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Motivational Profiles and Motivation for Lifelong
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Introduction: Medical specialists face the challenge of maintaining their knowledge and skills and continuing professional
development, that is, 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 of the female
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 autonomous motivation (AM) and controlled motivation (CM) in the
specialists. The profiles that have a high score on autonomous motivation have a positive association with lifelong learning.
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The introduction of sophisticated technological develop-
ments and the new rules and regulations in health care 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), that is, lifelong learning.2,3 Research has shown that
stressors together with health reforms can increase job stress
and reduce health workers’ motivation and performance
regarding patient care and patient safety.4,5 When medical
specialists do not keep up with their changing context, it

impacts the quality of health care andpatient safety.6According
to the latest research into preventable adverse events in hospi-
tals in the Netherlands, the weak points that need 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 pro-
fessionals, a lackofmotivation (20.2%), a lackof 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
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motivation of medical specialists in general and their motiva-
tion 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,
well-being, 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 well-being and greater resilience
among health professionals such as pharmacists.13–16

Theoretical Background
Self-determination theory (SDT) classifies qualitatively differ-
ent 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 regu-
lation together form controlled motivation (CM). Identified
and integrated regulation and intrinsic motivation together
formAM.AMis considered goodqualitymotivation andCMis
considered poor quality motivation.18–20 Within SDT, three
basic psychological needs are distinguished: autonomy (expe-
riencing behavior as self-chosen and self-endorsed), perceived
competence (experiencing behavior as masterful), and related-
ness (feeling mutually connected with peers and important
others).17,21 Need satisfaction is theorized to promote psycho-
logical 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

Research in medical education shows that AM is positively
associated with better learning, better academic performance,
positive well-being, greater resilience, and better patient

care.4,5,13–16,22 On the contrary, CM is associated with the least
desirable outcomes, like negative well-being and poor resil-
ience, procrastination, and surface-level learning.4,5,13–16,22

Besides the quality ofmotivation (the balance ofAMversusCM
in each individual), the quantity of AM and CM and their
combination also play an important role in educational out-
comes (eg, increased persistence, optimal learning patterns, and
better academic adjustment).20,21 This means that work con-
texts that are perceived as supportive of basic psychological
needs are conductive to optimal motivation, functioning, and
well-being 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 spe-
cialists is being thwarted.24

So to ensure that the work context is supportive of the opti-
mal 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 well-
being, and patient care outcomes.20,21,25,26

In this study, we group medical specialists with similar combi-
nationsofAMandCMtocreatemotivationalprofiles.Unraveling
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 carrying out
interventions. Our study will also contribute to the literature as
SDT has not been validated in this particular target group before.

FIGURE 1. Motivational continuum adapted from Deci and Ryan (2002)
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The research questions for this study were as follows: (1) Which
motivational profiles relating to combinationsof autonomous and
controlled work motivation are seen among medical specialists?
(2) Do these motivational profiles vary with demographic char-
acteristics 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 Mul-
tidimensional Work Motivation Scale27 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 aremadeon the following scale: 1=“notat all” to
7 = “completely.” This scale has six subscales that assess the fol-
lowing states of motivation: amotivation, external regulation-
social, external regulation-material, and 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, for example,
money as well as social rewards, for example, praise.

Motivation for lifelong learning: The 14-item revised Jef-
ferson Scale of Physician Lifelong Learning28 was used to
measure the motivation for lifelong learning of medical spe-
cialists. The stem is “Please indicate the extent of your agree-
ment with each of the following statements by circling the
appropriate number”with items like: “I believe that Iwould 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 con-
sensus so that nothing from the original questionnaire got lost
in translation.29 The final questionnaire also included back-
ground 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 autono-
mous and CM 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
AMscores explained by the cluster solutionwere 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 exemp-
tion from ethical approval for this study. To ensure compliance
with the rules established by the declaration of Helsinki, par-
ticipants were told that their participation in the study was
voluntary, there was a guarantee of confidentiality and ano-
nymity, and nonparticipation would not cause them any harm.

RESULTS

One hundred and ninety-three out of 1591 (12.2%) medical spe-
cialistsfilled out the questionnaire. It has been known thatmedical
specialistshaveanoverwhelmingamountofquestionnaires 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 partici-
pate 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
divisionof the specialties into three groups; surgical, nonsurgical,
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 Nether-
lands.30 NIVEL uses a division of six groups: first-line curative
care (ie, general practitioner), public health care (ie, occupational
physician),psychiatry (except psychiatristworkingatahospital),
surgical (all specialties that work in the operating theatre), non-
surgical (ie, dermatologist, cardiologist), and supportive (ie,
anesthesiologist, pathologist). However, the groups, first-line
care, public health care and psychiatry, were not applicable to
our study as these specialists are not working in hospitals.

Table 2 shows the demographic characteristics of the medical
specialists inour studyand theirmeanscoreson thedifferent types
of work motivation. Missing data were handled per variable
because of the already small-sized sample. Some variables did not
have anymissing data and therefore have the complete number of
193 participants. Other variables did have missing data and
therefore have a total participants that are lower than 193. Dif-
ferencesbetweenmean scoreswere tested for significancebyusing
a t test. For differences between types of specialty, ANOVA was
used. Medical specialists younger than 50 years of age scored

Motivational Profiles of Medical Specialists van der Burgt et al. 173



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.

The next step in our analysis was a cluster analysis. Because of
the low mean score of specialists on amotivation, with no signifi-
cant differences for demographic characteristics, we decided to
follow the method of Vansteenkiste et al,25 Kusurkar et al,26 and
Tjin a Tsoi et al21 and exclude the amotivation scores from our
cluster analysis. We conducted a confirmatory factor analyses on
theworkmotivationscale as thiswasnotvalidatedamongmedical
specialists before. The results were as expected and are shown in
Table 3. Factor loadings above 0.4 are considered good or sig-
nificant. Cronbach’s alpha was 0.791 for CM and was 0.826 for
AM; factor analysis for lifelong learning motivation showed
aCronbach’s alpha of 0.848,which indicates good reliability. The
total scores of specialists on AM and CMwere 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, and5-cluster solutions according to themethodsdescribed
for cluster analysis. The 4-cluster solutionwas found tofit 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
onCM, sowe labeled it theHAMCprofile (forHighAutonomous
and Moderate CM). Cluster 2 had moderate scores on both AM
and CM, so we labeled it the MAMC profile (for Moderate

Autonomous andModerate CM). Cluster 3 had amoderate score
onAMand a low score onCM, sowe labeled it theMALCprofile
(for Moderate Autonomous and Low CM). Cluster 4 had a high
score on AM and a low score on CM, so we labeled it the HALC
profile (forHighAutonomous andLowCM).None of the profiles
scored low on AM or both AM and CM.

TABLE 1.

Range of Specialties

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 Supportive

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 Supportive

Nephrologist 1 0.5 Non-surgical

Neurologist 12 6.3 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 Non-surgical

Psychiatrist 5 2.6 Non- surgical

Radiologist 4 2.1 Supportive

Rheumatologist 4 2.1 Supportive

Rehabilitation specialist 7 3.7 Non-surgical

Emergency room specialist 7 3.7 Non-surgical

Urologist 3 1.6 Surgical

Total 189 100

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 y 106 (54.9) 5.89 3.41 1.41

>50 y 87 (45.1) 5.66 3.20 1.50

F-value 4.126 1.114 2.687

P < .05 ns ns

Years of experience

<15 y 110 (57) 5.84 3.43 1.46

>15 y 83 (43) 5.71 3.17 1.44

F-value 4.037 1.185 0.314

ns P < .05 ns

Type of hospital

Academic 75 (38.9) 5.84 3.30 1.45

Nonacademic 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

Nonsurgical 95 (50.3) 5.76 3.39 1.43

Supportive 45 (23.8) 5.68 3.22 1.47

F-value 1.002 1.127 0.049

ns ns ns

Mean scores are based on the multidimensional work motivation scale with a seven-point Likert scale.

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

WM1, WM7 and WM13 are the items for amotivation, which are left out because we do not include

amotivation in our analysis.

MLL, motivation for lifelong learning.
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Wealso investigateddifferences in the scoresonmotivation 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 theMAMCprofile andmost 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 yearsweremostly 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 specialistswithmore than15years of experience
were found predominantly in the MAMC profile (38.0%). Spe-
cialists that work in an academic hospital aremostly represented
in the HALC profile (39.2%), and regarding specialization, the
surgical specialties are also mostly found in this profile (36.7%).

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, material or social, is more important for a medical
specialist. Table 6 shows the scores on the subscales of CM for
eachmotivational profile. The lowest score in all four profiles is
on external regulationmaterial, themiddle score in all profiles is

on external regulations social, and the highest score in all pro-
files is on introjected regulation, which is the type of motivation
closest to AM on the motivation continuum.

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 demo-
graphic characteristics. Table 8 shows the results. This analysis
provided us with two significant results that 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.

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 life-
long learning. Although we found four motivational profiles,
which is in alignment with previous studies,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
findingsmake it difficult to call this goodandpoorquality or high
and low quantity, as outlined in the previous literature on
motivational profiles among pharmacists and medical stu-
dents.21,25,26When 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 continuumwhen
it comes to CM.

Interestingly,we founddifferences 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 their experience.

Females are equally represented in the HAMC and HALC
profiles. These profiles contain physicians with high AM. This
findingalignswithdescriptions in thegeneralmotivation literature,
whichsuggest that females aremoreautonomouslymotivated than
males regarding learning.17 This is also found in the study among
pharmacists. Female pharmacists were highly represented in the
goodqualityprofilewithhighAM.21However,wedidnotfindany
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 nonsurgical 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

TABLE 4.

Mean Scores on Autonomous Work Motivation (AM), 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

No. of cases in the cluster 43 56 55 30

Motivation for lifelong learning 3.27 3.27 3.01 3.08

Mean scores are based on the multidimensional work motivation scale with a seven-point Likert scale and

the JeffSPL with a four-point Likert scale.

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 y 32 (33.0) 31 (31.1) 26 (27.2) 13 (8.7)

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

Years of experience

<15 y 32 (31.5) 30 (29.6) 30 (29.6) 15 (9.3)

>15 y 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)

Nonacademic 30 (30.1) 39 (29.1) 29 (33.3) 13 (7.8)

Type of Specialty

Surgical 13 (27.7) 19 (40.4) 8 (17.0) 7 (14.9)

Nonsurgical 19 (21.1) 25 (27.8) 31 (34.4) 15 (16.7)

Supportive 9 (20.0) 13 (28.9) 15 (33.3) 8 (17.8)

Motivational Profiles of Medical Specialists van der Burgt et al. 175



highest.31–33 Prestige is defined as regard or esteem and a pres-
tige hierarchy as a scale of regard or esteem.31 This could be
supportive for the perceived autonomy and competence among
the surgical specialists. The studies also show that doctors
within amedical 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 adecision needs to be
made on the spot. This provides another reason surgical spe-
cialties 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 moti-
vational 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 signifi-
cance level is quite arbitrary both normallywhen it is set to 0.05
but also with the Bonferroni correctionwhen in this case it is set
to 0.01. The purpose of this study was to showwho (what kind
ofmedical specialist) can be found inwhichmotivational profile

and some of the odds ratio’s that we found are still worth
mentioning evenwhen 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 recommen-
dation 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 spe-
cialists. Also, looking at the motivational profiles of pharmacists,
the type of pharmacy did matter; the pharmacists working in
a hospital pharmacy had higher AM.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 alike, as not only the
academicbutalso theperipheralhospitalswere involved, although
to a lesser extent, in teaching and research, next to patient care.

Our findings suggest that the older and more experienced
medical specialists are, the more they lean toward the moderate
side of the motivation spectrum of AM. This finding raises
concern because it implies a shift from high autonomy and low
CM toward moderate autonomy and moderate CM. This is
especially important since both high autonomy profiles show
positive significant results on motivation for lifelong learning.

FIGURE 2. Demographic characteristics of the four motivational profiles in %

TABLE 6.

Mean Scores on the Subscales of 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 multidimensional work motivation scale with a seven-point Likert scale.

TABLE 7.

Point Bi-Serial Correlations Between All Variables

Age Gender
Years of
Experience

Type of
Hospital

Type of
Specialty

Age 1

Gender 20.294* 1

Years of experience 0.854* 20.311* 1

Type of hospital 0.017 0.018 0.048 1

Type of specialism 0.127 20.83 0.162* 20.121 1

*p = .05.
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Thus, a shift from a high to amoderatemotivation profile could
diminish the motivation for lifelong learning.

Implications for Practice
Continuing professional development is important for future
health care, as it secures or provides the level of quality andpatient
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 spe-
cialists. The results also demonstrate that more than half of the
medical specialists have a motivational profile that scores higher
onCMthan themost idealHALCprofile. Thismeans that there is
a high percentage of medical specialists that have motivational
profiles with a higher risk of poor resilience, lower academic per-
formance, 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: auton-

omy (eg, the feeling of choice), competence (eg, the feeling of
mastering certain knowledge and skills), and relatedness (eg, the
feeling of belonging at work or connected with peers).17 Further
research on these needs amongmedical specialists is a next step in
working toward an environment that stimulates the most ideal
motivational profile and, in turn, motivation for lifelong learning
in health care. We do suggest that educational activities be cus-
tomized 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 health care 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 AM is supported
which leads to the most optimal motivation specialist can have
which in turn provides the most optimal results of our health care
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 theyhave 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-learningmodules, and other possibilities for CE should be set up
in a basic needs supportive way.

Limitations and Future Research
The work motivation scale that we used is validated in many
professions; however, it has not been used for health care pro-
fessionals before. Further validation of this scale among health
care professionals is necessary. However, for this study, the scale
has been presented to experts for content validity in this partic-
ular population andwas 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% com-
pared to a male/female ratio from 57%/43% among the entire
group of specialists fromall five hospitals in this study.However,
as mentioned before, it takes motivated specialists to participate
in questionnaires and according to the SDT 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 toprovide each groupof specialistswith
the right support and interventions for practice and lifelong
learning according to their motivational profile is even more
urgent.Motivational research amongmedical 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 studywithmedical specialists’ learningbehaviorsandpatient
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,
themeasurement of experience ofmedical specialists in years can
be debated on. It seems logical that competence is gained when
experience is build up: the older a medical specialist grows the
more years of experience. But it does not show the type of
experience, as medical specialists can take on other nonclinical
responsibilities in their job, especially if they are older, such as

TABLE 8.

Multinomial Logistic Regression

Motivational Profile Variable B Exp(B) Sig.

HAMC Intercept 20.174 0.774

Gender

Male 20.942 0.390 0.048*

Age

<50 y 1.433 4.191 0.109

Experience

<15 y 20.753 0.471 0.412

Type of hospital

Academic hospital 20.525 0.592 0.266

Specialty

Nonsurgical 20.078 0.925 0.888

Surgical 1.011 2.749 0.133

MALC Intercept 20.118 0.853

Gender

Male 21.042 0.353 0.056

Age

<50 y 20.419 0.658 0.637

Experience 20.437 0.646 0.626

<15 y

Type of hospital

Academic hospital 0.252 1.286 0.627

Specialty

Nonsurgical 0.086 1.090 0.888

Surgical 0.679 1.973 0.379

HALC Intercept 20.057 0.916

Gender

Male 20.509 0.601 0.237

Age

<50 y 1.469 4.343 0.093

Experience 21.694 0.184 0.057

<15 y

Type of hospital

Academic hospital 0.442 1.556 0.283

Specialty

Nonsurgical 0.151 1.163 0.760

Surgical 1.362 3.905 0.026*

*P = .05.
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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 con-
sidered. For this study, experience in years is enough to unravel
themotivational profiles ofmedical specialists, evenmorebecause
in the participating hospital the other nonclinical 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.

Lessons for Practice

n Fourmotivational profileswere found inmedical specialists for
work.

n The motivational profiles are associated with medical spe-
cialists’ demographic characteristics, such as gender, years
of experience, and type of specialty.

n The two motivational profiles with a high score on AM are
positively associated with motivation for lifelong learning.

n Taking the different motivational profiles in consideration
when providing a CE system or educational activities for
medical specialists could be valuable.
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