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Objective: The objective of this study was to describe French primary care physicians’ beliefs about cardiovascular disease (CVD) risk factors and best practices for managing CVD.
Methods: This study comprised a purposive convenience sample of 656 primary care physicians in
France, recruited from contacts made through the French Society of General Medicine. We compiled the
physicians’ responses to free text questions taken from an Internet-based survey and analyzed them
using a qualitative approach. Physician’s responses were inductively analyzed using content analysis.
Responses were thematically coded, tabulated, and computed for frequencies. Overall themes and verbatim examples are presented in this article.
Results: The French physicians in our study are generally happy with their country’s health care system and cite equity as the primary reason. Interestingly, along with food and lifestyle differences, they
also cite equity of their health system as the reason for the lower CVD death rate in France, Japan, and
Israel compared with the United States. The physicians believe that they are successful at managing CVD
risk factors by emphasizing aspects of the doctor–patient relationship, including spending more time
with patients and focusing on education.
Conclusions: Physicians who are on the front line of care and management offer a fresh perspective
on best practices for CVD prevention and management. The equity of the French health care system supports a “culture of care” in France that might lead to better outcomes for CVD risk factor patients than
in the United States. (J Am Board Fam Med 2012;25:477– 486.)
Keywords: Cardiovascular Abnormalities, Cross-Cultural Comparison, Delivery of Health Care, France, Physician
Patient Relationship, Quality of Health Care

Cardiovascular disease (CVD) is the leading cause
of death globally, accounting for 17.3 million
deaths annually.1 Rates of death caused by CVD
are lower in France than they are in the United
States despite that the distribution of traditional
CVD risk factors such as hypertension, diabetes,
and smoking is surprisingly similar in France and
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the United States.2–7 French CVD mortality rates
are 35% lower for men and 32% lower for women
compared with American rates.1 The reason for
this difference in mortality rates has not been fully
explained. A recent survey of French physicians
suggests that there may be a culture of care for
CVD risk factor management in France that could
support better patient outcomes.8
A healthy diet and moderate wine consumption
are often cited as the primary reasons for France’s
low incidence of CVD mortality.9 –11 Indeed, cultural differences in lifestyles and underlying social,
environmental, and economic factors have been
shown to have a strong inﬂuence on health outcomes.12,13 The average French person exercises
more, eats more fruits and vegetables, and works
less than an average American.14 –18 Furthermore,
food is central to French culture and French dietary
habits include sit-down dinners with family and
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management offer a fresh perspective on CVD prevention and management.

Methods
Design and Setting
Informal interviews with a convenience sample of
25 primary care doctors in the United States,
France, Japan, and Israel were conducted to gather
background information about how physicians
manage CVD risk factors in the outpatient setting
in their respective countries. An online survey was
created based on the informal interviews. The resulting survey used a mixed methods design of
quantitative and qualitative data, including 45 multiple choice questions and 3 “free text” questions.30
The inclusion of free text questions provided qualitative data from which to draw themes. Reported
here are the results of the French physicians’ responses to the free text questions. Because qualitative data can elucidate and provide further explanation of quantitative data, in certain cases we will
reference the physician’s multiple choice responses
to compare them with their free text responses.31
Recruitment and Sampling
Participants were sampled purposively to include
primary care physicians, most of whom were family
and general practitioners. Purposive sampling targets participants based on preselected criteria relevant to the particular research questions.30 The
French physicians were contacted via a convenience sampling method through the French Society of General Medicine, one of the main organizations of family physicians in France, whose
membership includes 1200 practicing physicians
from across the country. The survey was E-mailed
to all members of the French Society of General
Medicine. A total of 656 French physicians returned the survey. Eighty-eight percent of responding physicians were between the ages of 35
and 64 years, with an average age of 50 years. The
vast majority of respondents (97%) were family or
general practitioners.
Ethical Approval
The study was approved by the Institutional Review Boards of Wright State University and the
University of Georgia. An informational letter
about the project accompanied the email survey. As
an incentive, physicians received three hours of
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smaller portion sizes.10 However, that the French
may follow healthier dietary and lifestyle habits
than the typical American and have lower rates of
obesity may not entirely account for the lower
CVD mortality in France.
Considerable differences exist between health
care systems and physician practice behavior in the
United States and France that could contribute to
France’s lower CVD mortality.19,20 In 2000, the
French health care system was ranked the best in
the world versus the US system, which ranked
37th.21 Surprisingly, the French spend on health
care roughly half of the money that the United States
spends.2 The latest ﬁgures show health expenditure
per capita in France is 49% lower than in the United
States.1 Most French citizens are fully covered under
a national health care system, whereas according to
the US Census Bureau, 50.7 million Americans, an
all-time high, are uninsured.22 Universal coverage in
France results in less disparity, and research has proposed that the French health care system may allow
physicians and patients more ﬂexibility to adopt professional and culturally pertinent approaches to the
management of CVD risk factors.8 These practices
include patient-centered care such as building doctor–patient relationships and using electronic medical records (EMRs), which have documented positive effects on improving the process of care and,
more recently, on clinical outcomes.23–27 A crosscultural comparative study focusing on the opinions and practices of French and US physicians
found considerable differences between the United
States and France.8 The study focused on the microsystem of the ofﬁce, which includes patients,
clinicians, and cultural processes.28 French physicians reported that they focus more of their treatment efforts on lifestyle modiﬁcation rather than
medication management, see their patients more
frequently and for longer visit times, use EMRs
more often, and have guidelines more readily available to them than American physicians.8
These processes of care and their contribution
to the management of CVD in particular have not
been explored adequately and could provide insight
into a culture of care practiced by French physicians that may contribute to better cardiovascular
health in France.29 Physicians are on the front line
of patient care, yet few if any studies have been
conducted that describe their beliefs about CVD
and the best ways to prevent and treat CVD. Physician’s beliefs and opinions about CVD risk factor

Data Collection
The physicians were asked their opinion about the
reason for lower CVD death rates in France, Japan,
and Israel than in the United States, the quality of
health care in their country, and reasons that they
believe that they are successful managing patients
with CVD risk factors. The participants typed their
responses directly into the web-based survey, and
these responses were collated into a spreadsheet for
analysis.
Data Analysis
Answers to the free text survey questions were
coded into response categories by the research team,
which was led by a cultural anthropologist (COBC)
with expertise in qualitative analysis. The codes were
generated using word repetition and key words in
context methods to identify repeated words and
themes.32 A code book was developed based on key
words and themes, which were discussed by members
of the research team, and reﬁnements and changes
were made. Two native French speakers coded the
physicians’ responses. The responses were kept in
their original language during the coding process to
decrease the likelihood that meaning would be lost or
changed during the process of translation.30 To assure consistency in code assignment, a test of intercoder reliability (between the 2 coders) was performed using a sample of responses from each of the
3 survey questions to ensure that the coders were
interpreting the data and assigning codes in a similar manner. Two reliability tests were performed
between the coders, with an intercoder reliability
score of 90% or greater for each test, which is an
adequate level of intercoder reliability.33 Because
many responses contained several themes, coders
could assign multiple codes rather than only one
for each response, per the method of Carey.34 During the data analysis, the research team met regularly to discuss the range of answers and any new
codes that were generated when emergent themes
were discovered. When new themes emerged, the
team discussed the new proposed code and either
rejected it or adopted it into their coding process.
The team determined that assigning up to 3 codes
per response was sufﬁcient to cover the range of
topics included in physician’s responses. Since the
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creation of the codes was part of the analysis, the
ﬁnal code book for each question is presented in
Table 1.

Results
Differences in CVD Death Rates
When responding to the statement, “The cardiovascular death rate is 20% to 25% lower in France,
Japan and Israel versus the United States because…,” 53% of the physicians cited food, diet,
and portion sizes as the most important factor in
the difference in CVD death rates (see Table 2).
One physician stated that lower CVD “seems related to overall eating habits in our country
[France], reinforced by media campaigns.” Physicians stated that in France, food portions are reasonable, nutritious, more diversiﬁed, and have
fewer calories and less sugar than the American
diet. French physicians also mentioned cultural aspects of the French diet, stating that “in France we
are still protected from junk food.” Meals with
family and the Mediterranean diet, which emphasizes fruits, vegetables, and lean protein, are valued
by the French overall. Physicians repeatedly used
the word “balanced” when describing the French
diet.
Second to food and diet, 22% of physicians cited
greater equity of health care in France, Japan, and
Israel than in the United States as a reason for
lower CVD death rates. The code “equity” referred
to fairness of the health system as well as coverage.
One doctor stated, “Patients have better access to
the medical system, which allows for prevention,
including disadvantaged populations who are most
affected.” Another physician commented, “Social
protection allows better management of risk factors.” Several physicians stated that equity also referred to the cost of healthy food in the United
States and that the low-income people living in the
United States could not afford a healthy, balanced
diet.
Twelve percent of physicians mentioned lifestyle as an important factor in higher CVD death
rates in the United States. For this study’s purposes, “lifestyle” included both stress and intensity
of living. One physician noted that in France, “lifestyle [dietary, physical activity] is the opposite of
what I witnessed during a trip to the [United
States].” Interestingly, lifestyle was often linked to
diet by the doctors. One explained the lifestyle/
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continuing medical education credit for completing
the survey. Physician consent was secured through
participation in the study.

I believe I am successful managing patients with CVD risk factors because:
1
Guidelines or recommendations
Treatment in accordance with established guidelines and recommendations
2
Prevention
Stresses preventive rather than only curative practices
3
Monitoring
Regular measurement and biomonitoring, computerized med records
4
Motivation of doctor
Persistence and commitment
5
Motivation of patient
Follow recommendations; be active participant in care; attend
appointments and follow-up
6
Doctor knowledge
Expertise and training
7
Patient diet/lifestyle
Patient knowledge of importance of diet/lifestyle changes
8
Patient health coverage
Access to paid drugs and care
9
Group care
Doctor works with other doctors; nurse involvement
Doctor–patient relationship
Sub code
10
Trust
Patient trusts doctor, doctor trusts patient, bilateral respect, shared
responsibility
20
Communication
Nonverbal, verbal, listening
30
Understanding
Patient understands doctor and doctor understands patient
40
Education
Doctor gets patient to understand suggestions, treatment, and
biology of diagnosis and disease
50
Social
Doctor is aware of patients’ family, ﬁnancial, work, life goals, and
cultural context
60
Time
Length of time in relationship between doctor and patient, time
spent with patient
Health care in my country is generally good or not good because:
1
Good
Overall good or satisfactory
2
Poor
Unsatisfactory or poor
3
Good and bad
Both positive and negative aspects
4
Good—health care equity
Equality of access and care; everyone treated equally
5
Good—comprehensive care
Full ﬁnancial coverage and support
6
Good—quality
Quality patient care of service and facilities
7
Good—prevention
Emphasis on preventative care practices
8
Good—freedom
Doctors are free to prescribe; they are not inﬂuenced by any lobby
9
Bad—patient irresponsibility
The system encourages patient to excessive drug consumption;
system abuses, assisted patients
10
Bad—doctor new type of remuneration Doctors see more patients during the day to increase their revenues:
less time per patient, less quality
11
Bad—no recognition of family doctor
Bad organization of primary care
12
Bad—wasting
Wastes time that could be spent caring for patients
13
Bad—health care reform
States uses ﬁnancial approach to deal with health care spending,
privatization of health care
14
Bad—bureaucracy
Bureaucracy and administration hinders care
15
Bad—insufﬁcient healthcare equity
Inequality of access and care; everyone treated equally
16
Bad—increase of out of pocket expenses Patient pays more and more for health care
17
Bad—lack of quality
Lack of quality patient care of service and facilities
18
Bad—lobbying
Big pharmaceutical companies, politics, and universities
19
Bad—lack of time
Limits time of visit and education time
20
Poor prevention
Not enough emphasis on preventive care practices
21
Bad—remuneration
Doctors are not paid enough
22
Bad—underinvestment by state
State does not invest enough in healthcare
23
Bad—lack of professionals
Decrease of medical demography, bad geographical distribution of
care providers
24
Bad—expensive
Health care is too expensive
Continued
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Table 1. Codebook for French Primary Care Physician Beliefs about Cardiovascular Disease Risk Factors and Best
Practices for Managing Cardiovascular Disease

Cardiovascular death rates are 20% to 25% lower in France, Japan, and Israel versus the United States because of:
1
Healthcare
Better access to quality health care
2
Prevention
Preventive measures to reduce CVD risks
3
Food/diet
Better quality or more nutritious food and diet/smaller portions
4
Obesity
Fewer obesity issues in France/more in United States
5
Wine
Regular consumption of wine
6
Exercise
Regular exercise/less stationary
7
Lifestyle
Stress and intensity of living
8
Genetics
Cultural and/or genetic factors
9
Education
Greater patient education or awareness
10
Equity
Fairness of the health system, more equitable coverage, or both
11
Disparities
Disparities in care by ethnicity and socioeconomic divisions
CVD, cardiovascular disease.

food connection like this: “People [in the United
States] are so stressed they eat more food more
often.” Other physicians simply stated that the
French have a “better quality of life,” with less
stress, and have more “healthy balanced living”
than their US counterparts.
Opinions about the Health System
When responding to the statement, “Health care in
my country is generally good or not good because…,” 71% of the physicians answered that
health care in their country is good. The physicians
most often cited health care equity, full coverage of
medical expenses and medication, and comprehensive care as reasons that the French system generally is good. One doctor stated, “Access to care is
still possible for all and free”; another said, “EveryTable 2. Physicians’ Beliefs about Why Cardiovascular
Disease Death Rates Are Higher in the United States
Code
1
2
3
4
5
6
7
8
9
10
11

Responses, n (%)
Food/diet
Equity
Exercise
Lifestyle
Obesity
Quality of care
Genetics
Prevention
Wine
Education
Disparities

348 (53)
144 (22)
128 (19)
77 (12)
76 (12)
71 (11)
21 (3)
19 (3)
11 (2)
6 (1)
6 (1)

Numbers refer to the frequency of responses that include a
theme. Some respondents mentioned multiple themes so the
response percentages will be greater than 100%.
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one has access to care regardless of income, and
critical care is equivalent for all.” One doctor commented that, “It is good in the ﬁeld of management
of [CVD] because with virtually free health care we
can take time to give advice, review and repeat
recommendations, and explain the inﬂuence of factors like weight and other therapeutic interventions
for each patient.”
Successful Practices for Managing CVD
When responding to the statement, “I believe I am
successful at managing patients with CVD risk factors because…,” 51% of physician’s answers concerned the doctor–patient relationship. The subthemes included in the doctor–patient relationship
(see Table 3 and Figure 1) were trust, communica-

Table 3. Physicians Beliefs about Why They Are
Successful at Managing Cardiovascular Disease Risk
Factors
Code
1
2
3
4
5
6
7
8
9
10

Responses, n (%)
Doctor–patient relationship
Doctor knowledge
Motivation of the doctor
Guidelines or recommendations
Patient health coverage
Motivation of patient
Prevention
Monitoring
Lifestyle
Group care

331 (51)
106 (16)
90 (14)
89 (14)
66 (10)
58 (9)
41 (6)
21 (3)
21 (3)
9 (1)

Numbers refer to the frequency of responses that include a
theme. Some respondents mentioned multiple themes so the
response percentages will be greater than 100%.
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Table 1. Continued

35%
30%

14%
8%

tion, understanding, education, social, and time aspects of the visit. Physicians named “time” and
“education” as the most important of these items.
The “time” code included statements about the
length of time that the doctor and patient have
been in the relationship and the amount of time
spent with a patient during an ofﬁce visit. These 2
aspects of time were combined because physicians
generally referred to “time spent with patients” in
their responses without differentiating between
consultation time, frequency, or continuity of care.
The “education” code included explanation of the
biology or diagnosis of a disease to the patient and
treatment explanations and suggestions. One physician stated, “[I] take the time to explain,” and
several of the physicians’ comments stressed the
importance of the time they spent on educational
diagnoses. Another physician claimed, “I am convinced that educating patients with cardiovascular
risk is the foundation for the preservation or improvement of their health.” One said that they use
visuals that explain and educate the patient about
the pathophysiology and other technical knowledge. Another physician referred to their “power of
persuasion” when spending time educating a patient. Time adjustments for particular patients were
seen as important as well. One physician attributed
their success to “longer consultation time with patients at high risk.”
“Social” aspects of the doctor–patient relationship were commented on by the physicians. The
social code includes that the doctor is aware of
patients’ family, ﬁnancial, work, and life goals and
cultural context. The physicians referred to this as
“contextual knowledge” of the patient’s life. One
physician stated that “the direct relationship and
good knowledge of the patient, his conﬁdence, and
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7%

6%

loyalty” were the most important factors of their
success. Another explained, “Listening to the patient’s wishes, his life goals” is important to their
success in treating CVD. Another physician stated
the importance of a “personalized approach to address the problems of each patient by listening,
explaining, negotiating.” One physician contended
that one of their strengths is “the ability to vary the
treatment of hypertension, according to the patient’s personality, his attitude, and his compliance.”
Trust, which includes bilateral respect and
shared responsibility, was commonly commented
on by doctors. One physician stated that “patients’
conﬁdence in their [General Practitioner]” is important. Another claimed that “conﬁdence, faith,
and empowerment” are all important factors in
treatment success.
“Communication” and “understanding” were important parts of the doctor–patient relationship as
well. Communication includes nonverbal and verbal communication as well as listening. Understanding is seen as mutual between doctor and
patient. One physician stated that it is necessary to
provide “simple explanations and clariﬁcations.”
Another physician stated that they “listen carefully
to life goals and constraints and [invest] time in the
explanations of the nature of the condition.” One
physician adapts communication styles to the patient, for example, by using agricultural imagery to
explain hard to understand health concepts to a
farmer.
Other key aspects of their success at managing
patients with CVD risk factors include doctor
knowledge (16%), motivation (14%), and use of
guidelines or recommendations (14%). Doctor
knowledge includes continuing medical education,
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Figure 1. Key subthemes in the doctor–patient relationship.

Discussion
Physicians cited the healthier food and diet of the
French as the most important reason for CVD disparities. However, nearly one quarter of the doctors
also cited equity—speciﬁcally discussing France’s equitable system and the United States’ inequitable system—as a key reason for the United States’ higher
CVD mortality. Equity in France is reﬂected in universal coverage and low patient costs. Often these
differences in equity and coverage are overshadowed
by the food, diet, and lifestyle arguments to explain
France’s lower CVD rates, even though health care
coverage and quality of care play a key role in CVD
outcomes. For example, adequate patient coverage
and access to care allow physicians to better manage CVD risk factors through close monitoring and
provide them with more opportunities to educate
and equip the patient with preventive tools.
Another key difference between the US and
French health care systems is France’s use of tools
that lessen the administrative burden on physicians.
Indeed, French doctors report spending more time
in patient care than American doctors, who report
spending more time on administrative activities.8
The French carte vitale maintains the patient’s information in one place and facilitates the communication
with the health insurance companies. EMRs are used
to store and monitor patients’ clinical data but together with the carte vitale, they also are able to send
the payment fee to the health insurance companies
without any paperwork. These tools may allow
French doctors more time to spend with patients
dealing with important issues, such as listening to
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their concerns or educating them about CVD prevention.
Physicians cite the use of guidelines as a successful practice for managing CVD risk factors. French
physicians have guidelines available to them in the
examination room when seeing patients, which
could promote their consultation during a patient
examination.8 Knowledge about guidelines and expertise and training were cited by doctors as an
important factor in their success with patients as
well. The fact that doctors regularly update themselves on new clinical guidelines and seek out peer
group learning opportunities may be closely linked
to their own motivation. The personal conviction
and tenacity that they cite in their responses is an
important component of their self-reported success. That 71% of the physicians in our study reported that the health care system in France is good
may augment their motivation in practice.
The 2 things that the physicians liked most
about the French health care system are equity and
comprehensive care, including ﬁnancial coverage
and support for patients. Perhaps it is these features
of the health care system that allow French physicians
to build and maintain an ongoing long-term relationship with their patients, which in turn may allow for
more preventive care and the early diagnosis of CVD
risk factors.14 Patient-centered communication and
continuity of care lead to increased trust between
physicians and patients.35 The French physicians in
this study emphasize social aspects of the doctor–
patient relationship, including time, trust, and education as being the most important factors in their
success with managing patients with CVD risk factors. It is the social information about their patients, such as a patient’s personality or motivation,
that allows doctors to “tailor” treatment to their
patient’s individual goals or needs. Furthermore,
the issue of time (both continuity of care and visit
length) is important in establishing and maintaining patient-centered care and developing the physician–patient relationship based on the principle of
trust.36 –39
Figure 2 depicts several French best practice
points for CVD risk factor management as identiﬁed by the physicians in this study. These include
doctor–patient relationship, motivation of the doctor, doctor knowledge, use of guidelines, use of
EMRs, and focus on prevention/healthy lifestyle.
Together, these key practices comprise a culture of
care in France.
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medical meetings, literature, peer group learning,
postgraduate training, and clinical guidelines. Motivation includes the personal conviction, persistence, and commitment of the doctor. Examples of
motivation given by the physicians include strong
personal involvement and commitment, setting
benchmarks, and personal interest in changing
patient behavior. One physician described this as
a “strong personal commitment to preventive
medicine.” Physicians described the importance
of guidelines in terms of physician knowledge
about them and in general the existence of and
compliance with ofﬁcial recommendations to assist with treating patients according to their disease and age and to assist with setting systematic
goals for therapy.

DoctorPaent
Relaonship
Prevenon /
Healthy
Lifestyle

Movaon
of Doctor

Culture
of Care
Doctor
Knowledge

EMRs
Use of
Guidelines

The question remains, Could these best practices of the culture of care in France be adopted in
the United States? Social aspects of the doctor–
patient relationship, including time, trust, and education, are valued in US medicine but the American system does not allow doctors to focus on it
fully, especially because the typical ofﬁce visit has
increasingly more items competing for the attention of the physician.39,40 Limited time for ofﬁce visits
would require physicians in the United States to reallocate their time to emphasize preventive lifestyle
modiﬁcations. Using EMRs and practice guidelines
could facilitate this process by improving process outcomes and lessening administrative tasks, resulting in
increased time for physicians to focus on education,
lifestyle modiﬁcation, and social aspects of the doctor–patient relationship.
Strengths and Limitations of the Research
Physicians in this study were drawn from the
French Society of General Medicine membership
lists, which include 1200 physicians. Therefore,
membership is a limiting factor in how they were
selected to respond to the survey. The data reﬂects
physician self-reports of behavior, which may not
accurately reﬂect true behavior.41 Qualitative analysis of text responses represents the beliefs and
opinions of our sample but does not represent the
beliefs and opinions of all practicing primary care
physicians in France. An observational study is
needed to validate the survey results. The goal of
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this research was to provide a descriptive account of
physician beliefs and opinions, and as such, we do
not attempt to correlate reported practices with
better outcomes in France. However, through this
descriptive account we have identiﬁed French practices in CVD management that can serve as a starting point for future research efforts.

Conclusions
It is clear that physicians agree with current research that the American diet and portion size are
primary contributors to the United States’ higher
rates of CVD. However, this study has moved beyond the prevailing themes to uncover attributes of
the culture of French cardiovascular care that need to
be explored further. Many questions remain, including, Could French physician’s emphasis on lifestyle
management and patient-focused care rather than on
medication management account for their success? Is
the French physician’s willingness to focus on the
doctor–patient relationship because of patient continuity, which increases trust and comfort when discussing sensitive issues, or are there other cultural
differences in the way that physicians are trained in
France that differ from the training of US physicians?
Will the transition to EMRs in the United States
provide process improvements that will allow American physicians to shift their focus away from administrative concerns and more toward patient-centered
care? and, Ultimately, could the adoption of practices of the French culture of care improve CVD
outcomes in the United States? As health care reform in the United States is implemented, physicians will be faced with new challenges of how to
manage a tidal wave of newly insured patients. The
ability to respond to these challenges by adopting
systems changes could have profound effects on the
culture of CVD care in the United States.
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