




Digitized by the Internet Archive 
in 2017 with funding from 

Arcadia Fund 

https://archive.org/details/doctorpatientrelOOrudi 









Permission for photocopying or microfilming of 11 1 .L, If.rtov' 'Pcofiassf 

ijcltxhc^U^O .'Hul iCtO/t^S _" 

(TITLE OF THESIS) 

for the purpose of Individual scholarly consultation or reference Is hereby 

granted by the author. This permission is not to be interpreted as affect¬ 

ing publication of this work or otherwise placing it in the public domain, 

and the author reserves all rights of ownership guaranteed under common 

law protection of unpublished manuscripts. 

S/r', 
0 

Signature of Author 
a. -i. 





The Doctor-Patient Relationship: 
The Physician’s Perspective 

Lynn Karen Rudich 
Yale University School of Medicine 

1979 

A Thesis Submitted to the 
School of Medicine in Partial 
Requirement for the degree of 

Yale University 
Fulfillment of the 
Doctor of Medicine 



"c■' f :.1 ■ 7-rTO'' 0OCT 3.' 

r. ' o• • Jo loorKoB ^iarasvirU 

U ed • i-'b - 

9 a X 9 !: Jc> sM rt o I o or> -9 S 



For Dr. 
Father 

Howard Spiro, 
, Authoritarian, Teacher, Friend 



(o*xJ & fr£v/oH .teG io'H’ 
■> •LuA t‘reriri'.e^ 



Introduction 

In this era of exponential growth in medical science 

and technology, the doctor-patient relationship continues to be 

central to the structure and process of medical care. Attempts 

have been made to describe the doctor-patient interaction as a 

1- 7 social system based on reciprocal needs of doctor and patient 

whereas other analyses have focused on the structures of patient 

and physician roles and the conflicts resulting from disparate 
g 

interests of these structures. Cultural traditions have been 

examined for contributions to the nature of the physician- 

patient interaction^510 as have ancient and contemporary codes 

11-13 
of ethics. The individual psychologies of doctor and 

14-16 
patient have provided additional sources for conceptions 

of the doctor-patient relationship and its function. 

The physician's own perspective on his or her relation 

to patients has only infrequently been examined, however. In 

1967, Ford and coworkers published a comprehensive study of how 

physicians viewed the doctor-patient relationship in 1964 with 

17 
respect to physician effectiveness and satisfaction. In the 

years since the Ford study, issues such as patients' rights, in¬ 

formed consent, and human experimentation have received much at¬ 

tention; medical science and technology have continued to expand 

I thought it useful, therefore, to re-examine, in a selected way 

how some practicing physicians currently view their interactions 

with patients and their medical practices. 
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Pour basic types of physicians emerge with regard to 

the physician-patient interactions they portray. In this paper, 

I attempt to characterize the different types of relationships, 

as well as define some elements which seem common to all. It is 

likely that the traditional fatherly, authoritarian role model 

for the physician is challenged by recent medical, legal, sociolog¬ 

ical, and ethical developments; in response, a trend toward a less 

formal mode of interaction based on patient education may be oc¬ 

curring. Finally, I examine the implications of my awareness of 

these changes, as a medical student in 1978, as I am in the pro¬ 

cess of formulating my own professional identity. 
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Methods 

I interviewed twenty-nine practicing internists in 

the New Haven area. Twenty-six were in solo practice or in 

groups of two or three; I interviewed three members of large 

group plans to get an idea of how their views might differ from 

physicians in private practice. All interviews were taped so that 

they could be reviewed. The physicians were informed that I was 

exploring the physician-patient relationship and that all sources 

of information would remain confidential. Characteristics of 

the physicians are recorded in Table I. The physicians ranged 

in age from 31 to 73. Only one physician was a woman, reflecting 

the paucity of female private internists in the New Haven area 

in 1978. One physician, Q, previously in private practice, had 

recently taken a position in hospital administration. 

During the 30-45 minute interviews, I tried to get the 

physician to define and clarify the nature of his 1 conception 

of the term "my patient" in open-ended discussion; specific 

clarification during the remainder of the interview was encouraged 

with questions such as: What are your feelings about "legalizing" 

the doctor-patient relationship with a written contract? Would 

the doctor-patient relationship change in a salaried situation? 

How do you feel when patients ask to read their records? Why do 

patients comply with your therapy? Who benefits most from the 

doctor-patient relationship? 
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Table I 
Physician Characteristics 

Physician Age Practice 

A 31 solo 
B 32 group(2)3 
C 32 group(2) 
D 34 group(3) 
E 34 solo 
F 39 LHP 4 
G 42 group(2) 
H 43 solo 
I 44 group(2) 
J 47 solo 
K 47 solo 
L 4C group(2) 
M 50 group(2) 
N 51 solo 
0 52 group(2) 
P 54 group!2) 
Q 54 group-5 
R 55 solo 
S 56 group(2) 
T 56 solo 
U 56 LHP 
V 61 group(2) 
W 64 group (2) 
X 66 solo 
Y 67 solo 
Z 70 group(2) 
AA 71 LHP 
BB 71 group(2) 
CC, female 73 solo 

1 2 
Specialty Classification' 

nephrology T-A 
T-A 

rheumatology F-A 
cardiology T-F 

F-A 
T-A 

endocrinology F-A 
F-A 

endocrinology T-A 
gastroenterology F-F 
cardiology F-A 
rheumatology F-F 
cardiology T-TP 

gastroenterology 
T-A 

cardiology F-A 

FP/anesth.^ 
T-F 
F-F 

cardiology F-A 
F-F 

cardiologv T-A 
cardiology T-A 

F-A 
T-F 
T-F 

cardiology F-F 
F-F 

GP 

g
j = 

’T
| 

1 
1 

>
 >

 

1 
Except for R and BB, all physicians are certified in 
internal medicine in addition to specialties indicated. 

p 
Classification refers to the type of physician as judged 
by the interviewer (see Results).' Abbreviations are: 
T-A, teacher-authoritarian; F-A, father-authoritarian; 
T-F, teacher-friend; F-F, father-friend. 

^Parentheses contain the number of physicians in a group. 

4 
LHP is Large Health Plan. 

5 

Physician Q was previously a member of a private group 
but is currently in hospital administration. 

^Family Practice/Anesthesiology, no longrer practicing anesthesiology. 
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Results 

Physicians' conceptions of their relation to patients 

could be characterized in two major ways, as arbitrarily judged 

by certain quality of response: in one way, physicians could 

be classified as either "father" or "teacher"; in the second, 

qualities suggested either "authoritarian" or "friend". "Fathers" 

and "teachers" differ by the nature of their positions and the 

responsibility they assume with respect to patients, whereas 

"authoritarians" and "friends" differ instead in the way they 

19 function to ensure those positions. Based on these qualities, 

each physician could be classified in both ways. Thus, I felt 

that the physicians portrayed themselves relating to patients in 

four basic role models: "father-authoritarian", "father-friend", 

"teacher-authoritarian", or "teacher-friend". (See Figure 1.) 

The four role models represent syntheses of the components of 

both classifications. (See also Table II.) 

Function 
Authoritarian Friend 

Responsibility 

Father Father- Father- 
Authoritarian Friend 

Teacher Teacher Teacher- 
Authoritarian Friend 

Figure 1 
Classification of Physicians 
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The following quotes are selected to Illustrate salient 

features of the various qualities of response. Because a dual 

classification system is used, although a quote may represent, 

for example, MTeacher--Nature of Interaction3" the physician 

responsible for the statement may be expressing thoughts con¬ 

sistent with an "authoritarian" or "friend" orientation as well. 

The bracketed letters following quotes refer to corresponding 

physicians listed in Table I. 

Father: 

1. Nature of Interaction 

The image of the father-figure has traditionally been 

assigned to the doctor and accepted by him. One physician sees 

his role as "accepting responsibility for trying to help in matters, 

way of life, as well as giving drugs, making diagnoses... this 

was part of my training, part of my motivation... It is not un¬ 

common for my Catholic patients to call me »Father'.[AA]" "My 

patients come to me first for any number of problems; they depend 

on me for advice. One patient noted that her relationship with 

me and her minister are about the same...(Patients) have faith 

in me that I'll do the right thing,. [Z]" The relationship with 

each patient is "individual, for each person it works differently-- 

like bringing up children.[N]" "My patients come to me for direc¬ 

tion, like in a father-child relationship.[T]" "Most of my 

patients put me on a cedestal...(I have) fantastic patient loyal¬ 

ty. [BB]" "(Patients) have a feeling of dependence, that they 
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can talk honestly, the way they wouldn’t be able to talk to a 

stranger.[W]" "(Patients) have faith, trust, confidence in me. 

I'm their security... They don’t have to worry.[S]" 

2. Responsibility 

The "father" sees himself as the physician responsible 

for coordinating the patient’s care: "If I’m the primary physician 

for my patients, I'm responsible for all follow-up, to see that 

things are right...to agree,disagree (with consultants), carry out 

plans...[K]" Along with this unique relationship, the father 

bears the great burden of responsibility: "Subspecialists have 

it easy... They take care of all the interesting problems but 

won’t assume the responsibility of worrying about the patients 

all the time.[E]" This is also manifest in "problems with the 

house staff--tension about who’s going to run things.[K]" "In 

the hospital, where other people are involved (the physician- 

patient relationship) is difficult; if I’m the responsible 

physician, I've got to know everything that’s going on... I 

don’t want (other physicians) to be making important decisions.[S]" 

The "father"assumes the patient's burden as well as his own. "To 

some patients I give advice about children, marriage, as well as 

hemorrhoids; they won't do anything without me.[J]" "It Is un¬ 

fair to expect the patient to assume more than a slender amount 

of responsibility for their care. (As a result) I expect loyalty; 

I am upset when I find a patient goes to a different internist.[H]" 
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Authoritarian: 

1. Nature of Interaction 

"Authoritarians" perceive decision-making as their 

ultimate function. "I_ direct decisions about therapy. I don’t 

let (patients) tell me what to do.[U]" "I make decisions, I 

don’t say ' What would you like to do?T Most of the time people 

like to have the monkey off their backs...[I]" "My patients 

want a doctor, at least in the context of illness, to make all 

the decisions. I'm perfectly willing to do it... I usually 

'strongly advise’...(compliance) all depends on how you decide 

to present things.[C]" "If patients want another opinion I tell 

them whether they need it, where they can get it; if I need an 

opinion. I'll tell them where to get it., but can make the 

decision (about therapy) by the choice of consultant.[V]" "I 

offer options... but really I decide what I think is best for the 

patient.[F]" "With (doctors) as patients it's difficult., they 

know too much, ask too many questions.[E]" "With friends as 

patients it's uncomfortable ... there's less room ,to be authoritarian. 

[H]" "Authoritarians" are for the most part aware of their power: 

"A lot of people are kind of afraid of me. They're worried if 

they haven't lost weight, they're worried if their diabetes isn't 

under control, if they haven't taken their medicine.[I]" 
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2. Source of Authority 

To the "authoritarian", patient compliance depends on 

the "confidence in the doctor's ability, decision-making.[S]" 

The "authoritarian" stresses the amount of knowledge at his dis¬ 

posal and the subsequent necessity to be decision-maker. "Most 

people have very little medical insight; we’re the only ones who 

think we understand what we’re doing.[G]" "I get very irritated 

when someone doesn't comply because of what a layman says.[C]" 

"I'm not comfortable with physicians as patlents--it’s easier to 

work with someone less informed.[H]" Patients differ, of course, 

in compliance, but ultimately, "the patients I do best by are 

patients who do what I want them to... you have to get them to 

relinquish their authority, and most of them do.[K]" When patients 

don’t comply, "I'm not hostile, but also I tell them not to come 

back for that specific problem.[H]" 

3. Demeanor 

The "authoritarian" is adamant about the need to main¬ 

tain distance to perform his function well. "I try to keep a 

distance..my patients and I are not friends.[C]" "In this profession, 

where emotions are always so close to the surface, it is easier 

to keep distance... with friends as patients, if things don’t go 

well, it is easier to feel guilty, to second-guess yourself.[H]" 

"With friends as patients, it’s much harder (to function well). 

I try to treat them as if I don’t know them. I try to set a tone... 



v;d,.Hob dir .A ''io o o.naoS 

r a q«b aonBi '■ mo;: dneirdBC 11;q£S'i£:; incddirBo :fd oT 

no . s’‘■lodor-o ebd n.; C". .v, if noa" add 

■ j;ri "b 9-;,be rwcmf, lo inuo'mB srfct a c-iands ,:nf iif: dj: to rfdstf*" aciT 

en dft9jj p9 . 'fu; ai1d bos Issoq 

ro ■": t * bhi el d:j f 1 j , v ;; Cqiis 

bodi i.’/r ; u‘ -;v ds' . " 1 [0] . • rob ■-’aw dsriw aw )inW;‘ 

vleniqp d'nnaob o oaoioo fi9nw 

;:.n-yo‘:' 'io ^elTib gdne.ibBf " !'H] . •'•■e.fiibljEti 8 sal e no 9 moo bdiw 3t%pw 

e*i& yd d : ob I adna.id.cc add" e vie : cmidln dqicf t9oa.c .•.Iqrnoo ni 

. ■ d ‘--.v r,r uo' ... 1 j isrfd v n£’ I dBbw ob obw sdnaidfiq 

sdnaidi q n^cfW '’[>[].of : :o doom briB t ydinoridifB ‘lierfd rieiupnllen 

9 moo od don rnodd Had I onlfl bucf . elide or' don m'l" tv.f.qfnoo d’nob 

"nO. .• .a Eb-bncj oilineqp. d£rid nori :■;of.cf 

nonBsmaa .£ 

-n.lBm od baari add duodB dnBmBbn si "f|s Infididiorfd-Bfi" 

s -vaa?' od vnd I" . Ilaw rroJtdoru/1 eirf.miotaaq od aonfidslb niBd 

.nolooalr '-q si rid r-:I" "[' . . i n a ini don anfi I bna odnaidrq /m. .aorxd'-'ifc 

ia: Be r t di e.aofi^^ue add od er-.olo os 3\pwlfi anus an® ?■ dome a'la.iw 

y d'rrob e; id ' n t., t3 dnaldBQ £ sbn© £nl rfdi.r. . .eoflJBdatb q*. e>{ od 

"TH] . 1rasnno" sseuy-bnooec od e - df icq: laa'i od na.f bbo ?.j di eIIav 

.(Haw noi dc .air'd o d) 

enod £ des od nd I 

net ‘£Bri riouffi q ' di e sdnoxdBq bb 8bne ini rfdiV n 

merd woi b d ’nob I Id SB in • d :'£ ad od y d ... 



10 

I need distance.[I]n With regard to non-compliance, "It doesn’t 

bother me at all—that’s one defense mechanism I have. I suppose 

I could get intensely emotionally involved but if (my efforts) 

fail, I don't let it bother me. I don't give up.[0]" 

4. Information Access 

To function effectively, the "authoritarian" needs to 

be protective of information about a patient's illness and pos¬ 

sessive of the right to have private opinions. "The difference 

with physicians as patients is that they're fully aware of the 

significance of illnesses. You have to tell them exactly what 

is going on, whereas with others, if full knowledge is very up¬ 

setting, I may not tell them--I can minimize the significance... 

I can't think (of a reason to show a patient his reconds) un¬ 

less material would compromise the situation or relationship, 

for example, if I made a diagnosis of schizophrenia and I didn't 

want to reveal that...[S]" With regard to patients•asking to 

read their records: "That's fine. I'll fix (the records) so no 

one can understand them...if one's opinion is scrutinized, every¬ 

thing becomes bland.[K]" "Cold facts on a piece of paper, they're 

just not therapeutic..It's a matter of protection (for both the 

physician and the patient).[W]" "I would feel that my competency, 

concientiousness was being questioned... It's their right to do 

it, but I'd store it in the back of my mind...[H]" "It would be 

unusual (for a patient to request to see his records). I'd have 
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to be wary. Why? Is it trust? Don't they believe me?[P]" 

"I can't give the records to patients, but I offer to have 

them peruse; they wouldn't be able to read my scribble and I 

wouldn't take time to explain unless it were serious...(Patients 

who ask to read their records) would probably want to go to 

another physician anyway so there's no problem.[E]" "Records 

are my information; comments may be mis interpreted.[C]" "I'm 

very rigid about records. I regard them as an 'aide memoir'. 

They're my notes regarding how I_ have responded to the dialogue. 

I'll give up any laboratory data, but these notes are very, 

very personal.[U]" 

5. Time Demands 

To the "authoritarian", "bad" or "difficult" patients 

are those who are most demanding of time. "YBad patients' un¬ 

fairly utilize time for questions which have been adequately 

answered... calling up at all hours for me to repeat instructions 

given at the office...they call at their convenience.[H]" "It's 

quite shocking when amiable patients suddenly get angry...'Hard 

patients' are those that can be unreasonable, taking too much 

time, insisting that I talk right then and there; they don't 

want to follow rules of hospital admission and they have all 

sorts of ways around it; or, after spending a large amount of 

time on going through a whole reasoned game plan (for therapy), 

they'll say...'But I just don't think I'll want to do that.'[P]" 



©veiled yend d'nod Sdinvid dr I iy.rfV . v/us" od od 

off od- nello I dnd f sdneidBa od abnoxen odd evxr- d’riBo I” 

adneldx"'i) . . . anolTea ©new dr aaelmj nialox© od, ©mid ssfed d ’nblxrow 

cfnBW yldedonq bluow (abnoosn nxerid .been od >Ibb odw 

sMoosfl" "[a] .meIdon a on e’enedd oa yawyne nsloxayda neddonfi 

M[■'”'. bedenane■:.i.•. 8bin eel v.em adftstwnor jv o i beiiri'oirii Ynn stB 

. ,i r.'-msm obxa ’ n b mx ifd bn£ntT I . .;b*Sd'oo £ dxrode fcigjtn n'ev 

.eryolaxb erid od be bn ■■•■■ n evnd I wod gn rbiB^en scion yn ©'•■• ’ yerfT 

■ :r: di/cf f3dfib Y'lOCtfi'TOdB I '..IB qu -Vis ii’I 

”[U] . lenfcanoq yn■• v 

•-.bnBmeCI eraxT 

"dl.fJoi-'l'Ub" no "bBd,: , "nBinBd rnortdixs'’ 

•-.'leiBBoebB need evsri doidv anoidsenp nol smxd 3.x tlldif ylrxel 

snoidomdani dBsqs'i od 

" ;"H] . «. r. n e l.1 •vno<- nbsdd d.s If so piib.x^mo srict Jb nevig 

Oi. n on.-j aided e ©I >:o aoen.nr: -.X! nfi.o dfl'dd e?■ odd 

rid ; ,nedd 5ni3 nedd dd in died I d sri:: ; nidel ■•: .i.r t ©ni :d 

r rf ev.i :■ yodd ; n/ no in dim! ,: Ifidioaob 'to r jn vro’ ic od dnsw 

-in£l e ynibneo# nedlB ,to ;di braone v;£ / ’to ••’bio a 

f (70; rSrfd no*i) nx r q ©fax ben on sen- elodw b da-onrid 0: •: ••• r.o ©mid 

r,;. 0 7 dn.cw IIr I laid! d’nob da at I 



12 

"Patients don't seem to realize that phone calls take time.[F]" 

"(With friends as patients,) when things become overwhelmingly 

social, I just can't spend that much time...[I]" 

6. Problem/Person 

The "authoritarian", whether generalist or specialist, 

emphasizes that his function is to solve specific problems, rather 

than to heal persons as individuals. He sees the patient bene¬ 

fiting by the solution of problems, and tends to deny personal 

gratification in the physician-patient relationship itself. 

"The patient is helped most (by the relationship)...Of course I 

get some gratification in having the patient's condition improve 

but the patient definitely benefits more.[S]" "The physician 

doesn't benefit as much as the patient, although it's fun to 

take care of really sick patients' problems.[K]" Satisfaction 

for the "authoritarian" is in problem-solving: "The only people 

I take on now are those I see in urgent and emergent experience. 

I like people with problems... I'm trained well to treat sick 

people and that's what I like to do.[F]" "The physician is helped 

most in the management of disease, in problem-solving.[A]" "A 

'good patient' is one who has an interesting problem; I can make 

an assessment...my response to request for medical advice is 

being appreciated and followed through.[U]" The "authoritarian" 

feels his services are not well utilized when patients come with 
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problems not wholly medical. "The 'bad patient' has a lot of 

somatic complaints, not many objective complaints... the basic 

underlying problem is emotional.[B]" 

7. Mission 

The "authoritarian"is particularly concerned with 

providing a service for his patients. "My main mission is that 

I have a service to offer by the nature of my training...[H]" 

In a salaried situation, "(the doctor) is not working for patients 

he's working for the organization; (in my own practice) if I 

don't perform well, (patients) don't come back or I don't get 

referrals... I get rewarded for service.[K]" "(Physicians) try 

to look objectively at patients, but we are human... we take 

care of the'bad patients' because we're performing a service to 

the community.[A]" 

Teacher: 

1. Nature of Interaction 

"Teachers" feel that patient education is one of their 

major functions. "The patients I like most are the ones I can 

relate to—they use me as a source of information.[D]" "When some 

one comes to the office, the time I spend examining them equals 

the time I spend talking to them: I try to educate them...they 

go home and read about it and then we talk some more...I try to 

change their attitudes so when they get sick, they're not sur¬ 

prised. [A]" Teaching is directed at the mechanics as well as 



. r c ' 6f yllo r'.. doit . I kv dnoxdxq bficf' err " 

oi;t: scf erfd. . . etfrr ‘ slgmoo 9v-:it99&do vnBm don <ednx£lqmoo oidBinos 

r [Q] . iBnoxdoms sx m^I-donq qniv . "*iebnu 

noiaaiM .V 

f{dlw Jbennsonoo ylnjsIjjqldnBq sx"nBXciBd cnorfdJXB" ©rfT 

sx noise.cm nxr n yM" .sdnexdBq sxri nol 

; noi. r ir ^io srfd ■ ■ 

- 

Q ’ 

. X 

2 no ‘ .:tonurI io'[.Bin 

ennuos B 

-3JTIOO ©no 

r. f I...'non .,10 ft M V reri& bits cK dirocis bjsen hfi £ '.xnorl o> 

t i { « ' 6 \ i 



14 

the content of medical care: "I teach patients how I think they 

can derive the best benefit; I teach them when they need to call, 

when they don't..[B]" "I used to get at least six inappropriate 

calls at home each week. Now, I tell people when their calls are 

inappropriate.[F]" "I spend most of my time giving lectures. 

Being a medical educator is paramount in my relationships. I 

teach patients what I think is good medical care, its ingredients, 

how it is constructed, how it may be counterfeited.[U]" For 

some physicians, mutual decision-making is the goal, with educa¬ 

tion as a means to patient care: "I spend most of my time giving 

lectures. I have to restrain myself sometimes; a lot of patients 

will want to be directed. I have had patients who have told me 

that I should be more decisive. I'm just not good at it.[0]n 

On the other hand, for some "teachers", education serves an alter¬ 

nate purpose,to facilitate compliance: "I try to educate (patients) 

so that they understand why I do what I want. If they understand, 

it's easier to treat them.[A]" 

2. Responsibility 

Unlike the "father", the "teacher" wants to share res¬ 

ponsibility with the patient for health care in diagnosis and 

treatment. "Between the two of you, you try to figure out what's 

causing the problem.[B]" "Some (patients) won't follow your advice, 

your responsibility is to repeat it; you can't feel guilty for the 

rest of your life because you've failed to get the point across.[Q]" 
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"It doesn’t bother me when a patient decides not to comply; it's 

just my duty to lay out the possibilities and educate.[V]" "A 

'bad patient’ is one who doesn't want to cope with problems... 

they just want Valium or Librium...you can’t help them...[B]" "I 

get very upset with patients who say, ’Whatever you say. Doctor.’ 

I feel that I’m caring more than the patient is... It's your body, 

your health. I’ll give you advice but you have to do something 

too...[D]" "'Good patients' are the ones'who really care about 

themselves; ’bad’ ones don't. They're not honest with you... 

I take care of myself so why shouldn't they?" "I insist that 

people do their share; if they elect not to do something I inform 

them of the consequences but I don't scream.[M]" 

Friendship: 

1. Person/Problem--Nature of Interaction 

"Friendship is the way I like it to be. I don’t like 

the superior-inferior role. My patients can call me anytime... 

I was much more rigid when I started out-- I was into being more 

of an authority figure--it just wasn't working for me.[D]" The 

foundation of the "friendship" relationship is that the physician 

considers the patient as a whole person, rather than as a set of 

medical problems which the patient presents. Thus, "I take care 

of any needs-- social, health, all of them...even though I’m a 

specialist. I’m a general internist as well...I know (patients') 

families, I've been to most of their homes...[N]" "I function 
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as a physician, attorney, clergyman. ITm a counselor as well as 

a director of general medical care.[Z]" This entails a basic 

understanding: "Some questions (patients ask) are asinine but 

to that individual, they are the most important thing.[N]n Speaking 

of dealing with the "misbehaving" post-MI patient, one physician 

described the elements of mutual respect and understanding which 

he finds useful: "Many times, after the initial misbehavior, if 

you stick with them, they come around... Other physicians may per¬ 

ceive (misbehavior) as a threat, but I don’t...you have to stick 

with them.[M]n "Over the years ITve become more tolerant, more 

compassionate, more aware of the essential humanity...I don’t get 

angry when (patients call and) they don't have disease. People' 

continue to apologize to me for calling. Well, hell, that’s what 

I'm here for... We're all primary physicians no matter how we've 

changed.[J]" "Most people do not go to a professional for their 

competence, most go for a psychological need.[N]" "(There's) such 

a difference from academic medicine--when you're at the University, 

responsibility is to the diagnosis; in private practice, respon¬ 

sibility is to the patient.[X]" 

2. Reward 

"Friends" reap satisfaction from the relationships them¬ 

selves. "The way I wanted to spend my life was in a series of in¬ 

dividual relationships. There were three ways I could do this... 

as a teacher, as a clergyman, or as a physician, caring for the 
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Intellectual, physical, and spiritual well-being of another indi¬ 

vidual... I haven’t been changed. The most rewarding thing about 

being a doctor is the single relationships... It’s very selfish, 

the secondary gain that derives is enormous. [L]" ’’The doctor gets 

the most out of the relationship... It wasn’t until I got Into pri¬ 

vate practice that I realized this. (In academic medicine) I 

couldn't get close to oeople, and that was awful.[D]" "I have a 

tremendous (personal) investment...[J]" 

3. Demeanor 

Professional "distance" does not serve a function in 

the "friend" relationships. "What I want is for patients to be 

close... I want to be someone who cares for them...reliable, 

available, aware of what's going on in life... A lot of what 

happens with the patient is a reflection of what's going on with 

you...[D]" "I never need that distant 'professional' feeling... 

Some patients don't like this close rapport; they don’t come back.[N] 

"With time, I’ve become much more relaxed, freer to Interact, less 

concerned with distance.[M]" Risks are taken: "The one thing about 

thi long-term friendship relationship--!! reveals the physician’s 

defects to patients over time...we can’t remain untarnished. If 

the physician is in any way relaxed, his personality begins to be 

revealed.[L]" 
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4. Information Access 

The "friend" values accessibility of information that 

is facilitated by a close relationship. With regard to record 

reading, "It's (the patient's) body, (the patient's) life; (the 

patient) has the right to that information.[S]" "Patients have 

a right to know...it's no indication of mistrust (if they want 

to read their records).[T]" "Early on, I would have been much 

more careful (about protecting information), especially with 

patients who have become really sick. But now, I'm much more 

concerned with continuity (in the relationship), the sense of 

trust, telling a straight story ... Patients appreciate that.[M]" 
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Salient features of the four types of relation¬ 

ships are summarized in Table II. 

Table II 

Characteristics of Relationships 

Father Teacher 

! MD^ is responsible 
Interaction based on PT 

dependence, security, 
MD decision-making, direction 

Knowledge as source of power, 
control 

j Distance 
! MD protective of information 
j Problem orientation 
: Intellectual reward 
; Service 

: MD is responsible 
: Interaction based on mutual 

dependence, security 
Personal investment 

-—^mutual control 
Closeness 
Free information exchange 
Person orientation 
Personal, intellectual 

reward 
Obligation-^ 

? 
MD and PT share responsibility 
Interaction based on education 

toward compliance with MD's 
decisions 

Knowledge as source of power, 
control 

Distance 
MD protective of information 
Problem orientation 
Intellectual reward 
Service 

MD and PT share responsibility 
Interaction based on education, 

mutual decision-making 
Personal investment 

—^mutual control 
Closeness 
Free information exchange 

; Person orientation 
Personal, intellectual 

reward 
Obligation 

^MD=physician. 

^PT=patient. 

3 "Friends" did not e 
to the concept of " 
they feel a duty to 
for "friends", the 
suffice to contrast 

xplicitly 
service"; 
care for 

fulfilling 
with the 

describe a counterpart 
it may be inferred that 
others as persons. Thus 
of "obligation" might 

provision of "service". 

3 
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Although the foregoing classifications characterize 

individual physicians’ modus operandi, there were a number of 

elements which seemed to underlie each physician’s perception 

of the necessary components of the relationship: 

1. Trust 

Considering the possibility of requiring legal contract 

to define explicitly doctor-patient obligations brought out many 

thoughts about trust. Needless to say, no physicians were in 

favor of such action. "I'm not contracting to deliver six tons 

of stone. That's not the kind of relationship I have.[0]” ”A 

patient may want to watch and check, but somewhere along the line, 

he's got to trust the doctor and go along with what he says.[K]n 

"(Those kinds of obligations are) implicit in what you do.[AA]" 

How far do we have to take this lack of trust thing in our society? 

What we need is more trust, not less.[P]" Most physicians did 

not have experience with patients asking to read their records. 

Many felt that this was attributable to the trust their patients 

have in them. "My records are for my purposes... I would sense 

a mistrust if a patient wants to read them.[V]" "I think it’s un¬ 

wise for patients to read their records. If they don't trust you... 

they ought to find another physician.[M]" In complying with therapy, 

"Patients must trust you; they wouldn't (comply) without you.[M]" 

To some physicians, trust in a physician indicates expectations of 

honesty. Doctors as patients present a problem in trust to some 
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extent: "They like to manage their own cases, but it doesn’t 

work...it takes time to develop trusting relationships ... they’ve 

seen a lot... They've seen other physicians do what they shouldn’t.[D] 

Covering for other physicians at times presents problems: "(Patients) 

realize you're a substitute... The trust doesn't necessarily trans¬ 

fer automatically.[P]" 

2. Choice 

To these private physicians, the freedom to choose their 

patients and the freedom of patients to establish relationships 

is most necessary for successful functioning. Some responses to 

the suggestion of a physician-patient contract were: "I wouldn't 

be a part of it. I want (the relationship) to be open and flexible., 

on both sides.[Y]" "We'd do better by being kind to each other... 

(a contract) would spoil my life. It would infringe on what I 

believe to be a free commitment on my part.[L]" "It's too free 

a country for that... I wouldn't feel comfortable...no feeling of 

trying to please a patient, no freedom for the patient to leave, 

to go to another doctor.[V]" "It's the right of the patient to 

dissolve the relationship when it is of no use.[N]" The same con¬ 

cerns were reflected in the responses to queries about the physician- 

patient relationship in the context of a "salaried service." 

"Patients are not satisfied without choice despite equal or better 

care, even when it’s not rational... Faculty come to me, despite 

belonging to the (University) Health Plan.[V]" "Unless the physician 
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himself feels chosen, it's not the same kind of commitment... 

choice Is necessary, or at least the semblance of choice. When 

I was In the service, (the Base was) providing good care...some 

idiots would go into town, to inferior physicians, and pay for it![M]’ 

"It's unreasonable to expect that I could relate therapeutically 

to everyone.[L]" "I tend to select my practice...(I can think) 

'Well, you didn't do this or that, maybe we'd better part.'[K]n 

For a health plan physician, "I feel much more constrained; I'm 

responding to patients I wouldn't take care of in private practice... 

I don't have the ability to say, 'You ought to go elsewhere.'[U]" 

3. Incentive 

The question of "salaried service" brought out manv res¬ 

ponses which bear on the fee-for-service incentive to practice. 

"The biggest incentive for work is reward, and in this profession 

it is financial.[A]" "I sell time and advice... (A salaried service) 

might be fantastic--I'd be home by now... Seriously, (in a salaried 

position) I'd do precisely what I have to. Leave me alone and 

I'll perform well; nail me down and I'll do precisely what I'm 

supposed to...I wouldn't be working for the patient, I'd be working 

for the organization.[K]" "(In a salaried situation) I'd have 

a tendency not to work as hard. Without direct reimbursement I'd 

be more reluctant about doing heroic things, in terms of the time 

spent doing them.[H]" As far as the interaction with the patient 

was concerned, physicians felt, "In general, people are more apt 
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to do what you say if they pay for it than if it’s free.[Z]" 

"Very few people will ill-use you as a physician as long as 

you're in private practice; (in a salaried service, however,) 

the physician is furniture.[L]" 

In addition, some physicians expressed awareness of 

the meaning of their relationships in the context of a community: 

"To my patients, I have tremendous snob appeal... If I have fancy 

patients, I’m distinguished among my colleagues... Patients feel 

the same way: they come to me for my reputation. People are 

dying to see me...It’s emotional, irrational.[J]" With referred 

patients, "I know by who sent them what they'll be like... I 

get a feeling for the mind-set of the patient, whether they want 

(a physician) who's fancy, ...someone with a good address, ...if 

they've been to a practitioner and now want a specialist. You 

know what they're coming for aside from the specific medical 

problem.[K]" 

4. Compliance 

Despite the various perspectives on patient education, 

the physicians all felt that compliance was to some degree a 

function of the relationship itself rather than understanding 

per se on the part of the patient. "(Compliance is) a matter 

of salesmanship... I have to win (patients) first; it has nothing 

to do with (patients') medical education.[V]" "I rarely have 

trouble convincing patients. Most have been with me for so long 
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that they don't question me.[BB]" "I can get them to do things, 

others can't.[M]" "If it's important to the doctor, the patient 

is more likely to comply.[AA]" "We try to explain why we suggest 

things but most people do it just because their physician says so— 

because of the relationship.[C]" 

5. Self-awareness 

"Authoritarian" or not, most physicians expressed doubts 

about their judgment at times, unexpressed to patients. "Im very 

insecure about the advice I give.[BB]" "I'll tell the patients 

what I think should be done but it's their right not to comply... 

sometimes you're wrong too.[X]" "You have to read things to be 

able to keep up with patients; they've become so well-informed 

sometimes it's frightening.[T]" "Sometimes your advice is going 

to be wrong...that can be tormenting. Sometimes the patient is 

wise not to follow your advice.[Q]" Sometimes their suggestions 

are better than mine.[B]" "There's too much presumption that 

(the physician) know's what (he's) doing. I don't like that.[A]" 

6. Availability 

Many expressed the perception that the time they per¬ 

sonally provide for patients is greater than the time many other 

physicians provide. "I give much more time than the average 

doctor.[Z]" "'My doctor' (to my patients) means that I'm very 

accessible, very available. In a salaried situation, no one 
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would work like I do.[N]" "I'm fairly liberal about (time); for 

example, I return all telephone calls...[H]" "I don’t charge for 

telephone calls like a lot of other doctors do.[B]" 

7. Chronic vs. Acute Care 

Regardless of status as authoritarian or friend, physi¬ 

cians were almost always aware of the need to assume a much more 

directive role in the face of acute emergencies or crisis situations. 

"Sick patients are dependent and want to be dependent until they're 

healthy. Sicker patients need more support.[I]" "With the patient 

who is extremely ill, I feel much more paternal, protective; with 

healthier patients, it’s more of a peer relationship.[P]" "With 

sick patients in the ICU the most important thing is to get them 

out—I use more scientific expertise, it’s much more intense; I 

can be more casual (about decisions) with healthy patients.[D]" 

"Compliance depends on how patients perceive themselves--if they 

feel they are sick, there’s no problem in their giving you au¬ 

thority . [B]" 

8. Teaching the "Tricks of the Trade" 

When questioned about methods which would be effective 

in teaching medical students about the functional aspects of the 

physician-patient relationship, a few physicians suggested that 

observation in private offices would be a valuable tool. Never¬ 

theless, "The responsibility... you've just got to do it to learn 
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what it's like.[E]" "There's no way to teach these things... 

It's a different world (from academic medicine); the set of ideas, 

expectations are different. The responsibility of the patient 

outside the hospital was never impressed on me as a house officer.[C]" 

Invariably, physicians brought out that much is dependent on the 

personalities involved, for various reasons. "You can't teach 

these things...you learn them at specific stages of life...it would 

be like teaching chemistry without a laboratory; they're stages in 

growth; many students don't have to be taught, and then there are 

some who have never learned...[T]" "You can't teach the relation¬ 

ship; everyone has their own way of getting things done.[N]" 
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Discussion 

17 
In the aforementioned study, Ford et al. examined 

the attitudes of a group of surgeons, internists, pediatricians, 

psychiatrists and general practitioners. Their study was "based 

on the premise that there are uniformities to be discovered in 

these interpersonal relationships."1-' In their systematic search 

for these uniformities. Ford et al. may have overlooked some sig¬ 

nificant differentiating trends. 

Although the physician population of this study is a 

selected one, it is evident that these doctors see a broad spec¬ 

trum of physician-patient relationships by the nature of the various 

? 1 qualities of their responses.1- At one end of the spectrum, the 

"father-authoritarian" wishes to be very much in control of the 

situation: He assumes responsibility for the patient's "care, ex¬ 

pecting loyalty and trust in return. His possession of much more 

knowledge than the patient gives him the duty to make decisions 

about patient care; he expects compliance by virtue of his pro¬ 

fessional authority. Necessary for physician and patient protection 

is "professional" distance; the "father-authoritarian" controls 

access to information and opinions, and divulges them at his dis¬ 

cretion. The "father-authoritarian" is upset when time Is taken 

"unnecessarily"; he prefers a very structured relationship, and 

deals with patients in terms of specific problems. 

At the other end of the spectrum is the "teacher-friend". 

The "teacher-friend", by providing information and discussing 
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possibilities, wishes to share the responsibility for health with 

the patient. He attempts to interact with the patient, considering 

the whole person; he makes himself accessible for emotional and 

social as well as medical needs. As he sees decision-making to 

be a mutual process, he assures that information available to the 

physician is also given to the patient. Distance is not essential; 

in fact, the teacher-friend sees distance as hampering the inter¬ 

action as well as lessening the satisfaction he gains from the 

relationship itself. 

Between these two extremes are the "father-friend" and 

the "teacher-authoritarian". The "father-friend" assumes major 

responsibility for medical decisions, but also serves as coun¬ 

selor for the patient as a whole person; he prides himself in 

offering concern for the social and emotional; he and the patient 

(and the patient's family) benefit from the relationship itself. 

Distance would hinder the free exchange of information and support 

which is central to the successful function of this relationship. 

The "teacher-authoritarian" perceives patient education 

as a primary function, but he remains in control of medical decisions. 

Patient education is directed toward compliance, and responsibility 

is shared in a mutual commitment to solving the patient's problems. 

The "teacher-authoritarian" serves his patient through knowledge 

and competence, but finds little personal reward in his formal 

style of interaction. 
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The following diagrams are an attempt to illustrate the 

working nature of each relationship with regard to decision-making 

and satisfaction. Representation of physician (MD) and patient (PT) 

on the same vertical level indicates shared responsibility. Rep¬ 

resented on a higher vertical level, the physician assumes major 

responsibility. Sources of satisfaction are indicated. For ex¬ 

ample (Figure *0 , with the physician as "teacher-friend", physician 

and patient share responsibility and share information as well. 

Both derive security and satisfaction from the relationship. The 

patient complies with decisions mutually made as much because he 

likes and trusts his doctor as because of information he has re¬ 

ceived; both physician and patient learn from the outcome. In 

the ideal case, relative "health" of the whole person is achieved; 

if not, information is gained to direct subsequent mutual decisions. 

The other figures may be interpreted similarly. 

The current emphasis on patient self-awareness and 

decision-making may give form to yet another category of physician, 

not encountered in this sample: the "technician". Although the 

teacher shares information with the patient, the "technician" would 

view himself as merely the source of information, serving only the 

patient’s decision-making interests. Schematically, then, the 

patient would be at a higher vertical level of responsibility than 

the physician. 
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Father/Teacher: 

"Teachers" in general were younger than fifty, whereas 

"fathers" seemed to be well represented in all age groups. Are 

"teachers", then, a new phenomenon in medicine, or is a "teacher"- 

to-"father" transformation an accompaniment of longer experience? 

The derivation of "doctor" from the Latin word for 

"teacher" has found recent emphasis, especially with regard to 

sharing responsibility. Donovan perceives that the physician's 

responsibility should be limited: the doctor "should not take 

away from his patient the responsibility that he, the patient, 

holds for his own life and health." He emphasizes that the doctor’s 

responsibility is as a teacher in society as well, thus the doctor 

should "inform patients about things as the benefits of breast 

feeding, dangers of barbiturates... (he should) inform decision¬ 

makers of medical risks involved in plans for the patient’s en- 

..22 
vironment. These responsibilities depend on interaction and 

education. 

Perhaps the "teacher" has always been present if not 

always recognized in the medical profession. Regardless, the self- 

awareness of many "teachers" in the present study seems new. To 

some extent, the change, transient or not, may have its parallels 

in the rise of the legal doctrine of informed consent, developing 

since 1957 into its present conception. In 1975, Katz and Capron 

outlined six functions of informed consent in general, though 

with specific reference to treatment modalities for chronic renal 

disease. These functions are: 1) to promote individual autonomy, 
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2) to protect the patient-subject’s status as a human being, 

3) to avoid fraud and duress, 4) to encourage self-scrutiny by 

the physician-investigator, 5) to encourage rational decision¬ 

making, and 6) to involve the public. Although they directed 

discussion to the research situation, they felt, "By actively 

including the patient-subject in the process, informed consent 

serves to place him on a plane with the physician-investigator 

and to involve him as a person in the work, and not merely as 

24 
an object on which it is being performed." This, in fact, 

seems to be the major goal of the "teacher". 

More recently, however, Katz expresses the view that 

patient autonomy in medical decision-making has become a "fairy- 

2 b 
tale". ^ The attempted promotion of "patients' decisional authority 

over their medical fate--has been severely compromised from the 

beginning... Anglo-American law is caught up in a conflict between 

its vision of human beings as autonomous persons and its deference 

2 
to paternalism." 0 With reliance on medical professional standard1, 

as opposed to legally defined regulation, Katz feels that traditional 

27 
medical practice is not challenged. 

Goldstein also points to the inadequacy of current law 

2 8 
in ensuring "the process of informing for decision." He asserts 

that "the concept has been employed to emphasize the patient’s or 

subject’s actual state of mind, knowledge, or understanding (not 

denying) consent, rather than to emphasize and force attention on 

the conduct of the therapist or experimenter in the process of in- 

29 
forming the citizen for decision." " The nature of these criticisms 
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in the legal sphere reflect contemporary concern with the patient 

as part of the process of medical care; ideally, the patient would 

assume responsibility through education in a partnership with the 

physician. 

The nature of ''responsibility’' may be clarified by ex¬ 

ploring the related issue of "paternalism" in legal, ethical, and 

social contexts. Formal argument dates at least to the time of 

/ 30 
J.S. Mill (Utilitarianism and On Liberty); recently, however, 

Dworkin has considered physician-patient relationships in this 

function, attempting to develop guidelines for the legislative 

3 1 
powers of society." His definition of "paternalism" as "roughly 

the interference with a person's liberty of action justified by 

reasons referring exclusively to the welfare, good, happiness, 

32 
needs, interests, or values of the person being coerced" defines 

the responsibility which individual physicians undertake to 

greater or lesser degrees. 

Mills’ stress on individual liberty led him to two 

principles: 1) self protection, that is preventing someone from 

harming others, is sometimes a sufficient warrant, and 2) the in¬ 

dividual's own good is never a sufficient warrant for the exercise 

of compulsion either by the society as a whole or by its in- 

33 
dividual members. Not disputing the first principle, Dworkin 

focuses on the second, attempting to describe cases in which it 

is legitimate to utilize paternalistic power. He suggests that 

paternalism may be used tolerably as a "kind of insurance policy 
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which we take out against making decisions which are far-reaching, 

potentially dangerous, and irreversible." Secondly, decisions 

"made under extreme psychological and sociological pressures" 

necessitate at least an enforced waiting period. A third class 

of decisions for which paternalism is legitimate involves "dangers 

which are not sufficiently understood or appreciated correctly by 

34 
the persons involved." Accordingly, Dworkin suggests the prin¬ 

ciple of the "least restrictive alternative" for the use of 

35 paternalistic power; and, in a sense, he would ascribe to the 

government a responsibility analogous to that assumed by the 

"teacher" rather than the "father" on the individual level. The 

"teacher" attempts to limit interference with responsibility for 

the patient’s actions, showing "concern for autonomy and freedom 

of the person"36 to evaluate and choose values, treatments, whereas 

the "father", making judgments as to life-style, undertakes the 

responsibility for inculcating specific values for achieving health. 

While attempts are being made in the legal sphere to 

initiate changes in patient education and in function, a parallel 

awareness exists among many physicians of demands for more patient 

autonomy. Certainly the increase in malpractice suits has in¬ 

fluenced the thinking, if not the practice, of many physicians. 

The present data, however, suggest that the distribution of decision 

making and responsibility is different than traditionally perceived, 

at least by some physicians. Nevertheless, a permanent trans¬ 

37 

formation will not necessarily ensue. As many who have examined 
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the physician-patient relationship have stressed, being sick makes 

1-10,14-16 
the patient accept helplessness and dependence on others. 

Similarly, the relations between physician and patient must be 

different in a crisis, where physicians are expected to dispense 

with rules of informed consent and detailed patient preparation; 

their technical skills take precedence over all other concerns. 

Yet even many "healthy" patients are culturally, emotionally pre- 

l4 
pared to relinquish their responsibilities to the physician. 

The response, then, of physicians to patients’ real and perceived 

"child" needs is to assume greater responsibility for making de¬ 

cisions. Regardless of their positions in the "father"/"teacher" 

spectrum, many physicians interviewed noted reluctance on the 

part of patients to enter into a partnership; patients preferred 

the comfort of child-like acceptance to the assumption of res¬ 

ponsibility. If sharing of responsibility becomes the stated 

goal of the physician and patient, the "teacher’s" "lesson-plan" 

38 
must include the encouragement of the patient into a new role, 

just as the patient's willingness to assume that role will neces- 

39 
sarily influence how the physician functions. " 
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Authoritarian/Friend: 

The authoritarian/friend distinction reflects current 

conflict about the increasing reliance on objective, technical 

factors in many areas of contemporary life. From the legal per¬ 

spective, Burt stresses the "paradox that those who complain of 

impersonal, dehumanized medicine turn now for remedies to the 

legal system that prizes its systematic impersonality, its gover¬ 

nance by laws, not men’." He warns of the dangers of the "separation 

of self"--the objectivity that problem definition requires, the 

40 
objectivity that is demanded by many in the contemporary milieu. 

The "authoritarian" essentially views patients in terms of sets 

of problems to be solved. In recent medical literature, articles 

41 
stressing humanism and the necessity of reintroducing a per¬ 

sonal conception to medical problems in understanding the person 

42 
with disease emphasize the tensions produced by expansion of 

scientific medical knowledge. 

The underlying conflict of perspective is hardly new. 

It is illuminating to look at the era of twenty-five or thirty years 

ago, the time when many of the physicians in this study were coming 

of age medically. For even when Talcott Parsons was preparing 

,,1 
his classic description of "modern medical practice, many sensed 

continuing change in the practice of medicine and the preparation 

of students for the role of physician. In 1951, Burwell saw the 

affiliation of medical schools with universities as indicating an 

ever widening application of scientific knowledge to medical 



i>H! . P ' t*IG 

•t.'TS'nuo aXo© C3e*i noXXonXXeifo fon9Xo^i\nBXpr.sX2n:of.rXjj£ ©rfT 

e X tev'j o c '. i o r i » sons X X 9 *i ;g' r 1 e 3 9n0 n X 9 i X X n c cf b i 0 X11 noo 

XI ynBnoqrrr *:.oo Xo bbst:*: yrtB/rr nX sioXobX 

-:, asnXa o rcjLfS <e 

von rtfivt s.n' 

■ 

vii/pen noX 'XnXXsfo nisXcfona XjsrfX yX rviXos £,cfo 9rtX— "1X98 Xo 

£ gnXonfoonXnXe'i Xo vXiassoen sriX for s rr:•1 r smmi gnXsaGnXs 

,pnivncXenofomr nX arrrelcfona XBoifoem oX noXXceonoo XBnoa 

gi 9 v 2 X o©9 s££- Cf Xo Xo IXnoo 'nX,'Ifi9Jbnw 9rfT 

naBXoiayrfq ©rfX Xo v;nxr rvvfv/ -raXX erfX <o§B 

cl&'. ' ' it© Xw f!9<V9 to'X 

- rXoB'ia fBoXfoeir no bon Xo no Xq.i^orsfo oi?. 

Xfo'-ffi Xo 90' X sna ©rfX nX 9^ tfirfo vaXjrnXXnoo 

XIew f 1/9 t X X 0 X if! , riB X0X ® yrf q X o 91 o n 9 X X no' ■: X/■ :• foua Xo 

XBoXfonX 

XeoXfo.vi oX r foslvor X oiXIXm cos Xo hoXXboXlqcB n vsfoj *i9V9 



38 

practice.^ He noted that a "tendency toward what we may call 

rationalism... an understanding of the phenomena of medicine, 

rather than simply a remembered knowledge of them" accompanied 

the advent of teaching hospitals. The standard curriculum had 

been supplemented with "preventive medicine, public health, psy- 

chiatry, and social and environmental factors." Within this 

context of increasing "rationalism", the editor of the New England 

Journal of Medicine (NEJM) asserted "that the lad who does well 

in the sorts of courses that enable him to take such (scientific, 

technical) questions in his stride will be more likely to develop 

into a good physician than the one who elects (undergraduate) 

45 
courses in Romance philology or politican science." 

Notwithstanding, others were concerned "that the achieve¬ 

ments of science have too often led us to forget that essential 

humanity which is indispensable to the best practice of medicine. 

46 
For medicine is not all science-." In response, the editor of 

the NEJM cites these concerns as "signals of a lighthouse, they 

must be repeated at regular intervals if the purpose for which 

they are intended is to be served." However, he chose to see that 

"the strong trend toward scientific perfectionism with its loss of 

the human side of medicine has been on the credit side after all, 

acting as a process of purification... and now the medical profession 

...sees evidence of a 'bridging of the breach' between laboratory 

and clinical investigation as well as between all investigation 

and the art with which its results are applied... There is real 

• 4 7 
evidence that humanism is reasserting itself." 
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The concept of the doctor as citizen was being em- 

48 
phasized as well, though the traditional praise for the doctor 

4q 
as personal healer continued. Questions of humanism did not 

leave physicians' self-image unscathed, however; nhysicians were 

becoming aware that the public might question their infallibility: 

in "Medical Malpractice" are enumerated the " three bulwarks against 

.,50 
the unjust suit--good faith, good records, and common sense. 

Similarly, despite attributing "dissatisfactions" of patients to 

"misunderstandings", a special committee of the Massachusetts 

Medical Society addressed the process of agreement on doctors' 

fees,^ theretofore a virtually "unmentionable" subject of concern. 

Continuing in this vein, the editor of the NEJM produced a "reminder 

that for the physician, at least, all the organized public re¬ 

lations efforts in the world cannot replace the private relations 

52 
with his patients..." 

Thus, it seems that conflict about value orientation ex¬ 

isted at the time many of the physicians in this study were in 

medical school or beginning practice. Regardless, the "ideal" 

student of the 1950's was one who would take a "rational" approach 

to medicine and patients. Of note, however, in the present study 

eight of nine physicians below age forty-five were "authoritarians" 

whereas only nine of twenty older than forty-five were classified 

as such. Thus the distant decision-makers are well represented 

among the younger, more recently educated physicians, some in fact 

who were "products" of the progressive, person-oriented 1960’s. 
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It is tempting to speculate that the concern with humanistic, 

person-oriented practice, the "social consciousness" of that 

decade did not significantly permeate the minds of future physicians 

It is more likely that in the selection of medical students, "we 

are favoring and choosing the convergers, who are interested in 

physical science, given to technical and mechanical interest, and 

generally conventional and prone to emotional inhibition."-^ 

Ironically, the students described somewhat negatively by Ellard 

resemble the students praised in 1950! Perhaps the 1960Ts con¬ 

sciousness has again served as a reminder of the ideal "humanist" 

physician even though the reality continues unchanged. 

Alternatively, the greater proportion of "authoritarians" 

among younger physicians may reflect a natural "authoritarian" to 

"friend" transformation with experience. The technical nature of 

medical training may contribute to the "chief resident syndrome" 

as described by Cassell. In practice for a short time, "the chief 

resident has not so much found out that there isn’t a lot of 

challenging disease around (because there really is) as he has 

discovered that his technical skill and knowledge are not in¬ 

appropriate but are only a piece of what he needs to know. n 54 

Is it a matter of experience, then, which leads the physician to 

55 fit together the "other pieces" of what he/she needs to know? 

Does a physician, realizing the limitations expressed become "ul¬ 

timately discontented with his role as a fellow-advisor who does 

not know what to advise and as a rational or mystical leader who 
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does not know where to lead"?"^ Is it merely a matter of time 

and experience until "I, as a physician, have matured enough to 

realize that each patient is an individual, not a stereotype, 

(that) I must adapt myself to each patient in a manner that allows 

41 
him to be most open and free in revealing his humanness to me"? 

Within the limits of individual personalities, this maturing process 

57 
could then allow the "authoritarian" to become the "friend"." 

In the past, numerous attempts have been made to evaluate 

the physician-patient relationship, sociologically as well as 

psychologically. In 1951, in the analysis of "modern medical 

practice" referred to in the foregoing, Talcott Parsons described 

the role of the "professional", the medical practitioner.^ 

Characteristics of the physician’s position are: the possession 

of achievement values—"competence",the use of objective criteria 

in decision-making--"universalism", limitation on the scope of 

concern—"functional specificity," "affective neutrality," and 

concern with patients’ welfare—"collectivity orientation." The 

patient in the "sick role," exempt from normal social responsibility, 

does not have the power to get well solely by conscious decision 

and is under obligation to seek technically competent help. The 

doctor-patient relationship follows: the patient needs technical 

services because he can’t define the problem specifically nor can 

he solve it, while the physician is qualified as a technical ex¬ 

pert to help satisfy the patient’s institutionally legitimized need. 

The "father-author!tarian" seems well-suited, then, to serve in 
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this capacity. It is evident, however, from this study that a 

number of physicians, at least from their perspective in the 

1970Ts, do not fit neatly into the role Parsons described. 

Certainly, the concept of physician in a parent role 

58 
has been well promulgated, classically in Freud’s and others' 

discussions of transference and countertransference. Like Parsons, 

3 4 
Wilson 5 evaluates the doctor-patient interaction as a single 

defined social system, fulfilling receprocal needs for both par¬ 

ticipants. Wilson sees Parsons’ view of the socialization of the 

0 
sick person back to health by the physician as analogous to the 

socialization to adulthood of the child by a parent. He asserts 

that "although the therapeutic relationship is unique, it shares 

vital characteristics with a number of other intense two-person 

interchanges...parent-child, priest-supplicant, teacher-student." 

Features of the therapist's role include: 1) support of the patient, 

2) permissiveness—ordinary norms of social intercourse may be 

suspended, 3) manipulation of reward, and 4) denial of reciprocity-- 

the therapist withholds from the patient full interpersonal res- 

59 
ponsiveness. ' According to Wilson, the use of these tools im¬ 

plies that there is a natural imbalance or asymmetry in the re¬ 

lationship; hence, the physician makes a significant contribution 

to controlling the values of his patient.^ Despite his recognition 

that patient education is a function of the physician, Wilson's 

perception of an asymmetry of power and indoctrination of values 

on the part of the physician is represented by the more traditional 

"father-authoritarian". The "friends" in the present study, how¬ 

ever, have no place in his analysis. 
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Similarly, Rueschemeyer chose to consider the physician- 

patient interaction as a social system, comparing the lawyer-client 

and the physician-patient relationships. In accordance with the 

tone of Parsons' thesis, he emphasized the importance of technical 

competence in the physician-patient relationship, with facility at 

interpersonal skills more characteristic of the lawyer-client re¬ 

lationship^ Again, the present study suggests that now there exists 

a segment of the medical profession which does not conform to these 

expectations. The "teacher-friend" who shares information, attending 

to the patient as person, needs to use interpersonal skills as much, 

if not more, than his technical skills. 

Others have examined the physician-patient relationship 

to find not a single but various different modes of interaction. 

For example, in 1957 Szasz and Hollender proposed three basic models 

6 2 
of the doctor-patient relationship. In "activity-passivity", the 

physician does something to the patient, regardless of the patient's 

contribution, as in acute emergency (coma, delirium); in "guidance- 

cooperation", the patient asks for help and is ready to cooperate, 

as during acute infection, although the physician maintains ultimate 

"power" and expects full compliance; in "mutual participation," 

physician and patient have equal power, are mutually interdependent, 

and in some ways their activities satisfy both, as in the treatment 

of chronic disease. Parallels can be drawn to findings in our study. 

All physicians acknowledged that in critical situations, "activity- 

passivity" is the rule. The subsequent two models are reminiscent 
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of the "authoritarian"- and " teacher ,l-oat lent relationships. 

Szasz and Hollender characterize "guidance-cooperation" as being 

like a parent-child interaction; nevertheless, their description 

is closer to the "authoritarian"-patient relationship with regard 

to the physician’s power in decision-making, which is paramount 

in this model. On the other hand, "mutual participation" is central 

to the "teacher"-patlent interaction in which the "physician helps 

the patient help himself. 

Szasz and Hollender point out that by the nature of 

therapeutic intervention, roles ideally should be continually 

changing; if either the physician or patient is incapable of such 

6 2 
accommodation, the effectiveness of the relationship is hindered. 

Though the physicians I studied recognized that their relationships 

to patients changed with patients’ conditions to some extent, they 

also were in agreement that freedom to choose, for both patients 

64 and practitioners, is necessary for effective relationships; 

this seems to reflect the implications of Szasz and Hollender that, 

for the most part, physicians cannot be adequately flexible to be 

therapeutically valuable to the full range of patients. Rather 

than describing points in time in a single relationship, the models 

Szasz and Hollender proposed may characterize specific physicians’ 

interactions with their patients. 

Anna Freud1^ examined the physician in relation to his 

task from a psychological perspective as well; she defined three 

different sources of the wish to become a doctor, each producing 



Mnr rn«iio£0fl;tnsn erfct 1c 

is o':.:f£^9aoo.f~s . 9:. i-istfoBisrio fonellcH Jbrt£ 'sbsS 

' rt-Bio 31 dc 9!-.•:.•+ oj 

.l&torrt r.lrfj- nt 

: ’ v - £0*1 . n©id,n^ivwx9ini c s r £rr • »ri i 

Sc.39« bi;3 T y.r.z i • - via orfi ,-r^i j.o 

3:,'( j.d’ii: :CO ’ £ ‘f. i '-or ni? ■' •• .-.r.o :, :^,0i £;o Oj 

0,4 f:iC.- ^ Jor'j ^ngri': 1" 

"is nol xe*cm$&om si tsnenoiiiioB'sq bn£ 

vpme id vb b93c on n o bn- floH bits oa.ssS 

:: i rioij- :.i rrf io ' T:ric .or i bonimexo c b onM firm A 



a different type of physician. Curiosity, the wish to know, is 

found in the researcher or scientist. Alternatively, the child’s 

wish to hurt and maim may evolve and be submerged eventually by 

the wish to cure which characterizes the "helper" or healer. 

Finally, an interest in death and the wish for power over it 

motivate the "autocrat". Not unexpectedly, I did not encounter 

the first type of physician in the sample; he is unlikely to be 

found in private practice. However, the "helper" and the "autocrat' 

parallel two types of physicians delineated in the present study: 

the "teacher-friend" seems to portray a "strong desire to help" by 

valuing his patients as individuals, giving his patients time and 

energy professionally as a "teacher", and personally, as a "friend". 

On the other hand, the "father-authoritarian" values his own de¬ 

cision-making, fighting disease and death with knowledge and the 

power he assumes. 

Parsons set the stage for continuing sociological ex¬ 

amination of the doctor-patient relationship based on a model of 

mutually interacting reciprocal needs for the participants.1 

Freidson challenged this concept proposing that, to understand 

the interaction, the separate situations of the participants should 

r 

be analyzed. To Freidson, the doctor-patient relationship is a 

function of two distinct social systems: 1) the patient acts as 

part of a personal network or "lay referral" system rather than as 

a single agent molded in a cultural pattern; this referral system 

ultimately serves as a source of the patient's decisions after 



;%[ oj risiv. 9rid- t I'?.-.'':%0 .n£io; ..yrfq 16 eqyd djvTelllb b 

tyXevidBnTOdIA . dsXdne ..os to T9riOT£©s©T ©fid ni bnuol 

vf.ove yapi fnxBrrt brtB dr mi• od -a' 

, T9Xbr. i’ to ”T9gi©rid sssiTedoBTBrio fo ;riw ©t • od rislw srfd 

-t>•? vvo T9W cr Tor': cs ' vr ©rid bn ridx'b nx d- c 9T9 o . r i "■ «v 11 mix •? 

.r^ j- , rr,c.ne don bib , \,Xd©d9©qx©nn doV - ^BTOodnB orid odBvldoflr 

eci od yle^i:Inn si ®ri IqrrrBB rod rrJt nexnxsYrio lo 

TooduB” 9rid bHB ”T9 leri" arid tt©v©woH .©oidoBTC 

: ,'bnd? dn©V©Tq or! nx ber-seni C©b om; roxayricr lo ssqyd owe! rellBTBq 

\ idTo od « nose "bnsiTl-TsrioBGd'' erid 

f _3 97?xd sdr xdF - i f ; xvx - Xb■ •'vj. 1 ■ t • B' a dm*i.-j sqq•-!.'r rt.rjjX.BV 

0 Xbv rtf? ^ '*■ i n din'-to '& ori 

-1 

* . ■ ■ . * j oidTrq ®rid to'! r 1 %®r- X o to$09T .snldoBTbdni. 

Jb J to if s sdnrqi ddTBc Grid lo snoidBi/dio edBTBqss ©rid {no • do£T©dn± ©rid 

j x • i dne ' dBa-'.codoob 

SB nFrid T if tCT msdsys ."Xbtt©1©t v,bX" to ?Itowden Ibaovt q x lo dnsq 

rnodr.' s Xbt isTst sxrid jrtTeddBC JBTBd Ijj© B rii7 deb I or* "neyr 

T9dlB Brio is ; :• ob s ’ dnsidxq ©rid lo eou r* sevTos viodErm "Xb 



46 

consultation with the physician. 2) The physician, on the other 

hand, functions as part of a larger professional system; this 

system doesn’t merely legitimize the "sick role," rather it has 

a bias towards illness, and the profession "creates the social 

66 
possibilities for being sick." Preidson considers the "official 

social role of illness," then, to be a form of social deviance, 

defined by the medical profession.10 

In "client-dependent" practice, where the physician 

depends on laymen for referrals, Preidson sees the process of 

treatment to be a matter of bargaining and compromise; in "colleague- 

dependent" practice, on the other hand, where fellow physicians 

are a source of referral and the physician has specific expertise, 

"the weight of professional opinion is heavier than that of the 

layman" and the physician initiates and controls much of the inter- 

action with the patient. Freidson finds the Szasz and Hollender 

models of physician-patient interaction deficient in that they 

represent models the physician wishes to be represented, rather 

than the reality of the situation; he sees that, instead, the 

physician and patient interact in a kind of negotiation as well as 

conflict; "...just as the doctor struggles to find ways of with¬ 

holding some kinds of information, so will the patient be struggling 

to find ways of gaining access to, or inferring such information. 

Similarly, just as the doctor has no alternative but to handle cases 

conventionally... so the patient will be struggling to determine 

whether or not he is the exception to conventional rules. And 
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finally, professional healing being an organized practice, the 

therapist will be struggling to adjust or fit any single case to 

the convenience of practice... ,while the patient will be struggling 

to gain a mode of management more specifically fitted to him as 

an individual..." Thus, professional treatment is seen "as a 

function of the relations between two distinct worlds, ordered by 

professional norms.Although seen from a different perspective, 

Freidson's perception of the physician's struggle for power, then, 

is reminiscent of the "authoritarian" view of his interaction with 

patients.^ The "authoritarian" may be a "teacher", as in a"client- 

dependent" situation, or a "father", assuming full responsibility as 

in a "colleague-dependent" situation. On the other hand, the 

"friend" does not seem to fit in Freidson's characterization of 

the physician-patient interaction: the "friend" approaches the 

patient as a whole person, part of a social system, and incorporates 

the patient's "personal network" into his professional judgment. 

Structural conflict would then not necessarily result. 

The foregoing characterizations of the physician-patient 

relationship were constructed, essentially, from observers' view¬ 

points. In contrast, Ford et al. examined the physician's per- 

17 
spective in a more systematic way. From a questionnaire returned 

by 250 physicians in the Cleveland, Ohio area, they evaluated 

physicians' effectiveness and satisfaction. To the physicians, 

features of their practices most important for effective medical 

1) competence, 2) motivation, and 3) responsibility practice were: 
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for the patient as an individual. Physicians deemed important 

patient characteristics to be: 1) adjustment, 2) self-reliance, 

3) responsiveness to treatment, and 4) belief in the physician. 

Physicians saw their own satisfactions stemming from 1) personal 

responsibility, which was a mix of intellectual thoroughness, 

helping and caring for patients, and maintaining standards, and 

2) professional position, which meant leadership in the community 

and relationship to colleagues and patients. Dissatisfaction of 

physicians, not well defined in the study, came from limitations 

on their independence and lack of payment. Although their back¬ 

grounds and types of practice varied widely, the physicians were 

generally agreed on their views of effective practice and satis¬ 

factions from their profession. 

Prom these studies, Ford et al. saw the physicians of 

1964 as responding to a "calling" or vocation based on regard for 

the patient, professional competence, and motivation. The res¬ 

ponsibilities of patient care served as a source of satisfaction; 

these physicians were concerned with patients as individuals 

rather than with the general society, and did not regard themselves 

as scientists. Although the physicians did not express the need 

for control as such over patients, Ford and his coworkers asserted 

that, functionally, the physicians felt that control was necessary 

for their effectiveness; the trust and cooperation of patients was 

essential to effective practice. 
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In attempting to define a single self-characterization 

of their physician population, Ford and coworkers noted a "trend 

away from medicine as a uniform vocation with its largely Protestant 

ethical imperatives and toward a plurality of ever more technical 

and functional specialties." Ford et al. were referring to 

potential differences in attitudes between specialties; the data 

in the present study, however, suggest that differences in attitudes 

do exist within one specialty at least, internal medicine, super¬ 

imposed on sets of common components. Differences in methodology 

between the two studies might account for some discrepancies; 

Ford et al. analyzed a written multiple-choice questionnaire whereas 

analysis of our tapes and interviews required subjective assessment 

of value-laden material. Differences may stem from the size of 

the present sample, or from the sampling of a very selected group 

of private internists. We did not look for trends along sub¬ 

specialty lines specifically. 

Alternatively, and more likely,differences between the 

two studies might well be the result of social developments in the 

intervening decade. Increasing awareness of personal/ethnic iden¬ 

tities, developments in consumer protection and informed consent 

might have moved some physicians from the "father-authoritarian" 

toward the "teacher-friend" pole of the spectrum. The question 

remains unanswered whether this is a transient phenomenon merely 

reflecting the contemporary social milieu. 
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Recently, Bloom and Wilson have noted the change in 

the nature of disease and its potential effects on the doctor- 

patient relationship. Threat of death as a result of acute in¬ 

fection is much less apparent now than ever before. Instead, 

chronic diseases such as diabetes mellitus, heart disease, and 

cancer are in ascendance; with the technology available to prolong 

life, the physician necessarily functions differently than his 

71 counterparts in previous decades. Is the physician, then, less 

able to be a "father", wholly responsible for the crisis situation, 

more functional as a "teacher", educating the patient toward self- 

7 2 responsibility and long-term care?' 

Regardless of such considerations, a very basic social 

change is occurring which will undoubtedly affect the nature of 

the doctor-patient relationship: during the past decade, the 

percentage of women in medical schools has increased from 5-107 

to 25-307. One physician expressed concern that women couldn’t 

function well in the "father" role. Will women attempt to emulate 

their male role models or will they add a set of "mother" "attributes’ 

to the established clusters? Will they function best as teachers, 

a role in which patients are accustomed to female presence? Will 

they be sought only by certain types of patients? Or will women, 

like men, distribute across the spectrum? On another level, is 

the presence of women physicians one of the instigating factors in 

the reexamination of roles that is occurring? 
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Other aspects of the 1Q60's culture and developments in the 

public health sphere do not seem to have influenced some basic aspects 

of these private physician’s perspectives. In 1957, f’ord et al. con¬ 

cluded that "...concern for the individual patient (is) so pre¬ 

eminent that only a minority of physicians show an active interest 

in the broad humanitarian goals of medicine." They felt it likely 

"that doctors will turn increasingly to patterns of work organization 

which produce better results for more patients." They asserted, 

however, that "the danger in the trend toward increased social 

organization, that sick people may become lost in an impersonal 

bureaucratic system, will be strongly resisted by the phvsician's 

dedication to the welfare of the particular human being he thinks 

70 
of as his patient." When asked about a "salaried system," the 

physicians in this study, most of whom have chosen, bv definition, 

not to participate in such organizations, across the spectrum, 

expressed their concerns: loss of autonomy in selection of patients 

and in function, loss of monetary incentive, increased bureaucratic 

demands. Accordingly, resistance to the organizational change re¬ 

mains strong, at least in our sample. On the other hand, some 

physicians praised specific nurses who, in the private setting, 

functioned as part of a "team". How will these physicians react 

to various new health care personnel—physician assistants, nurse- 

practitioners—in terms of organization? Will modifications be 

necessary, will there be a "redistribution of the "wealth" of trust, 

responsibilitv, and loyalty to the "team-patient" relationship by all. 
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or will only certain physicians, (e.g."teachers") be amenable to 

such change?^ is the appearance of these new personnel merely 

a response to the change in the nature of disease alluded to In 

the foregoing^? This may reflect the fact that the physician- 

patient "dyad" is necessarily in the process of being diffused 

and that it may only be a matter of time before such private re¬ 

lationships in fact will be obsolete. 

What of the motives expressed by today's private In¬ 

ternists? What happened to the ideal of the altruistic, self- 

sacrificing physician making "home calls" at all hours of the day 

or night? How have physicians become "reluctant to do heroic 

things" without a monetary incentive? Has the nature of medical 

practice so changed that an emergency room is the only realistic 

answer to care after office hours? Have medical schools suc¬ 

cessfully weeded out the altruistic candidates from those more 

protective of their time and energies? Or, is it merely that 

the new self-consciousness of the nineteen-seventies has made 

physicians more aware of, and more willing to express, their 

motivations than in the past? Have the technicalities of medical 

practice intimidated physicians into believing that their roles 

as "healers" are jeopardized--that they must now insure their in¬ 

come as well as their reputations? 

Thus, there are many questions which are raised by this 

exploration of what the contemporary private specialist in in¬ 

ternal medicine means when he uses the term "my patient." Although 
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there was universal agreement by the physicians in the study 

that one cannot "teach” how to relate effectively to patients, 

the discussion and organization of the issues herein has pro¬ 

foundly affected the process of becoming a physician for the 

author, a fourth-year medical student. To an extent, the last 

year of medical school offers the student the opportunity to 

assume direct responsibility for patient care (albeit different 

from that in the private setting), and management concerns are 

finally the domain of the future physician. 

When the student assumes the role of subintern, patients 

do not choose their student doctor, nor does the student define 

his practice; as pointed out in the foregoing, this limitation of 

freedom is a potential source of strain. In this position, I 

have been aware of a skepticism on the part of patients, not 

necessarily with respect to my competence as a clinician, 

rather with respect to my position as an individual "assigned" 

to care for them. Without the benefit of having established res¬ 

ponsibility by agreement, they have been wary of my ability to 

provide the personal support they require. Recognizing these con¬ 

cerns, I have attempted to establish mutual trust before using my 

newly acquired technical skills, and I think my functioning with 

my patients has been facilitated. 

My unfamiliarity with my role as a physician is evident 

as I struggle with understanding my patients' and my own needs for 

distance and friendship. As patients become "my patients,'1 I am 
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granted very privileged access to occasionally very private in¬ 

format ion--about life-styles, families, reactions to stress. 

For this investment of knowledge, many patients demand and re¬ 

ceive intense support at critical times. In the past, I have 

been accustomed to sharing such intimate experiences and infor¬ 

mation only with friends; I find myself tempted to expect much 

personally from my patients in return. I am satisfied when a 

patient leaves the hospital in good health, yet I also find that 

I want to share the good--the experience outside--as well as the 

bad. In reaction, then, I lapse into "authoritarianism", to pro¬ 

tect myself with distance. Unlike the physicians in this study, 

I have yet to define the functional medium and manner which will 

best benefit my patients and myself; my discussions with these 

physicians have provided me with a framework, however, with which 

to evaluate future experiences. 

In this transition from student to doctor, "authoritarianisr 

has been useful in another sense for me. With few women as pro¬ 

fessional role models, interaction with women physicians is un¬ 

familiar to patients; as a result, my patients and myself are at 

times uncomfortable. The pressure to prove competence is conducive 

to a very directive "authoritarian" mode. Such manner has worked 

well for women physicians in the past; perhaps by "natural selection" 

only the most aggressive women found their ways to medical school 

and beyond. With the increasing number of women admitted to medical 

schools, however, I belong to a different generation of women 
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physicians. We have not necessarily been selected for our 

aggressiveness and many of us are searching for the most per¬ 

sonally congruous and concomitantly functional manners. I dread 

the sly remarks of the VA Hospital patient "regulars", yet under¬ 

stand their discomfort on calling me, a small woman, "Doc". For 

now, "authoritarianism" serves two purposes: on one hand, I can 

provide some reassurance of at least a familiar "tough" stereotype 

of a woman doctor. On the other hand, it also prevents me from 

offering too much of so-called "motherliness" or a nurturing manner 

which would prevent effective "professional" functioning. Recog¬ 

nition of my humanity and femininity leads me to continue to search 

however, for more comfortable means of interaction for the future. 

As medical school education for the most oart is limited 

by time and tradition to the University or teaching hospital, the 

private physicians in the study certainly add another dimension 

to my awareness of the physician-patient interaction. Unless one 

person (physician) takes on the responsibility for the whole person, 

tertiary-tvpe, fragmented care is what primary problems of ward 

patients receive. I now understand that to function successfully 

as a subintern or house officer, for those hospitalized patients 

who have private physicians, I have to understand the mode of a 

particular physician-patient interaction and respect the patient's 

expectations of the hospital "stand-in" physician. The private 

physician feels responsible for following developments, continuing 

decision-making relationships with patients, maintaining trust; 
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he senses a loss of autonomy when his patient is in the hospital; 

understanding these concepts makes the personal politics of care 

more satisfactory for the student/house officer as well as the 

private physician involved. 

In the hospital, when matters are usually acute or semi¬ 

acute, often the patient is left out of or intimidated by the con¬ 

sensus' of physicians when important decisions are to be made. In 

this respect, education, then, is often directed at compliance, 

not decision-making. Because information is so new to me, dis¬ 

cussions with patients or their families is very much a sharing 

process. But when the occasional decisions are to be made with 

the patient and I'm asked, "Well, what do you think, Doctor?", 

I’m uncomfortable with the ultimate power we as physicians are so 

often given; it makes me want to retreat, continue "teaching". 

Perhaps this studv supplies me with some preventive medicine, how¬ 

ever; perhaps I’ll suffer the "chief resident syndrome" with only 

minor symptomatology. Someday I'll have learned more of the art 

of medicine, and I’ll be advising as well. 

And in the brief outpatient clinic experience I've had, 

"my patient" is one who comes to the desk at a time mutually agreed 

upon and asks for me by name. I’ve become very protective, I want 

the responsibility of knowing what's been happening. Though at 

this stage many may know of my patient's problems and progress be¬ 

cause of the advice I seek. I’m the one who is ultimately available 

to communicate with the patient; the familiarity between us facili¬ 

tates the best possible care. I thought that concept was fairly 
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1972, pp. 315-339. Hereinafter cited as "Bloom and 
Wilson, Handbook (1972)." 

6. Freidson, E.C.: PatientsT Views of Medical Practice: 
A Study of Subscribers to a Prepaid Medical Plan 
in the Bronx. New York, Russell Sage Foundation, 1961. 

7- Reader, E.G., Pratt, L., Mudd, M.C.: "What patients 
expect from their doctors." Modern Hospital 8b: 
88-94, 1957. 

8. Bloom and Wilson, Handbook (1972), 0. 328. 

9. Zborowski, M.: People in Pain. San Francisco, Jossev- 
Bass, 1969- 

10. Freidson, E.C.: Profession of Medicine: A Study of the 
Sociology of Applied Knowledge.New York, Dodd, Mead 
& Co., 1970. Hereinafter cited as "Freidson, The 
Profession of Medicine." 

11. Campbell, A.V.: Moral Dilemmas in Medicine. Edinburgh, 
London, New York, Churchill Livingstone, 1978. 
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Princeton University Press, 1954. Hereinafter 
cited as "Fletcher.” 
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originally proposed that physicians would see 
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gous to "attributes" and "functions", respectively. 
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21. Together, these qualities reflect the varying ethical 
perspectives from which the physicians function. 
They concern questions of respect for persons 
(see Campbell, "Respect for persons," pp.107-140), 

truthtelling (see Fletcher, "Medical diagnosis: 
our right to know the truth," pp.34-64), the 
common good (see Campbell, "The common good," pp.45-76), 
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tween the traditional model of physician-patient 
decision-making and the legal model of informed 
consent: the medical model "encourages regression 
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adult levels of functioning." Thus conflict arises 
in the implementation of informed consent. Katz 
feels that co-decision-making in the therapeutic 
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and if accomplished, would also create attendant 
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29- Ibid., dp. 6Q0-692. 

30. As cited by Dworkin (see footnote 31). Mill, J.S.: 
Utilitarianism and On Liberty. Edited bv Warnock, M. 
London, Fontana Library Edition, 1962. 
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37. Katz and Capron, Catastrophic Diseases, see informed 
consent ideally as a means for the patient to 
evaluate his physician’s values; however: "(Patients) 
can also become guarantors of their own rights to 
autonomy and dignity, by exercising a check over the 
judgments of phvsicians who all too often mav be 
biased by their strong desire to ’conquer disease.’" 
(p.89). Thus, "paternalism" has no place in the 
ideal informed consent model. 

Batitt, G.E., Welch, C.R 
"Reduction of postoperative pain 
and instruction of patients." 

38. Egbert et al. (Egbert, L.D 
Bartlett, M.K. 
by encouragement 
NEJM 270(16): 825-827, 1964.) showed that patients, 
warned preoneratively of the kind of pain that they 
would experience, and its sources after elective 

operations, needed half as many narcotics abdominal 
for pain 
Although 
plex, it 
expected 
responsibility 
devices. This certainly is 
the "teacher-authoritarian" 

relief than did other, less-informed patients 
the perception and expression of pain is corn- 
may be inferred that dispelling fear of en- 
events might enable a patient to take on more 

than he would have, if left to his own 
perceived as important by 
(see Teacher, Nature of 

Interaction, Physician A.). 
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49- Appel, B.: "A testimonial." NEJM 232(26): 1146-1147, 
1955. Also, the doctor was praised in: 
Fuess, C.M.: "As others see you!" NEJM 243(12): 
435-440, 1950. 

50. Ford, R. : "Medical malpractice." NEJM 243 (11 ) : 4o8, 
1950. 

51. Editorial: "The doctor's fee." NEJM 243 (5 ) : 203 , 
1950. 

52. Editorial: "Relations, nubile and private." 
NEJM 244(9): 3^2, 1951. 

53. Ellard, J.: "The disease of being a doctor." 
Med. J. Australia 2: 318-322, 1974. 

54. Cassell, E.J.: The Healers Art. Philadelphia and 
New York, J.B. Lippincott Co., 1976, p.22. 

55. The young "authoritarian", impressed with his tech¬ 
nical prowess yet still uncomfortable with his 
impact on people's lives, may perceive that the 
power over information is another of his tools; 
this tool, however, mav be used to protect and 
distance himself personally. Sissela Bok,(Lying: 
"Paternalistic lies," 00. 203-219) has recently 
cautioned against relying on "implied consent," 
a term meaning "that some day....those who are 
rightly deceived will be grateful for the re¬ 
straints imposed upon them for their own good. 
And those who are wrongly deceived will not." 
(p. 214.) She encourages the elimination of 
"paternalistic lies" if at all possible, to re¬ 
duce the risks of loss of credibility, risks to 
the relationship in which deception takes place 
and risks of exploitation of the deceived.. The 
"authoritarian" may feel compelled to take these 
risks until he has learned that patients' spirits, 
if not their bodies, are often stronger than ex¬ 
pected; he is then at risk of being encumbered 
with patients' personal burdens. "Paternalistic 
lies" and prevention of free exchange of infor¬ 
mation may then no longer be necessary or functional. 

56. Schilder, pp. 6-7. 
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57. Perhaps this supports the contention of Spiro and 
Mandell (Spiro, H.S., Mandell, H.N.: "Visceral 
Viewpoints: the leaders and the swan—who should 
do family practice?" MEJM 2 95(1) ♦ 90-92, 1975) 
that older physicians are better suited to provide 
primary care, and that younger physicians, instead 
of choosing or being chosen for "family practice" 
experiences should indeed make full use of their 
newly-acquired technical skills and expertise. 
Indeed, from a sociological perspective (Moore, W.E.: 
"The formation of a professional," The Professions: 
Roles and Rules. New York, Russel Sage Foundation, 
1970, pp. 65-83), a major feature of professional 
socialization is the learning of a technical language. 
It might well be that using technical skills re¬ 
inforces the physician's image of himself as a member 
of the collectivity of doctors, and only later, com¬ 
fortable in his role, he is able to take on a less 
structured conception^of his profession. 

58. Freud, Lectures: "Transference," pp. 431-447- 

59Wilson, Handbook (1963), op. 286-287. 

60. Wilson, The Sociology of Health, pp. 15-22. 

61. Rueschemever, D.: "Doctors and lawyers: a comment 
on the theory of the professions," Medical 
Men and Their Work. Edited by Freidson, E. and 
Lorber, J. Chicago, Aldine Atherton, Inc., 1972, 
pp. 5-19- 

62. Szasz, T.S., Hollender, M.H.: "A contribution to 
the philosophy of medicine: the basic models 
of a doctor-patient relationship." A.M.A. Arch. • 
Int. Med. 07: 585-592, 1976. 

63. Ibid., p. 587. 

64. The expressed view of the importance of patients to be 
able to choose their physician is in some conflict 
with the sociological conception that "any transfer, 
by professional views, should come from a professional 
referral, not from a client's dissatisfaction or eager¬ 
ness for a bargain." (Moore: The Professions, cited in 
Footnote 57, "The professional and his clients," pp. 87-108) 
A number of physicians in the present study seemed pleased 
with patients referred by other physicians, yet did not 
seem particularly dissatisfied with lay referrals; rather, 
the latter referrals seemed to provide satisfaction in 
affirming the physician's status. 
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65. Although the "wish to know" guides the researcher or 
scientist, recent develooments in informed consent, 
outlined in the foregoing and in Katz and Capron, 
Catastrophic Diseases, makes the model human re¬ 
searcher a patlent"helper" and teacher as well. 

66. Freidson , The Profession of Medicine, p. 206. 

67- Ibid., p . 308. 

68. Ibid., p . 322. 

69. Although both Freidson and the "authoritarian" em 
phasize that "service" is the physician's major 
function, service is directed more to the patient 
as a biological, rather than a social being; hence, 
the conflict which marks the doctor-patient re¬ 
lationship is not paradoxical. 

70. Ford et al., p. 150. 

71. In acute infection, the most beneficial outcome is 
obvious to all; however, in chronic renal disease 
at least, Katz and Capron, Catastrophic Diseases, 
point out that "there is no objective, medical way 
to determine the proper treatment for the individual 
since disease itself is not an objective concept but 
depends upon the degree of dysfunction experienced... 
by each individual... Who, other than the patient-sub¬ 
jects, can determine whether the benefits of a pro¬ 
cedure, conventional or experimental, outweigh the 
burdens that will be imposed on them?" (o. 89). 

72. It is interesting that, although studies have been done 
in the past two decades about patient compliance with 
therapy, Hulka et al. (Hulka, B.S., Cassel, J.C., 
Kupper, L.L., Burdett, J.A.; "Communication, compliance, 
concordance between physicians and patients with prescribed 
medications." Am. J. Public Health 66(9): 847-852, 1976) 
point out that many cases of "non-compliance" with pro¬ 
posed medication schedules (in patients with adult onset 
diabetes mellitus and/or congestive hear^ failure) are due 
to discrepancy between what the doctor thinks he has advised 
the patient to do and what the patient understands to be 
the prescribed regimen. In fact, patient errors in self- 
medication were minimal when both doctor and patient had 
the same understanding as to regimen. When patients were 
unaware of the purpose of medications, they were more 
likely to take them unnecessarily or at the wrong time 
than if they could describe the purpose of the drugs involve< 
Thus, this seems to point to the importance of continuing 
patient education in the management of chronic disease. 
The question of which member of the medical "team" will be 

responsible for this function, however, may be raised. 



■ •: -!nr '>" 0.-+ ri- *vr rr'j T.A 
•ntev^o n ' :.r'i ?r;.r.'r: ea t3io? 

; • 'to"’ er *• -r f I'.-itIXcN.j'o 

r- • ;fZ e no zb t rvi'p 

•TO i sm .- 'nnJtofa' :i‘q s ri r,4 so;t-3s" d,£:r:J' * siafifta 

' 

• a r:, • ;•■-.-■•: ■ i ' -V ’ : 3'f '' ' ■•Oi'QO'b 

, XO F'‘ 

;3o.r fT w :'.r-;rnin r.;T 97? ffoJUso • • 

©CJ XX;•’’m.r-s.q’ .[*• dxLsih si* 'if rEMjrwi folrfw lo noi^ssup orIT 



73- Bok 
TT (Lying;: "Lies to the sick and dying," dp. 220-241), 

notes the change that may necessarily result from 
the fact that doctors no longer work alone with patients: 
"truthtelling", rather than being an arbitrary decision 
of a single physician, will necessitate more concensus 
of caretakers; or at least, if not more important, dis¬ 
cussion of the issue which has heretofore been avoided 
should ensue. 

74. It is tempting to speculate that the nature of certain 
specialties might attract or produce a predominance 
of certain types of physicians. ^or example, the 
"surgeon" brings to mind the "father-authoritarian" 
whereas the "pediatrician"may serve as a "teacher- 
friend" for patients' families, and so on. Alter¬ 
natively, different.types of relationships altogether 
might be functional in other specialties. 

75* The study by Hulka et al., cited in Footnote 72, is an 
example of one research method which will be useful: 
both patient and doctor were asked to describe the medication 
regimen that the doctor had purportedly prescribed; the 
con- or discordance between sets of answers was evaluated 
and sheds light on the interaction. 

76. Eisenberg, J.M., Rossoff, A.J.: "Physician responsibility 
for the cost of unnecessary medical services." NEJM 299(2): 
76-80, 1978. 
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