
employed. If dentists aim to work as a salaried employee 
in a primary care practice with a capitation system, this is 
very difficult, as the capitation system for primary care in 
Belgium does not cover dental care [42, 54].

Working parttime, fulltime or more than full-
time, was not related to self-perceived health status, 
although professionals working 40  h or more a week 
reported worse work life balance, while the latter was 
positively related to a good general health. This might 
reflect reverse causality, as their good health may allow 
them to work many hours. This may compensate for 
the potential negative effect of a poor work family bal-
ance. Also all other dimensions of employment qual-
ity (career opportunities, job security, job recognition, 
etc.), were positively related to general health, but 
only work life balance, proper rewards, and perceived 
employability, were significantly related to PC profes-
sionals’ general health, taking the other factors and 
work engagement into account. The importance of 
these dimensions are described earlier as facilitating 
factors for professional fulfilment as described in the 
Stanford model of professional fulfilment [55]. In addi-
tion, these dimensions of job quality were also found 
in previous European research among nurses [56, 57] 
and GPs [34, 58], and not only in terms of health, but 
also for job satisfaction and as motivation for leaving or 
staying in the job [58, 59].

Finally, a lot of variation was observed among these 
important aspects of job quality and work engagement 
across professions and working conditions. This makes 
it challenging to assess which working conditions are 
ideal in terms of job quality, which are in turn impor-
tant for PC professionals’ health. However, we were able 
to indicate among which working conditions and pro-
fessions these job quality aspects were rated as good to 
very good, and also where improvements could be made. 
Work life balance and proper rewards were especially 
worse among PC professionals who are self-employed, 
working more than 40  h a week, and working solo or 
in a monodisciplinary group practice, indicating that 
investing in a supportive context, where PC profession-
als across the different disciplines can work together, 
with special attention for work-life balance, is impor-
tant. A concrete example may be the provision of (more) 
financial compensation for administrative and practice 
support [59, 60]. Employability and supportive relations 
with colleagues were perceived as very good especially 
in multidisciplinary group practices. Although multidis-
ciplinary group practices are often encouraged for the 
improvement of integrated healthcare of patients [50], it 
may thus also be positive for the working life and wellbe-
ing of PC professionals themselves.
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Strengths and limitations
This is the first Flemish study and one of the first in 
Europe that has investigated the working conditions, job 
quality and general health of professionals active in PC. 
The originality of our study lies in the inclusion of all PC 
professions. However, also some limitations of this work 
should be addressed. First, it is a cross-sectional survey. 
As a result, we are unable to disentangle whether the 
working conditions significantly associated with good 
general health, causally lead to improved subjective 
health. People with a better health may perceive their 
working conditions as better (reporting bias), may be 
more able to do (more) work (reverse causality), or may 
obtain or retain jobs with better job conditions including 
higher wages.

Second, the survey made use of a convenience sam-
ple as there is no clear sample frame for the PC sector 
available. However, there was a strong monitory during 
the sampling process and strategic recruitment to cover 
all professional and guarantee geographical dispersion. 
The sociodemographic profile of the PC professionals 
in our sample (the majority was female, born in Belgian, 
between 36–50 years old, cohabitating with partner and 
children and highly educated) was also comparable with 
that of general health care providers working and living 
in Belgium at the beginning of 2020 [45]. There was some 
overrepresentation of GPs, podiatrists and psychologists 
in our survey, and an underrepresentation of dentists, 
pharmacists, midwives, and speech or occupational ther-
apists. As a result, for some professions, the sample may 
be less representative, and therefore no strong conclu-
sions could be made for all professions present in primary 
care. Future research however could further highlight dif-
ferences between professions and provide more insight in 
how different professions deal with the same issues.

In addition, selection bias cannot be excluded, as it may 
be likely that health care providers who experienced bet-
ter working conditions and a better health were more 
likely to respond to our invitation to participate in the 
study, and professionals with a more disadvantaged soci-
oeconomic background, limited access to the internet or 
with a very high work load or poor health were generally 
less likely to participate in surveys.

There was also a relatively large drop out during the 
survey. The survey was held in the beginning of the 
COVID-19 pandemic, which could cause health care 
professionals with a higher workload not to participate 
or fully complete the survey and those with a temporary 
lower workload to be too optimistic about their work-
ing conditions [13]. Nevertheless, the survey (May-sept 
2020) period was between two waves of the COVID-19 
pandemic in Flanders, and the drop out was comparable 
to other survey research in the Flemish health care sector 

in non-COVID times [61]. Moreover, we have limited 
the length of the survey by limiting additional questions 
about intrinsic job characteristics. Although more infor-
mation about psychological demands, level of autonomy, 
flexibility, representation and skill discretion could have 
been interesting since these relate to health outcomes, 
also among health professionals [62]. High job demands 
in combination with a low level of control and imbal-
ances between efforts and rewards are moreover impor-
tant predictors of burn-outs among health professionals 
[56, 63]. Therefore, further research could further inves-
tigate extrinsic and intrinsic job characteristics and how 
their combination impacts health outcomes of PC profes-
sionals over time.

Conclusion
To conclude, work life balance, proper rewards, and 
perceived employability re all significantly associated 
with the general health of PC professionals. It is conse-
quently important to recognize the importance of these 
job resources for the general health status of PC profes-
sionals, in particular in the current context of increasing 
responsibilities, organizational changes and shortness of 
professionals within the PC sector. With our study we 
were also able to detect where further improvements 
could be made to potentially strengthen the job quality 
and health of PC professionals in Flanders.

Abbreviations
PC	� Primary care
GP	� General practitioner
FFS	� Fee-for-service
PCA	� Primary Care Academy
SRH	� Self-rated health
OR	� Odds ratio

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12875-​023-​02082-w.

Additional file 1. 

Additional file 2. 

Additional file 3. 

Additional file 4. 

Acknowledgements
We would like to acknowledge all the respondents for participating in the 
survey and the occupational organizations active in primary care for distribut-
ing our survey. This paper was written on behalf of the Primary Care Academy 
(PCA). The PCA is a research and teaching network of four universities and six 
university colleges in Flanders, the White-Yellow Cross (Flemish home care 
organization) and patient representatives in Belgium. The purpose of the 
consortium is to reinforce knowledge about primary care and to develop 
interventions, optimal roadmaps, and hands-on toolkits for primary care poli-
cies, practice, and education, built upon the principles of goal-oriented care, 
interprofessional collaboration and self-management.

https://doi.org/10.1186/s12875-023-02082-w
https://doi.org/10.1186/s12875-023-02082-w


Page 12 of 13Buffel et al. BMC Primary Care          (2023) 24:133 

The primary care academy
Roy Remmen, Emily Verté, Peter Van Bogaert, Hans De Loof, Kris Van den 
Broeck, Sibyl Anthierens, Ine Huybrechts, Peter Raeymaeckers, Dirk Devroey, 
Bert Aertgeerts, Birgitte Schoenmakers, Lotte Timmermans, Veerle Foulon, 
Anja Declerq, Nick Verhaeghe, Pauline Boeckxstaens, An De Sutter, Peter Pype, 
Dagje Boeykens, Ann Van Hecke, Peter Decat, Rudi Roose, Sandra Martin, Erica 
Rutten, Sam Pless, Vanessa Gauwe, Didier Reynaert, Leen Van Landschoot, 
Maja Lopez Hartmann, Tony Claeys, Hilde Vandenhoudt, Kristel De Vliegher.

Authors’ contributions
Study concept and design: VB, LL, PDV, DVDV and MM. Development of survey 
and data collection: VB, LL, PDV, DVDV, and MM. Drafting of the manuscript: 
VB. Critical revision of the manuscript for important intellectual content: VB, 
LL, PDV, DVDV and MM. Study supervision: LL and PDV. All authors read and 
approved the final manuscript.

Authors’ information
VB: University of Antwerp, Department of Sociology, Centre for population, 
health and family; MM: University of Antwerp, Faculty of Medicine and Health 
Sciences, Centre for Research and Innovation in Care, Department of Primary 
Care and Interdisciplinary Care, PDV, DVDV: Artevelde University of Applied 
Sciences Occupational Therapy Department Research group Health & Care; 
PDV: Vrije Universiteit Brussel, Frailty in Ageing (FRIA) research group Mental 
health and wellbeing research group (MENT) Department Gerontology. 
DVDV: Ghent University, Faculty of Medicine and Health Sciences, department 
of rehabilitation Sciences, Research group Occupational therapy; LL: Ghent 
University, Department of Bioanalysis, Pharmaceutical Care Unit, Faculty of 
Pharmaceutical Sciences.

Funding
The PCA is funded by the Fund dr. Daniël De Coninck, which is managed by 
the King Baudouin Foundation (Belgium). This research paper received no 
additional external funding, and the funder was not involved in this research. 
(Grant number: 2019-J5170820-211588).

Availability of data and materials
The datasets used and/or analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethical approval was obtained through the ethical committee of the University 
Hospital of Antwerp (registration code: B300201942302 and reference number: 
19/42/461). The participants of the study provided their informed consent form 
through the survey. All methods were carried out in accordance with relevant 
guidelines and regulations in accordance with the Declaration of Helsinki.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 7 November 2022   Accepted: 16 June 2023

References
	1.	 Starfield B. Is Primary-care essential. Lancet. 1994;344(8930):1129–33.
	2.	 Flores-Mateo G, et al. Effectiveness of organizational interventions to 

reduce emergency department utilization: a systematic review. PLoS 
One. 2012;7(5): e35903.

	3.	 Valentijn, P.P., et al., Understanding integrated care: a comprehensive con-
ceptual framework based on the integrative functions of primary care. Int 
J Integrat Care. 2013; 13.

	4.	 Bodenheimer T, Sinsky C. From triple to quadruple aim: care of the 
patient requires care of the provider. Ann Fam Med. 2014;12(6):573–6.

	5.	 Nundy, S., L.A. Cooper, and K.S. Mate, The quintuple aim for health care 
improvement a new imperative to advance health equity. JAMA. 2022; 
327(6):521–522.6.

	6.	 Wolf JA, et al. Reexamining “Defining Patient Experience”: the human 
experience in healthcare. Patient Exper J. 2021;8(1):16–29.

	7.	 Shannon, D., Physician well-being: A powerful way to improve the 
patient experience. Physician Exec. 2013; 39(4): 6–8, 10, 12.

	8.	 Schaufeli, W., & Salanova, M. . Work engagement: An emerging psycho-
logical concept and its implications for organizations. In S. W. Gilliland, 
D. D. Steiner, & D. P. Skarlicki (Eds.), Research in social issues in manage-
ment (Volume 5): Managing social and ethical issues in

	9.	 Jacobs B, et al. Engaging employees in well-being: moving from the 
triple aim to the quadruple aim. Nurs Adm Q. 2018;42(3):231–45.

	10.	 Schaufeli WB, Salanova M. Efficacy or inefficacy, that’s the question: 
burnout and work engagement, and their relationships with efficacy 
beliefs. Anxiety Stress Coping. 2007;20(2):177–96.

	11.	 Shimazu, A., et al., Workaholism vs. Work Engagement: the Two Differ-
ent Predictors of Future Well-being and Performance. Int J Behav Med, 
2015. 22(1): p. 18–23. organizations, 2007 (pp. 135–177). Greenwich, CT: 
Information Age Publishers.

	12.	 Hajjij A, et al. Personal protective equipment and headaches: cross-
sectional study among Moroccan healthcare workers during COVID-19 
pandemic. Cureus. 2020;12(12):e12047.

	13.	 Danhieux K, et al. The impact of COVID-19 on chronic care accord-
ing to providers: a qualitative study among primary care practices in 
Belgium. BMC Fam Pract. 2020;21(1):255.

	14.	 Stengel S, et al. Resilience of the primary health care system - German 
primary care practitioners’ perspectives during the early COVID-19 
pandemic. BMC Prim Care. 2022;23(1):203.

	15.	 Ravalier JM, McVicar A, Boichat C. Work Stress in NHS Employees: a mixed-
methods study. Int J Environ Res Public Health. 2020;17(18):6464.

	16.	 Abraham CM, Zheng K, Poghosyan L. Predictors and outcomes of 
burnout among primary care providers in the United States: a system-
atic review. Med Care Res Rev. 2020;77(5):387–401.

	17.	 Rotenstein LS, et al. Prevalence of burnout among physicians a system-
atic review. JAMA. 2018;320(11):1131–50.

	18.	 Sanchez-Piedra CA, et al. Factors associated with patient satisfaction 
with primary care in Europe: results from the EUprimecare project. 
Qual Prim Care. 2014;22(3):147–55.

	19.	 Mohanty A, Kabi A, Mohanty AP. Health problems in healthcare work-
ers: a review. J Family Med Primary Care. 2019;8(8):2568–72.

	20.	 Yassi, A. and T. Hancock, Patient safety--worker safety: building a 
culture of safety to improve healthcare worker and patient well-being. 
Healthc Q, 2005. 8 Spec No: p. 32–8.

	21.	 Alamgir H, et al. Work-related injury among direct care occupations in 
British Columbia. Canada Occup Environ Med. 2007;64(11):769–75.

	22.	 Weerdt CVD, Baratta R. Changes in working conditions for home 
healthcare workers and impacts on their work activity and on their 
emotions. Production. 2015;25:344–53.

	23.	 Acosta-Gonzalez HN, Marcenaro-Gutierrez OD. The relationship 
between subjective well-being and self-reported health: evidence 
from Ecuador. Appl Res Qual Life. 2021;16(5):1961–81.

	24.	 Veenhoven R. Healthy happiness: effects of happiness on physical 
health and the consequences for preventive health care. J Happiness 
Stud. 2008;9(3):449–69.

	25.	 Vanroelen C. Employment quality: an overlooked determinant of work-
ers’ health and well-being? Ann Work Expo Health. 2019;63(6):619–23.

	26.	 Van Aerden K, et al. How does employment quality relate to health 
and job satisfaction in Europe? A typological approach. Soc Sci Med. 
2016;158:132–40.

	27.	 Van Aerden K, et al. The relationship between employment quality and 
work-related well-being in the European Labor Force. J Vocat Behav. 
2015;86:66–76.

	28.	 De Moortel D, Vandenheede H, Vanroelen C. Contemporary employ-
ment arrangements and mental well-being in men and women across 
Europe: a cross-sectional study. Int J Equity Health. 2014;13(1):90.

	29.	 De Moortel D, et al. Underemployment, overemployment and deterio-
ration of mental health: the role of job rewards. Int Arch Occup Environ 
Health. 2018;91(8):1031–9.

	30.	 Brunner A, Bürg TM, Bobens C, Schmid T, Troy CD, Wagner A. Arbeits-
bedingungen und Arbeitsbelastungen in den Gesundheitsberufen 



Page 13 of 13Buffel et al. BMC Primary Care          (2023) 24:133 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Neiderösterreich [Working conditions and work pressures in healthcare 
professions in Lower Austria]. Vienna: Sozialökonomische Forschungss-
telle; 2010.

	31.	 Maharani C, et al. A scoping analysis of the aspects of primary healthcare 
physician job satisfaction: facets relevant to the Indonesian system. Hum 
Res Health. 2019;17(1):38.

	32.	 Wilhelmsson, S., et al., Unfavourable working conditions for female GPs. A 
comparison between Swedish general practitioners and district nurses. 
Scand J Prim Health Care. 2002; 20(2): 74–8.

	33.	 Canton AN, et al. Violence, job satisfaction, and employment inten-
tions among home healthcare registered nurses. Home Healthc Nurse. 
2009;27(6):364–73.

	34.	 Wagner A, et al. Healthcare professionals’ perspectives on working condi-
tions, leadership, and safety climate: a cross-sectional study. BMC Health 
Serv Res. 2020;19(1):53.

	35.	 Lundberg O, Manderbacka K. Assessing reliability of a measure of self-
rated health. Scand J Soc Med. 1996;24(3):218–24.

	36.	 Quesnel-Vallee A. Self-rated health: caught in the crossfire of the quest for 
“true” health? Int J Epidemiol. 2007;36(6):1161–4.

	37.	 Finnäs F, Nyqvist F. and Saarela J. Some methodological remarks on self-
rated health. Open Public Health J. 2008;1:32–9.

	38.	 Eurofound, Quality of employment conditions and employment relations 
in Europe, Eurofound, Editor. 2013: Dublin.

	39.	 De Moortel D, Vandenheede H, Vanroelen C. Contemporary employment 
arrangements and mental well-being in men and women across Europe: 
a cross-sectional study. Int J Equity Health. 2014;13(1):90.

	40.	 Boutsen M, Camilotti G, Di Zinno T, et al. Vergelijking van kost en kwaliteit 
van twee financieringssystemen voor de eerstelijnszorg in België: een 
update [A comparision of cost and quality between two primary care 
financing models in Belgium: an update]. Brussels: Intermutualistisch 
Agentschap (IMA); 2017.

	41.	 Sermeus W, et al. Financiering van de thuisverpleging in België. Health 
Services Research (HSR), in KCE Reports. 2010, Federaal Kenniscentrum 
voor de Gezondheidszorg (KCE): Brussel.

	42.	 RIZIV. Medisch huis: Een forfaitaire vergoeding voor de geneeskundige 
verzorging [A community health care system: a capitation system for 
medical care]. 2022 [cited 2023 18/03/2023]; Available from: https://​www.​
inami.​fgov.​be/​nl/​profe​ssion​als/​verzo​rging​sinst​ellin​gen/​medis​che-​hui-
zen/​Pagin​as/​defau​lt.​aspx.

	43.	 Remmen R and L. M., Het forfaitair systeem: vloek of zegen? [A capitation 
system: curse or blessing? . Huisartsen Nu. 2014; 43(5): 182–183.

	44.	 Schaufeli VB, et al. An ultra-short measure for work engagement 
the UWES-3 validation across five countries. Eur J Psychol Assess. 
2019;35(4):577–91.

	45.	 Renard F and Devleesschauwer B, Health Status Report 2019, De gezond-
heidstoestand in België., Sciensano, Editor. 2019: Brussel, België. p. 48.

	46.	 Eurofound, Living, working and COVID-19 dataset. Wave 1 and 2 (Own 
calculations), Eurofound, Editor. 2020.

	47.	 Worx, S. Worx Employment Tracker jan 2021. 2021; Available from: https://​
www.​sdworx.​be/-/​media/​sd-​worx/​blog/​210119_​et_​nl.​pdf?​utm_​source=​
samen​wonde​rneme​n&​utm_​medium=​refer​ral.

	48.	 Medex, Het ziekteverzuim bij federale ambtenaren 2019. 2019.
	49.	 Acerta, Kort ziekteverzuim op 5 jaar tijd met 14,4 % gestegen. 2019.
	50.	 Lember M, Cartier T, Bourgueil Y. Chapter 2: Structure and organization of 

primary care. , in Building primary care in a changing Europe, D.S. Kringos, 
et al., Editors. 2015, Observatory Study Series WHO.

	51.	 Statbel, E., Number of self-employed in the population. 2020, Algemene 
Directie Statistiek – Statistics Belgium).

	52.	 Statbel, E., Type of employment contract 2020, Algemene Directie 
Statistiek - Statistics Belgium.

	53.	 Rietveld CA, van Kippersluis H, Thurik AR. Self-employment and health: 
barriers or benefits? Health Econ. 2015;24(10):1302–13.

	54.	 Sillis, M., Mondzorg is duur: ‘Wie geen pijn heeft, gaat niet naar de 
tandarts’ [Oral care is expensive: ’Those who don’t have pain don’t go to 
the dentist’], in Wijkgezondheidscentrum Nieuw Gent bouwt een eigen 
tandartspraktijk uit, N. Bogaert, 2022, Social.net: Online.

	55.	 Stewart MT, et al. Conceptual models for understanding physician burn-
out, professional fulfillment, and well-being. Curr Prob Pediatr Adolesc 
Health Care. 2019;49(11):100658.

	56.	 Thapa, D.R., et al., Job demands, job resources, and health outcomes 
among nursing professionals in private and public healthcare sectors in 
Sweden - a prospective study. BMC Nursing. 2022; 21(1).

	57.	 Orgambidez-Ramos A, de Almeida H. Work engagement, social support, 
and job satisfaction in Portuguese nursing staff: a winning combination. 
Appl Nurs Res. 2017;36:37–41.

	58.	 Stobbe EJ, Groenewegen PP, Schafer W. Job satisfaction of general 
practitioners: a cross-sectional survey in 34 countries. Hum Res Health. 
2021;19(1):57.

	59.	 Lorant V, G.C., D’Hoore W, Sauwens D, Remmen R, Peremans L, et al., 
Huisartsgeneeskunde: aantrekkingskracht en beroepstrouw bevorderen. 
Federaal Kenniscentrum voor de Gezondheidszorg https://​kce.​fgov.​be/​
sites/​defau​lt/​files/​page_​docum​ents/​d2008​10273​63.​pdf, 2008.

	60.	 Ogbonnaya C, Tillman CJ, Gonzalez K. Perceived organizational support in 
health care: the importance of teamwork and training for employee well-
being and patient satisfaction. Group Org Manag. 2018;43(3):475–503.

	61.	 Ceuterick M, et al. Assessing provider bias in general practitioners’ 
assessment and referral of depressive patients with different migration 
backgrounds: methodological insights on the use of a video-vignette 
study. Community Ment Health J. 2020;56(8):1457–72.

	62.	 Karasek RA. Job demands, job decision latitude, and mental strain - impli-
cations for job redesign. Adm Sci Q. 1979;24(2):285–308.

	63.	 Vidotti, V., et al., Burnout Syndrome and shift work among the nursing 
staff. Revista Latino-Americana De Enfermagem, 2018. 26.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.inami.fgov.be/nl/professionals/verzorgingsinstellingen/medische-huizen/Paginas/default.aspx
https://www.inami.fgov.be/nl/professionals/verzorgingsinstellingen/medische-huizen/Paginas/default.aspx
https://www.inami.fgov.be/nl/professionals/verzorgingsinstellingen/medische-huizen/Paginas/default.aspx
https://www.sdworx.be/-/media/sd-worx/blog/210119_et_nl.pdf?utm_source=samenwondernemen&utm_medium=referral
https://www.sdworx.be/-/media/sd-worx/blog/210119_et_nl.pdf?utm_source=samenwondernemen&utm_medium=referral
https://www.sdworx.be/-/media/sd-worx/blog/210119_et_nl.pdf?utm_source=samenwondernemen&utm_medium=referral
https://kce.fgov.be/sites/default/files/page_documents/d20081027363.pdf
https://kce.fgov.be/sites/default/files/page_documents/d20081027363.pdf

	General health and working conditions of Flemish primary care professionals
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methodology
	Data
	Measures


	Results
	Discussion and conclusion
	Strengths and limitations

	Conclusion
	Anchor 15
	Acknowledgements
	References


