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S

F O R E W O R D

A Note on This Volume

peaking the language is half of caring for a French-speaking patient. The

other half is reading the system they live in, the consultation norms they

expect, and the legal and cultural frames that shape their choices. This guide

covers the clinical culture of French medicine: how patients enter care, how

they expect the consultation to go, how much truth they want about a diagnosis,

and how French law now structures the end of life.

The francophone world is not monolithic. Hexagonal France, Belgium, French-

speaking Switzerland, Québec, and francophone Africa each have their own

healthcare system and their own clinical culture. The same French language

runs through all of them, but a consultation in Paris is not a consultation in

Montréal or Abidjan. Where the regional differences matter for a clinician, the

chapters flag them.

This guide pairs with the Medical French phrasebook and grammar primer. The

language gives you the words. This guide tells you when, where, and how to use

them.

Compiled by THE EIDETIC EDITORS, for readers who intend to be understood.
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C H A P T E R  I

The French healthcare system:
Sécurité sociale and the médecin
traitant.

France runs a universal, mandatory, contribution-based health insurance system

called l'Assurance Maladie, usually referred to in conversation as la Sécu. Nearly

every resident is covered, and the system is funded by a mix of employer and

employee contributions, general social contributions (CSG), and state transfers.

For a clinician arriving from another country, the most important facts are

structural: who sees the patient first, how referrals work, and which institution

you are actually practising in.

The primary care gatekeeper is the médecin traitant, a GP (or occasionally a

paediatrician) declared by each patient to the Assurance Maladie. The médecin

traitant coordinates care, makes the first-line diagnosis, and issues referrals

(adressage) to specialists. A patient who consults a specialist without a referral still

receives care but is reimbursed at a much lower rate, which is a strong financial

incentive to route through the GP. The system is called the parcours de soins

coordonnés.
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La Sécurité sociale reimburses a fixed share of each act (typically 70% for a

standard consultation), with the balance covered by a complementary private

insurer called a mutuelle. Most patients have both.

•

The médecin traitant system covers any patient over 16. Routing through the GP

first is financially encouraged but not legally required for gynaecology,

ophthalmology, psychiatry (before age 26), and a short list of other direct-access

specialties.

•

Hospitals split into public (hôpital, CHU for university hospitals) and private

(clinique). Clinique in France means a private hospital, often for-profit; it does not

mean a small outpatient office. Do not translate clinique as "clinic" in English

notes.

•

Emergency care is delivered by the service des urgences in any hospital and by

pre-hospital SAMU teams coordinated through the 15 phone number. SAMU

doctors travel to the patient; this is different from most Anglo-American EMS

models.

•

Care is increasingly digitised through Mon espace santé (which integrates the

Dossier Médical Partagé, DMP). Access by a treating physician is regulated,

professionally authenticated, and subject to patient-controlled rules; the carte

vitale alone does not grant automatic full access.

•

Direct private practice without any Sécu contract exists (secteur 3) but is rare;

most physicians are secteur 1 (conventional rates) or secteur 2 (negotiated extra

fees above the Sécu tariff).

•

A  R U L E  O F  T H U M B

The Belgian, Swiss, and Québécois systems share the broad principle of

universal coverage but differ in plumbing. In Belgium a mutuelle is the

primary insurer, not a complement. In Switzerland coverage is
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purchased through competing private LAMal insurers with mandatory

enrolment. In Québec, RAMQ covers medical acts and a mixed system

covers drugs. Ask the patient about their coverage early; assumptions

carry over badly.
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C H A P T E R  I I

Vouvoiement and clinical register: the
permanent formality.

French clinical culture is more formal than Anglo-American medicine. The

patient-physician relationship defaults to vouvoiement (the formal vous address)

throughout, and titles matter. Patients are addressed as Madame or Monsieur,

physicians as Docteur (never by first name). This formality does not mean cold;

warmth is expressed through tone, attention, and time, not through informality.
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Vouvoiement is permanent. A patient you have seen for twenty years is still vous. A

small number of elderly rural patients or close family friends may break this, but it

is the exception.

•

The title Docteur is used without the surname in direct address ("Bonjour

Docteur"). Patients almost never use the physician's first name, and it is unusual

for physicians to invite it.

•

Female physicians have historically been addressed as Madame le Docteur; in 2026

Docteure is increasingly accepted in Québec and Belgium, and you will hear both

in France.

•

Handshakes have historically been standard between physician and adult patients

in France. Post-COVID practice varies; many physicians still shake hands at the

start and end of a consultation, while others have shifted to a verbal greeting. Take

the lead from the patient's cues.

•

Clinical register matters in writing too. Discharge letters and consultation notes

use a precise, slightly formal register with technical vocabulary. Patient-facing

documents (ordonnance instructions, lay explanations) use a softer lay register.

See the grammar primer for the lay/technical vocabulary mapping.

•

A  R U L E  O F  T H U M B

If a patient you have known for years offers tu, accept it gracefully but

continue vouvoyer in writing and in front of colleagues. Consistency

protects the relationship; a single tu slipping into a discharge letter read

by another physician looks unprofessional. The two registers coexist

without contradiction.
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C H A P T E R  I I I

The consultation structure: short,
focused, and direct.

A standard French outpatient consultation is shorter than its American

counterpart (typically 15 to 20 minutes for a GP visit, 25 to 40 for a specialist)

and more tightly focused. The physician leads the conversation, patients

interrupt less, and the physical examination is almost always performed even for

complaints that would be managed by history alone in the Anglo-American

model. A visit without a physical exam feels incomplete to most French patients.

The structure is traditional: opening greeting, chief complaint, directed history,

examination, diagnostic impression, prescription, safety-net instructions, closing.

Patients expect the physician to have something concrete by the end of the visit,

whether a diagnosis, a plan of investigation, or a referral.
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Patients tend to wait to be asked. Open-ended questions like "Qu'est-ce qui vous

amène ?" are answered briefly; a follow-up "Racontez-moi depuis le début" is often

needed to get the narrative.

•

Interruption is generally less frequent than in Anglo-American consultations.

Many patients wait to be asked, and some physicians leave longer silences after an

open question. Practice varies by physician and setting.

•

The physical examination is performed in most consultations, even for a

straightforward complaint. Skipping the exam when the history is clear can read

as rushed or inattentive in many settings.

•

The prescription (ordonnance) is often the concrete output. Many consultations in

France end with a written prescription or a formal note indicating that none is

needed; the ordonnance functions both as treatment and as closure for the visit.

Some consultations close with an investigation plan or referral without a

prescription.

•

Direct communication on the diagnosis is now the norm. French physicians name

the condition, explain the mechanism in accessible terms, and give a prognosis

range. Hedging without naming is increasingly read as evasive.

•

A  R U L E  O F  T H U M B

A French patient who leaves a consultation without a name for what is

wrong with them often feels unheard, even if the physician was

thorough. If the diagnosis is uncertain, say so explicitly: "Je n'ai pas

encore de diagnostic certain, il me faut ces examens pour confirmer."

The acknowledgement does the work that a concrete label would do.
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C H A P T E R  I V

Disclosure and truth-telling: from
paternalism to informed consent.

French medicine went through a significant cultural shift in the two decades

between roughly 1995 and 2015. The older paternalistic model, in which serious

diagnoses (especially cancer) were softened or withheld from patients and

disclosed mainly to family, has been progressively replaced by a legal and clinical

norm of direct disclosure. The 2002 Kouchner law (loi du 4 mars 2002 relative

aux droits des malades) codified the patient's right to be informed of their

condition, and subsequent jurisprudence has reinforced it.

In 2026 the default is that the patient is told the diagnosis directly, including in

serious or terminal illness, unless the patient has explicitly asked not to know.

Older patients occasionally still prefer the old model, and a short conversation with

the family at the outset can clarify the patient's wishes. But the clinical norm has

shifted, and assuming a patient wants to be shielded is now the unusual position.
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Disclosure of a serious diagnosis is done by the attending physician, ideally in a

dedicated consultation, with the patient present and awake. The French

equivalent of "breaking bad news" is annonce d'un diagnostic grave, and

structured training (dispositif d'annonce in oncology) exists for it.

•

The patient may ask that information be given to a trusted family member

(personne de confiance), but the patient must name that person formally. The

personne de confiance is a legal designation, not just an emergency contact.

•

Withholding information at family request without a prior patient directive is now

legally and ethically questionable. The patient's right to know overrides family

preference in almost all situations.

•

Exceptions exist for cognitive incapacity, imminent acute distress, and explicit

patient refusal to be told. These are documented in the medical record.

•

The shift toward direct disclosure is more complete in university hospitals than in

small rural practices, and more complete in hexagonal France than in some other

francophone settings where family-centred disclosure remains common.

•

A  R U L E  O F  T H U M B

The formulation matters as much as the content. A direct French

announce of a serious diagnosis typically opens with "J'ai une

information difficile à vous annoncer" or "Les résultats confirment ce

que nous redoutions", names the condition, gives the prognosis range,

and explicitly opens space for questions. Rushing the content without

framing it is the most common early-career mistake.
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C H A P T E R  V

Family involvement: often quieter than
in other clinical cultures.

French clinical culture typically gives adult patients primary authority over their

own care. Adult patients commonly attend consultations alone and make their

own decisions, though family involvement varies by patient, setting, and the

nature of the care. Family members do accompany the patient, particularly for

elderly relatives or serious appointments, but the default in most hexagonal

France consultations is that the patient is the main interlocutor unless they

signal otherwise.

This changes meaningfully in two contexts: end-of-life care, where family presence

and input are central, and paediatric care, where the family unit is obviously the

relevant subject. For most other consultations, family are in the waiting room, not

the exam room. Inviting them in without the patient's explicit request can be read

as overstepping.

E I D E T I C  C O M P A N I O N A Companion Volume N O .  0 1

Eidetic Companion Volumes M M X X V I 14



Adult patients consult alone by default. If a spouse or adult child accompanies, ask

the patient whether they would like their companion to join or to wait outside.

•

The personne de confiance (named trusted person) is the legal figure who can be

informed and consulted if the patient becomes unable to decide. This is not

automatically the next of kin; the patient chooses.

•

Elderly patients with cognitive decline are often accompanied by an adult child

who acts as de facto interlocutor. Address the patient first, then include the

family.

•

In paediatrics, the holders of parental authority (titulaires de l'autorité parentale)

are the legal decision-makers until the child's majority. Adolescents have

progressive autonomy and can request confidential consultations from around age

15.

•

Some patients, including many from diaspora and immigrant communities, have

stronger family-centred expectations than the hexagonal French default;

individual preferences vary widely. Where there is any doubt, ask: "Souhaitez-vous

que votre famille soit présente ?" lands well and costs nothing.

•

A  R U L E  O F  T H U M B

A family member standing up and answering for the patient is a classic

cue that the patient may have impaired decision-making capacity, may

feel intimidated, or may come from a cultural tradition where the family

speaks collectively. Gently redirect the question to the patient the first

time. If the pattern persists, it is worth exploring why in a later

consultation.
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C H A P T E R  V I

Mental health: still somewhat
stigmatised, indirect entry points.

Mental health care in France is more stigmatised than in Anglo-American

contexts. Patients rarely present with a frank psychiatric complaint; they come

in for somatic symptoms (insomnia, fatigue, asthenia, unexplained pain, digestive

complaints) and the psychiatric dimension emerges through the history.

Recognising the somatic entry point and opening the conversation carefully is a

core clinical skill.

Access to psychiatric care has improved substantially with the Mon soutien psy

programme (formerly Mon Parcours Psy), which reimburses up to 12 sessions per

calendar year with a contracted psychologist, accessible on direct initial request

(no GP referral required for the first session). But the social stigma lingers, and

patients often prefer the term mal-être (ill-being) or burn-out over anxiété or

dépression when they first describe their experience.
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Open the conversation from the somatic complaint. "Ces douleurs durent depuis

six mois, dormez-vous bien ? Comment va votre moral ?" is a gentler entry than a

direct screening question.

•

The term dépression is understood but heavy. Burn-out professionnel and

épuisement are lighter registers that many patients accept more readily. Map the

clinical syndrome independent of the label the patient uses.

•

Psychiatric consultations are typically longer (45 to 60 minutes) and directly

accessible without GP referral for patients under 26 under the parcours de soins

rules.

•

Psychologists, psychothérapeutes, and psychiatres are distinct professions in

France. Only psychiatres prescribe. Clarify which the patient is seeing.

•

Antidepressants carry social weight. Patients routinely ask whether they will

"become addicted" or "need them for life". A short, factual reassurance about SSRIs

not causing dependence and typical treatment durations goes a long way.

•

Suicide risk assessment uses the same clinical framework as in Anglo-American

practice but is delivered in a slightly more indirect register. "Avez-vous eu des

idées noires ?" opens the door before "Avez-vous des idées suicidaires ?" closes it.

•

A  R U L E  O F  T H U M B

Santé publique France's CoviPrev and follow-up surveys suggest roughly

a fifth of French adults report mental health symptoms in the previous

year (symptom level, not diagnostic level), and fewer than half seek care.

Normalising the conversation within the consultation, even in a single

sentence, measurably increases the chance that a patient accepts a

referral. It is one of the highest-leverage conversational moves a

generalist makes.
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C H A P T E R  V I I

Regional variation: Belgium,
Switzerland, Québec, and francophone
Africa.

French clinical French is not uniform. The language travels across very different

health systems and cultures, and a clinician moving between them needs a short

briefing on the differences. The phrases and grammar in the Eidetic deck work

across all of them; the cultural expectations do not.
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Belgium: Care is delivered by a mix of public hospitals and private mutuelle-linked

networks. Patients typically choose their own physician with no gatekeeper.

Consultations tend to be slightly longer and more family-inclusive than in France.

Vocabulary: septante (70), nonante (90). The meal terminology déjeuner

(breakfast), dîner (lunch), souper (dinner) is shared across Belgium, French-

speaking Switzerland, and Québec (a trans-Francophone split against Hexagonal

France, which uses petit-déjeuner, déjeuner, dîner). This sometimes surfaces in

nutrition consultations.

•

Switzerland: The LAMal insurance system is private but mandatory, with high out-

of-pocket contributions. Swiss clinical French tends toward even greater

formality. Access to specialists depends importantly on the insurance model

chosen; direct access is common in standard plans but restricted in HMO or

médecin de famille models. Vocabulary overlap with Belgium on numbers;

otherwise close to France.

•

Québec: Care is public through the RAMQ. The GP is called a médecin de famille;

omnipraticien is also used. The term urgentologue for emergency physician is

Québécois and not used in France. Québec French uses English loanwords more

openly in medical contexts (the cast, the check-up) in speech, though formal

writing remains standard French. Consultation tone is often warmer and less

hierarchical than hexagonal France.

•

Francophone Africa (Sénégal, Côte d'Ivoire, Cameroun, Maghreb): Healthcare

access varies enormously by country and urban/rural setting. Family involvement

in medical decisions is typically much stronger than in France, and disclosure

practices around serious illness remain more family-mediated. Language registers

are standard hexagonal French in the clinic, but patients may switch to Wolof,

Arabic, or other languages with family.

•

Diaspora populations in France: A French-born or long-established diaspora

patient generally expects hexagonal norms. A recently arrived patient may carry

•
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the cultural expectations of their country of origin, particularly around family

involvement and disclosure. Ask, do not assume.
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C H A P T E R  V I I I

End-of-life and the loi Claeys-
Leonetti.

France has one of the more developed legal frameworks in the world for the end

of life, formalised in the 2005 Leonetti law and expanded in the 2016 loi Claeys-

Leonetti. The framework establishes three key patient rights: the right to refuse

any treatment including life-sustaining treatment, the right to advance

directives (directives anticipées) that bind the treating team, and the right to

continuous deep sedation (sédation profonde et continue) in a narrow set of

end-of-life circumstances.

Active euthanasia and physician-assisted suicide remain illegal in France as of early

2026. A law on aide à mourir has been under active parliamentary consideration

since 2025; its status and final scope continue to evolve. Verify the current legal

status before advising patients. Belgium, Luxembourg, and Switzerland have

legalised active assistance in dying under their own frameworks; Québec has had

medical aid in dying since 2015. The legal landscape matters directly for the

clinician because it shapes what patients can ask for and what teams can offer.

E I D E T I C  C O M P A N I O N A Companion Volume N O .  0 1

Eidetic Companion Volumes M M X X V I 22



Refusal of treatment: Any patient with decisional capacity can refuse any

treatment, including artificial nutrition, hydration, and ventilation. The physician

must document the refusal and continue care aimed at comfort.

•

Directives anticipées: Written advance directives are binding on the treating team

in France since 2016. They override family objections except in narrowly defined

emergency or manifestly inappropriate situations.

•

Personne de confiance: A legally designated person who can be consulted if the

patient loses capacity. Their role is to convey what the patient would have wanted,

not to substitute their own preference.

•

Sédation profonde et continue: Legally available for patients with a short

prognosis (days to short weeks) and refractory suffering. The sedation is

maintained until death. This is not euthanasia; the intent is relief of suffering, not

death.

•

Palliative care access: Many hospitals have access to an équipe mobile de soins

palliatifs, and dedicated palliative care units (unité de soins palliatifs, USP) exist in

the larger centres. Coverage remains uneven, particularly in rural areas and

smaller hospitals.

•

Legislation on aide à mourir is under active consideration and would, if adopted,

create a route to medically assisted dying for adult patients with short-term

incurable illness and refractory suffering. Its exact scope and timing continue to

evolve; check the current legal status before advising patients.

•

A  R U L E  O F  T H U M B

A structured conversation about directives anticipées and personne de

confiance is widely recommended for patients over 60 and for any

patient facing a serious chronic illness. Patients generally welcome the

conversation when it is framed as planning rather than as prognosis.
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The phrasing "Je pose ces questions à tous mes patients, pas parce que je

m'inquiète pour vous en particulier" removes the emotional charge.

E I D E T I C  C O M P A N I O N A Companion Volume N O .  0 1

Eidetic Companion Volumes M M X X V I 24



T

C O D A

What Comes Next.
A Note for the Reader

his guide is the backbone. There is a second layer that comes with

practice: the specific rhythms of a CHU grand tour, the codes of a small

rural practice, the interplay with nursing and paramedical teams in French

hospitals, and the politics of the hôpital public reform that runs in the

background of every clinical conversation. Those come from working in the

system, not from a guide.

Pair this guide with the Medical French grammar primer, the 50-phrases

companion, and the Eidetic Medical French deck. The language gives you the

words. The grammar tells you how to combine them. The phrases give you

ready-made lines. This guide tells you when the line lands and when it misses.

Happy practice.

A  R E A D E R ' S  I N V I T A T I O N

The Medical French Deck

This guide covers the essentials. The Eidetic Medical French deck puts

these cultural moments into flashcard form with native audio, so you

hear the right phrase at the right time. See the deck at eidetic.cards.
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