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Thi,s section is not a com,prehensiue reuieu but a

short sel,ection of abstracts to help you focus on

important aspects of the subject partly in the

forrn of reminders andmelrlory joggers.

The doctor-pat ient relat ionship is
central to the patient's satisfaction,
compl iance and to posit ive health
outcomes.

Effective communication between the
doctor and the pat ient is a central
clinical function.

The doctor-patient relationship is an
almost inexhaustible area of research
with innumerable variations.

i\"llq'hll$l {.**linl,, in conjunction with a
group of general  pract i t ioners and
psychiatrists, explored, via continu-
ous group discussions, the positive
and negat ive effects of the doctor-
patient relationship (Balint, 1964 in
references).

They proposed that:

The most frequently used "r!:"ng"'in

general practice is the doctor himself.

There is an "{rnorgxniseal" phase of
an i l lness, which is the f i rst  phase

l :  , ' ; ,  f " 1  M ; N l
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which is often seen in general practice
before the patients settled down to a
definite'"*lrgil *iu*ai" il lness.

In some cases the patient q;i' i 't::r:r or
rlr'{}}ri{}e{"r various illnesses and goes

on o f fe r ing  i l l nesses  un t i l  an
agreement is reached by both doctor
and patient on a justified illness.

In  th is  p rocess  are  propos i t ions ,
counter -p ropos i t ions ,  o f fe rs ,  res-
ponses, acceptances, rejections and
compromises.

Through this process, the doctor can
allow and help the patient to realise
and express his or her real problems.
They found that the doctor-pat ient
relationship can develop in a useful
way i f  the  doc tor  accepted  the
pat ient 's offers ;  i  l l ' i ls 'qr l ' ; l i ie i :  and
kept an open mind.

In some of the patients, he proposed
t h e  q u e s t  f o r  a  t i i ' r ' J t 1 ' :  ' r { ' ! { '

*"*llt:g;rri:e::r*ir'*: <$iiag**qlsi:; to enable
the doctor to make a better assess-
ment.

The doc tor ' s  i ' . ' r i$ ) ( ) f i r$ { r$  may
contribute to the ultimate form of the
illness to which the patient may settle
down. This part ly depended on the
charac ter is t i cs  o f  the  doc tor .  No
general practitioner is interested in
every  one o f  the  branches o f
medicine. Some are "psychothera-
peutically minded" whereas some are
"obstetr ical ly minded" etc etc.  The
doctor's personality and subjective
interests, he said, may have a decisive
in f luence on  what  he  no t ices  and
records about his patients.

In all these different ways a unique
relationship establishes itself between
a general practitioner and those ofhis
patients who stay with him. It is not
love, or mutual respect,  or mutual
identification, or friendship, though

elements of all these enter into it. The
group called it "a ;*:re{,r;;,q.* il lvqlsillea*te*
{ ' i } r { l j } r ? } ! 3 ' ,

Often the patient wants first l * k:rqrw'
lvh*r{ i*qr is sl,*f'{'sr;"i::g {'r*r;l and only
secondly for therapy for it. Not paying
attention to this order of importance
may be the cause of disappointment
for the patient in the doctor.

Finding "nothing wrong" may not be a
satisfactory answer to the patient's
request for a name for his illness. The
patient is left frustrated because his
"offer" is rejected. The doctor is also
frustrated because he may feel that
giving a spurious name is insincere
and might  lead  to  unnecessary
investigation and treatment.

The doctor must,  at  t imes, f ind out
which is the more important between
' ' {  i l c * r  laq . r l  l r l "  r : * i r : l l 3 l { * i l r i l l g ' '  and  " {? r r
{:{i i}t ?.} *;} I }.} t s { ir *:il"**,ei r.<, t".

There may follow what Balint called
"a  dangerous  confus ion  o f
tongues" with each party talking in a
language not understood by the other.

The doctor often erroneously expects
too  much f rom h is  in te l lec tua l
exp lanat ions ,  even when they  are
backed up by undeniable facts.

Balint proposed that there may be two
therapeut ic  a tmospheres  in  the
doc tor -pa t ien t  re la t ionsh ip .  The
doctor can be a "father" to the patient
and perpetuate a "father f igure"
role or a teacher-pupil relationship.
Or he can make the patient aware that
he or she expects this role from the
doctor and that he can fulfil this role
to a certain extent but that it may not
be appropriate. The real question, he
sa id ,  i s  how much dependence
constitutes a good starting point for
successful therapy and when does it
turn into an obstacle.

{

s A  F A M T L Y  P R A c r r c E  1  8 8  M A R c H  1  9 9 5



The old answer was that experience
and common sense would help the
doctor to acquire the necessary skills
in deal ing with these si tuat ions.
Research  in  fami ly  med ic ine  has
shown that these skills can be taught
and can partly avoid the "trial and
error" knocks of experience.

Balint proposed that some patients go

from doctor to doctor until they find
one who is in a way congenial  to
them.  He ca l led  th is  " { ' } r * r  $c"Nf -
.n;* | octi$ll trf g:r;ia{,i r:r *.s *lt'r* re} ! :: g {.*;
tht i r  *clc l  qrrs""

"Ilor*' to sl,arl." was the phrase the
group used when the doctor decided
to  change approaches and s ta r t
something new in the doctor-patient
re la t ionsh ip .  Th is  wou ld  invo lve
book ing  the  pa t ien t  fo r  a  " long

interview". But it was important not
to  go  on  indef in i te ly  in  a  long
interview. The experienced doctors
had some idea of "when to stop". It
required a sense of proportion. The
drug "doctor" must be administered in
the right dosage.

The group found with some difficult
pa t ien ts ,  tha t  showing "more

sympathy" and trying "to do more"
was of r lo avai l  and only set up an
endless circle.

Doctors, they found, used "**rll,;,tt-{,^

mi l in { . * l inerF i ' " .  For  ins tance,  by
sending a patient for an investigation,
contact is maintained because the
pat ient has to come back for the
result. This may help postpone other
more expensive or intensive inter-
ventions until the atmosphere is right.
Prescribing a medicine that has to be
checked or reviewed is also a method
to "maintain contact" so that new
avenues of approach can be tried till
the problem is resolved.

One of the major factors that

interfered with a constructive doctor-
patient relationship was called the
l*g**rxt**&!*r ilarnq:t.iqlrt of the doctor.

Apostolic function is the vague, but
almost unshakeably firm, idea that the
doctor holds ofhow a patient ought to
behave when ill. It is almost as if each
doctor has had revealed to him by
divine authori ty what is r ight and
wrong for his patients. It is then his
sacred duty to convert his ignorant
pat ients to his fai th and
commandments.

Apclstrll ir: zciei is not in itself wrong
(most  o f  i t  i s  common sense)  bu t
requires insight by the doctor into his
own agendas and programming and
an awareness of how i t  can block
communication with the doctor.

i f i i * * {

The doctor-patient relationship is the
core  and "bas ic  too l "  o f  fami ly
medicine.

It can be examined in manv wavs.

Szasz and Hol lender provide three
models.

T h e  " a c t i v i t . v - p a s s i v i t y "  m o d e l  i n
which the doctor acts on a pat ient

who remains passive ( ie when in a
coma, in emergencies etc).

The " gr l i r"};i i] r'{"-{i{}{} | }t' r'i* { i {r * "' model
is when a patient is il l and takes the
ini t iat ive to go to a doctor for his
guidance but the doctor is st i l l  in a
posit ion of power (mainly in acute
disease).

The " ' :ucsrf  g* l l  ; l **"1 i* lp;r t . i*r i ' "  model
assumes equality between the doctor
and pat ient with the pat ient taking
ownership or part ownership in the
process (mainly in chronic diseases
such as diabetes etc).
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Veatch divides the doctor-patient
relationship into four models:

The "tingineering rnoelel" in which
the doctor is viewed as a"n engineer or
plumber or body mechanic hired by
the patient.

The "Prie st l"-v m*ele!" is when the
doctor is seen as a priest who has the
authority to make moral decisions on
behalf of the patient.

The "{,rol legial model" regards the
doctor and patient as col leagues
pursuing the common goal of
eliminating the illness.

The "Cq}ntractnel! nr*elcl" in which
the patient and doctor share decision
making based on mutual trust and
confidence. Obligations are imposed
on both parties and both parties may
derive benefits.

There are several other models of the
doctor-patient relationship such as the
Sociological model, the Anthropo-
log ica l  Model  (Hel lman) ,  The
Transactional model (Berne), the
Psychological model (Rosenstock)
etc.

(See also for some other models: Six
events occurring in a consultation
(Byrne and Long, 1976) and Seven
tasks of the Consultation (Pendleton,
1984)and The Inner Consultation
(Neighbour, 1987) in Essential CME -

The Consultation, July, 1994)

i l t l l *{

The Doctor's Feelings in the
Doctor- Patient Relationship

Doctors of ten perceive that  the i r
feelings and reactions to patients are
either inappropriate or irrelevant to
the consultation. We have been
trained to be objective, detached

observers. These react ions can be
used as a powerful diagnostic tool and
as a barometer of the doctor-patient
relationship and indicator of the stage
to which it has developed.

These have been called "autogenic"
feelings (lit arising from within).

These feel ings can be of anxiety,
i rr i tat ion, anger,  sexual arousal,
compassion,  e tc
etc .  The degree
and type of
emotion varies
according to the
personalities invol-
ved, the context of
the consultation
and other vari-
ables such as
fatigue etc.

The doctor may
feel impatience,
contempt, doubt,
scorn, disl ike
through to hate.
These feelings may
be diagnostic of
the patient, the
doctor  or  the i r
relationship.

Feel ings in  the
doctor have been
divided into those unconnected, in-
direct ly connected or direct ly
connected with the pat ient who is
consulting the doctor.

{lns:*nmfictt,d f*slimg$ are when the
doctor's emotional state has nothing
to do with the patient being consulted,
eg  he  is  overworked,  h is  car  has
broken down etc etc and he is rushed
and irritable.

{nd  Lroq l t ; ! y  { r { } } !n { - " { :  I ce l  f , t :e I i r rgs
occur when the doctor has a problem

which resembles that of the patient

who is consulting him.
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{ } i r t l r : t r .1y  * : *nnec ter l  f ' e * l i  nXgs is
when the doctor is relaxed, has no
persona l  p rob lems and responds
directly to something in or connected
with the patient.

The feelings that the doctor experi-
ences may, in fact, mirror those felt by
the patient, eg anger, sadness etc.

Tlvo more concepts that are used in
these interactions are t.r;.aaasf*ro*c*r
and coun f.*s'tran sf"*re xl *"*:.

' l ransfere*ce is when the pat ient

endows the doctor with the qualities

of a parental  f igure or f igure of
authority. The characteristics of one
or both parents are often transferred
to the doctor.

Cou*tcx'*r:*np;{'orortc*, on the other
hand, is when the doctor reacts to the
pat ient in terms of his or her own
earl ier s igni f icant relat ionships.
Countertransference phenomen a are,
in  a  sense,  o f ten  par t  o f  a  la rger
problem of doctors who are caught up
in  the i r  own needs wh i le  t rea t ing
patients, eg the need to be needed. It
may involve the reasons for the
choice of career as a doctor. Doctors
may seek power over their patients or
the love of their patients, leading them
to sacrifice themselves excessively.
They may desire the plaudits of their
colleagues more than the well-being

of their patients etc etc. (Lidz, 1983)

(Further reading on doctor's feelings
and reactions to patients are Balint,
1964; Gorlin & Zucker, 1983; Freeling

& Har r is ,  1984;  Longhurs t  1988;
Herman, 1990; Ellis, 1992in reference

section.)

Several other aspects of the doctor-
pa t ien t  re la t ionsh ip  have been
covered in  Essent ia l  CME "The

Consultation" and "Patient-Centred

Caxe".
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Th ' is  sec t ion  presents  a  p rob lem

orientated approach in the contert of

raral Ttractice.

Problems in the doctor-patient rela-
tionship in this context may arise if
the doctor is from a different culture
to the patients being treated.

It is a basic tenet of Family Medicine
that the doctor-patient relationship
should be underpinned by the same
features and pr inciples no matter
what context or persons are involved.

Nevertheless practising medicine in a
transcultural context may need some
special emphases in order to "trridge

the gap"

One can start to "close the gap" by
ca l l ing  a  pa t ien t  by  h is  name and
introducing oneself. Your name, it has
been said, is your most important pos-

session. Next is to enquire where the
pat ien t  i s  coming f rom,  bo th  geo-
graphically and personally.

Interpreters and language differences
may provide barriers or, somewhat
paradoxically, help the doctor-patient
relationship (see under Essential CME
- The Consultation, July, 1994)

One of the foundations of the relation-
ship in a cross-cultural situation is the
ability of the doctor to convey to the
patient, messages that make sense to
the  pa t ien t ,  and be  ab le  to  rece ive
messages from the patient. This is not
just a language issue, as direct transla-
tions may not work. The metaphors
and idioms of the community have to
be used as br idges. A pat ient who
fee ls  h is  wor ld  i s  unders tood and

taken ser ious ly  i s  more  l i ke ly  to
respond to an intervention.

Body language and communicat ion
through facial expressions and ges-

tures are valuable if the language link
is weak.

Because of the large elernent of edu-
cation required within the consulta-
tion, there is a teacher-pupil relation-
ship in many consultat ions. Never
assume this, as the patient may be, for
instance, a well educated teacher or
a l though no t  "educated"  be  more
understanding of life situations, cul-
tural interactions etc than the doctor
himself.

In this clinic we tend to stick to the
medical conditions that are presented

to us because firstly we are on famil-
iar ground and secondly because of
the pressure of time and numbers of
patients to be seen.

The Western doctor thus addresses
himself largely (but not exclusively)
to the diseases that the patient suffers
from and to the rat ional,  conscious
part of the patient. The traditional
healer, on the other hand, may be con-
cerned pr imar i l y  w i th  the  uncon-
sc ious  par t .  Jung fe l t  tha t  i t  was
"extremely important to be able to
enter the sphere of irrational experi-
ences" but equally important not to
get stuck in the irrational, and to grant

the rational its indisputable value.

Problems in the doctor-patient rela-
tionship in a cross-cultural encounter
may arise between the "two worlds"
of: The Western world which is pri-

marily scientific, rational and ego-
or ientated and the OId Afr ica,n
utorld which is primarily intuitive,
non-rational or orientated towards
the inner world of symbols and
images.
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The challenge is "not to do violence to
either world".

Working with other cultural groups in
a shared country requires a willing-
ness to understand the patient's belief
systems and bn acceptance of the
paradoxes they produce.

In a society that is in the process of
transition, aspects of our relationships
with patients may provide challenges
to the adaptability of both doctor and
patient. Yet there are few, if any, soci-
eties world wide without crumbling
beliefs, ethics and values. (Plutarch

complained of the same thing in the
4th century BC so perhaps nothing
really changes).

(References, see Ngubane, 7977; Yera
Buhrmann, 1989; Hammond-Tooke,
1989; Deagle, 1989; Fehrsen,1989.)
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Te a c h i n g O ld Docs
New Tricks

This sect ion takes the form of  a  mock ora l
examination for a postgraduate membership or
masters degree in Family Practice.

Question One: What are the most i'mportant
th ings Aou know about  doctor-pat i 'ent
communi,cati,on?

Answer: We know a lot about the results of poor

communication.

For instance:
. In 50 % of visits the patient and the doctor do

not agree on the nature of the main presenting

problem.
o Patients are interrupted by the doctor on an

average within 18 seconds and fail to disclose

other significant concerns.
o  Most  compla in ts  by  pa t ien ts  dea l ,  no t  w i th

c l in ica l  competency  prob lems but  w i th

communication problems.
. A high proportion of patients do not understand

or remember what their doctors tell them about

diagnosis or treatment.
. Patient anxiety and dissatisfaction is related to

uncer ta in ty  and &* .s :xd  c ) { ' inN"* rnaat i * r l  ,
cxgllautat.itxt - a:lel f'*:ed&**ck li"txtl I'he d<lcterx".

We know quite a bit about the results of positive

communication.

For instance:
o  Pos i t i ve  ou tcomes are  improved when the

pat ients are al lowed to express their  health

concerns without intermPtions.
o Agreement between the doctor and the patient

in identifying the nature and seriousness of the

cl inical  problem is related to improving or

resolving the problem.
o Greater part ic ipat ion by the pat ient in the

encounter improves patient satisfaction and

compliance and outcome of treatment.
.  Good c l in ica l  communica t ion  is  feas ib le

routinely in clinical practice provided that the

c l in ic ian  h : :s  ie* t r t r * t l  l . l te  re lev*n l ;
,f. r,r<'-t$* il.1 u tls.

Question Tfuso: What do you think are the
most important thi,ngs that you could do to
imTtrou e cli,nical communi'cation b etw e en
you and Eour pati,ents?

Answer: First encourage your patients to
discuss their main concerns without
interruption or premature closure. Contrary
to expectation of many doctors, this need not
take long: x rts**xirt:lrrll *!'*wal t*"st{i ts hal{'
ll'lil i.eie* $*: €{E} lxvsrage oli nixrety eq}*:$lrds!

Elicit patients' perceptions of the illness and

their feelings and expectations.

Use open ended ques t ions ,  f requent

summaries and clarification.

Important skills are giving clear explanations,

check ing  the  pa t ien t ' s  unders tand ing ,

negotiating a mutually agreed treatment plan,

and checking pat ients '  at tent ion to

compliance.

Factors with a negat ive impact include

in* .5 lp r *g : r in { *  t rs$  * f '  s : l *s* * }  *ndod

c1 u e s t, i * xr. r* *rxrd lr re ln nt u r: e a*vi r: t-' an ql

reassur:}nce,

(Answers from: Simpson M, Buckman R, Stewart M,

Maguire P, Lipkin M, Novack D, Til J. Doctor-Patient

communicat ion: the Toronto consensus. BMJ

1991;303:1385-7.)

Question Three: What use do you thi'nk aLL

th i ,s  s tudy  in to  the  doc tor -pa t ien t

relationship is? Is it just to giue academi'cs

something to do?

Answer: One of the main reasons for studying

the process of the doctor-patient relationship

is to find out its effect on outcomes and what

the  pa t ien ts  (and doc tors )  learn  and

remember from the consultation. AIso how

the relationship effects compliance, patient

satisfaction etc. The studies can thus help us

to improve our consultation skills and clinical

outcomes.
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@ Multiple choice Section (McQs)

Multiple choice questions are intended to cover the factual clinical areas of general practice. They also
test reasoning ability and understanding of basic facts, principles and concepts. The questions are of
the true/false type. In some examinations marks are deducted for incorrect answers or failure to answer
while in others marks are not deducted for incorrect answers.

The doctor-patient relationship does not lend itself to examination by multiple choice questions.

It may be examined via "live" consultations with patients or videos of consultations.

Another method that brings in the doctor-patient relationship is the MEQ (modified essay question).
While the MCQ is regarded as testing knowledge, the MEQ looks at problem-solving skills and
behaviour.

The MEQ presents a situation that might be encountered in a typical day in general practice. The
situation is described in a couple of lines. The answer should be in expanded note form.

As an example:

Your first patient is Linda Brown, a 38 year old typist who bursts into tears as soon as she sits down.
She says she cannot cope with life any longer. What are your aims for this consultation?

Answer: A good candidate would be expected to:-

o Establish rapport and allow time for patient to express feelings eg guilt and anxiety.

. Develop trust to allow patient to state underlying concerns and worries.

. Be aware of patient's view of problems and their management.

. Appreciate problems in physical, psychological and social terms.

. Take appropriate history and examination.

. Establish present coping strategies and social support systems.

o Encoura€le utilisation of these.

. Appreciate underlying suicidal risk and take appropriate history.

. Consider referral to psychiatrist.

. Be aware of limited consultation time.

. Consider follow-up and sensitive ending to consultation.

. Appreciate the effect on doctor's own feelings and allow time to recover if necessary prior to next

consultation.

(FYom Practice Exams for MRCGP by Sandars and Baron, see reference section)
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Sources
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BOOK$ THAT SOUTH AFRICAN GFs FIND
MOST USHTUL TO KEEP IN THFIR ROOMS

The South African Family Practice Manual, published by
South African Family Practice.

The Merk Manual  of  Diagnosis and Therapy.  16th ed.
Rahway, New Jersey: Merk Research Laboratories. 1992.

Current Medical Diagnosis & Treatment. Lange Medical
Publications/Prentice Hall. Published yearly.

The Paediatric Handbook. Edited by H de V Heese. Cape
Town: Oxford University Press. 1992.

Frere Hospital Handbook by Mitchell, Morris and Meyers.
Cape Town: Juta and Co. 1990.

The Diagnosis and Management of Sexually Transmitted
Diseases. Ed. R Ballard. Available from STD Research
Unit, SAIMR, Box 1038, Johannesburg 2000.

South Afr ican Medic ines Formulary.  2nd ed.  MASA
Publications. 1991.

MIMS Desk Reference. Mims/Times Media Ltd, published
yearly.

Pharmacotherapy by C P Venter  2nd ed.  Pretor ia:  MC
Publishers, 1993.

Antibiotic Guidelines by Koornhof H J, Liebowitz L D.
Pretoria: JLvan Schaik, 1991.

Oxford Handbook of Clinical Specialities by Collier J A B,
Longmore J M, Harvey J H. 3rd ed. Oxford: Oxford
University Press, 1991.

Oxford Handbook of Clinical Medicine (pocket size) by Hope
R A, Longmore J M, Moss P A H, Warrens A N. Oxford:
Oxford University Press, 1993
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