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",.. many of the problems in medicine today result from the lack
of feed-back to doctors about themselves and the positions of
power they are expected to hold".
(Meighan and Osborne)

lT lS a fact that some people l ive
I their  l ives better than others. Fur-
thermore, successful living does not
seem to correlate well at all with
academic training, professional exper-
t ise, social  standing or economic
rat ing. Some people simply do very
poorly at living effective, productive,
creative and happy lives - and medics
more often than not fall into this latter
category.

Academic success achieved within
the parameters defined by the Medical
Schools, or even professional or scien-
t i f ic success achieved in the hurly bur-
ly of professional c l in ical  or scient i f ic
medical practice, does not necessari-
ly guarantee a ful f i l l ing and sat isfying
professional career nor a meaningful
and joyful life.

In fact,  success within these and
other academic and professional
parameters might even increase the in-
cidence of those psychological, emo-
tional and mental risk factors that turn
s o  m a n y  m e d i c s  i n t o  c y n i c a l ,
f rustrated, uncaring and unhappy
biological  mechanics and have made
the medical profession the one with
the highest incidence of divorce,
a l c o h o l i s m ,  d r u g  a d d i c t i o n  a n d
suicide.

Stat ist ical ly speaking you and I  are
more likely to destroy ourselves with
drugs or alcohol or suicide and more
l ikely to have a disastrously unhappy
emotional and married life than almost
anyone else in our society.

From this, one can deduce that there
must be something adri f t  in our
medical education - that we are ex-
cellentlv trained to function as medical
practitioners, but we are not taught
how to /iye as medical practitioners
who also have to funct ion within the
context of  social  and family l i fe.  I t  is
also possible that our profession is so
structured that it produces exactly
those pressures and stresses, those self
images and experiences that cause us
to drift imperceptibly but inevitably in
the direct ion of f rustrat ion, cynicism,
meaninglessness and consequent per-
sonal and family unhappiness.

Such analysis of the pitfalls in the life
of practitioners of medicine are being
made al l  over the world in the hope
that fore-knowledge wi l l  enable us to
skirt the pits. In the rest of this paper
I would therefore like to analyse one
such oi t fal l  which seems to be an in-
tegral part of the structure of our pro-
fession. lt is so much part of the warp
and woof of our professional life, that
we have come to regard it as normal.
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Le syndrome du Bon Dieu

ln  the l i terature th is  is  ca l led the
"dei ty  syndrome" or  the Mr-Cod-
c o m p l e x ,  w h i l e  i n  F r e n c h  i t  i s
somet imes col loquia l ly  ca l led /e syn-
drome du Bon-Dieu. lt is one of the
most  destruct ive forces undermining
our professional  funct ioning and per-
sonal happiness because it creates in
us  a  se l f - image  wh ich  g radua l l y
isolates us from the reality of the world
of  our  pat ients and of  our  loved ones
whether  i t  be wi fe or  ch i ldren.

How does th is  complex ar ise? To
answer th is  ouest ion we have to look
at  the work envi ronment  of  the doc-
tor .  The only people a doctor  comes
into contact  wi th dur ing h is  work ing
hours are h is  pat ients,  co l leagues and
n u rses.

The aat ients are on the whole sub-
miss ive,  respect fu l ,  admir ing or  even
somet imes ador ing.  Even i f  a  pat ient
does not  l ike h is  doctor  or  is  less than
sat is f ied wi th the t reatment ,  he wi l l
probably not  say so.  Nor wi l l  he
rebuke the doctor if he is not satisfied
w i th  t he  manner  i n  wh i ch  he  has
fulfi l led his broader orofessional duties
and responsib i l i t ies.  He may of  course
switch doctoqs, but rarely does he tell
h is  former doctor  why he is  leaving,
so that from the doctor's ooint of view
he is  just  seen as another  'unthankfu l

pat ient ' .  Rarely  wi l l  the pat ient  say
anyth ing t rue about  the doctor  wi th in
ea rshot.

Nor is  he l ike ly  to get  any honest
feedback from the nurses he comes in-
to contact  wi th.  Whatever  they might
say  abou t  h im  beh ind  h i s  back  o r  i n
the duty room, in front of him they are
pol i te ,  support ive,  submiss ive and
even admir ing.  They would not  dream
of  ye l l i ng  back  o r  t e l l i ng  h im  he  i s  an
unmannered,  insensi t ive,  egot is t ica l
oaf, because the professional hierar-
chy resembles a pyramid wi th a doc-
tor  s i t t ing on top.  As Meighan and
Osborne (1978) put  i t :  "he is  The Boss,
the sole reason for everyone's being
there,  inc luding the pat ient" .

Doctors rarely fall out with col-
leagues even though they may have lit
t le regard for the other's professional
abi l i ty .  On the sur face they mainta in
al l  the t rappings of  a mutual  admira-
t ion society and remain f r iendly wi th
each other  -  unless of  course there
is  absolute ly  no choice of  exchanging
referrals!

Professional ly  the doctor  fa l ls  in  the
class of  the so-cal led ' top managers ' .
He is  a decis ion maker,  what  Meighan

cal ls  a ' fast -answer-man' .  Not  only  is
he  con t i nua l l y  ca l l ed  upon  to  make
decis ions and to g ive answers,  but  he
eventual ly  begins to th ink that  he real -
ly  has a l l  the answers:  he begins to
th ink that  h is  decis ions in  fact  a lways
have a basis  in  real i ty  and af fect  real i -
ty .  Not  only  does he have a l l  the pro-
fess ional  answers in  h is  consul t ing
rooms, but as an esteemed member of
society h is  opin ion is  h ighly  regarded
even  on  non -med ica l  i s sues .

The doctor  is  therefore surrounded
by people boost ing h is  ego and rare ly
ever  quest ioning h is  competence and
modus operandi . He gets l itt le or no
honest  feedback about  h imsel f  f rom
anyone in h is  professional  envi ron-
ment .  The very st ructure of  our  pro-
fession is therefore the seedbed for the
nurtur ing of  the Mr-Cod-complex.

But  le t  us now fo l low our  hero back
home where he has to take on the ro le
of  homeowner,  husband and lover ,
father ,  f r iend and neighbour.  These
words cover  a mul t i tude of  mundane
chores,  i r r i ta t ions,  responsib i l i t ies and
expectat ions.  He is  suddenly faced
wi th arguing teenagers,  and a wi fe
who does not  unnecessar i ly  perpetu-

ate the atmosphere of respect and
adorat ion which he has by now come
to expect  as h is  r ight .

In  h is  of f ice or  in  the hosoi ta l ,  as Vin-
cent (.1 977) points out, he is rarely ex-
pected to carry out the garbage, mow
the  l awn ,  hammer  i n  a  na i l ,  he lp  t he
kids wi th ar i thmet ic  or  l is ten to h is
wi fe 's  ta le of  woe regarding the day 's
p rob lems .  Th i s  w i l l  sudden l y  appea r
pret ty  mundane to the busy saver  of
l ives.  He can f ind more admirat ion for
much less ef for t  in  h is  professional
env i ronmen t .

This t ransi t ion between ro les is  not
easy. Most doctors cannot understand
that  they have to p lay d i f ferent  ro les
in d i f ferent  s i tuat ions and wi th in d i f -
ferent  re lat ionships.

The doctor  therefore immediate ly
concludes that  the faul t  must  l ie  in  the
home w i th  t he  w i fe  and  ch i l d ren
because at  work he is  great ly  ap-
preciated -  and qui te r ight ly  so!  So he
star ts  spending more and more t ime at
work and thus enters the 'coo-out

phase'  of  th is  fata l  syndrome.

The more t ime he soends at  work

To page 7

Family Practice - August 1982



r

Le syndrome du Bon Dieu

From page 5
the more he is  admired and ao-
preciated by nurses and pat ients and
the st ronger the Mr-Cod-complex
becomes.  This leads to a worsening of
re lat ionships back at  home and he
spends more t ime at  work where the
complex is  again re inforced.  This is  of
course a typ ical  example of  a posi t ive
feedback  l oop  wh ich  has  such
disastrous physiological consequences
in the mi l ieu in ter ieur ;  the conse-
quences in the socio-professional  en-
v i ronment  are no less d isastrous.

It is tragic that very often the wife
also accepts that  i t  is  her  faul t .
Everyone te l ls  her  how great  her  hus-
band is  and how lucky and happy she
must  be to be marr ied to such a
wonderfu l  and saint ly  man.  The more
she hears th is ,  the more depressed she
feels and concludes that  i t  must  be her
fault that they cannot get on anymore.

Al lan Morgenstern,  a psychiat r is t
specia l is ing in  the counsel l ing of  physi -
c ians and thei r  wives,  says that  i t  is  not
uncommon for  a t roubled physic ian to
consider  h is  wi fe to be emot ional ly
and psychiat r ica l ly  unstable.  Contro l -
led and longsuf fer ing he sees h imsel f
as a tower of rational strensth while his
wife is seen as the sick oti" (trrt"igh"n
and Osborne,  1978\ .

Meighan and Osborne (1978) put  i t
as fo l lows:  " i f  you take the doctor  out
of  h is  work s i tuat ion where there is  l i t -
t le  cr i t ic ism and a whole lo t  of  oower,
and o lace h im back home where the
issues are more mundane and where
he is  s imply John Doe marr ied to Jane
Doe,  i t  is  no wonder there may be
trouble.  l t  is  not  an easy t ransi t ion to
make" .

Al though not  being able to le t  go of
h is  work is  a s ign of  inc ip ient  t rouble
in a doctor 's  personal  or  professional
l i fe  -  no t ime to l is ten to music,  read
a book,  p lay wi th chi ldren or  re lax
wi th h is  wi fe -  The extra t ime spent
in the study or  wi th pat ients of ten has
beneficial econom ic effects.

Many doctors thus t ry  to cover  the
unhappy fami ly  l i fe  wi th the con-
spicuous t rappings of  af f luence.  The
sports  cars,  swimming pool ,  motor-
b ikes for  the k ids,  rambl ing mansion
and tennis cour t  he sees as object ive
evidence of  how wel l  he is  car ing for
h is  fami ly .  He is  doing a l l  th is  s logging
for  thei r  sake -  so he says and th inks.

The fact that they do not necessari-
ly  want  these th ings but  only  want  a
father  and a husband in the house
does not enter his mind, because there

is  no room for  such concepts wi th in
the f ramework of  the Mr-Cod-com-
plex.  Dr  Morgenstern cal ls  th is  ap-
proach "an effort to feel good from the
outs ide in"  (Meighan and Osborne,
1978).

A further oroblem lies in the fact that
doctors as a group find it diff icult to ad-
mi t  that  they are having t rouble or  to
seek helo.  Accustomed to the ro le of
the great  helper  and adviser  they f ind
it diff icult to accept the role of the per-
son needing help and advice.

Thus, if things go wrong, they refuse
to admit  i t  to  themselves or  thei r
spouses and do everyth ing in  thei r
power to cover it up and keep it a
secret  -  unt i l  i t  is  too la te.

We should constant ly  ca l l  to  mind
the story of  the k ing who was ta lked
into bel iev ing that  he was wear ing the
f inest  c lothes whi le  in  fact  he had
no th ing  on .  We  a re  l i ke  t ha t  k i ng ,
st rut t ing naked across the stage of
human suf fer ing.  We need to learn to
see ourselves through the eyes of  the
ch i l d  who  ca l l ed  ou t  " l ook  a t  t he
k ing . . .  l ook  a t  t he  k i ng "  o r  pe rhaps
we should learn to see ourselves as
Shakespeare depicts  the human con-
di t ion,  because h is  poet ic  image is
equa l l y  t r ue  o f  and  app l i cab le  t o  t he
ant ics of  the medical  profession:

"But  man.  aroud man
Dress'd in a l itt le brief

authoritv.

"We can no longer  hear  what  the
tel l  us because we alreadv have

pat ient  is  t ry ing to
a l l  the answers."

The t reatment  of  th is  svndrome is
extremely diff icult. Our patients expect
us to assume a ro le of  godl ike dedica-
t ion and sel f -assurance,  and i t  is  for  a l l
practical purposes a necessary part of
the mot ivat ional  f ramework of  our
profession. Jacob Lou renz Sondereger
(1826 -1896 )  sa id  t he  fo l l ow ing :
"medic ine must  be (and everyth ing
depends on th is)  your  re l ig ion and
your pol i t ics,  your  for tune and misfor-
tune. Therefore, do not advise anyone
to become a physic ian:  l f  he st i l lwants
to become one,  warn h im against  i t
r e p e a t e d l y  a n d  e a r n e s t l y :  l f
nonetheless he pers is ts ,  then g ive h im
your b less ing:  l f  i t  is  worth anyth ing,
he wi l l  have need of  i t "  (Vincent .
1 9 8 1 ) .

He therefore encourages us to ap-
o roach  med ic ine  as  a  f o rm  o f
idolatory. This idolatory may in fact be
a necessary ingredient of adequate ser-
v ice to the needs of  our  oat ients.  The
oroblem however,  ar ises when a shi f t
takes p lace f rom idol is ing our  profes-
s ion to idol is ing our  professional
selves, and thus start assuming such at-
t i tudes as om nisc ience.  omniootence
and  i n fa l l i b i l i t y .

The f i rs t  s tep towards heal ing l ies in
recognis ing the ex is tence and the
destructive effects of this syndrome. lt
is always salutary to watch out for its
occurrence in one's  behaviour  pat-
terns of  which they are complete ly
unaware and especia l ly  to  note how
the c l in ica l  envi ronment  re inforces the
mythology of  the great  in fa l l ib le
healer .

Most ignorant of what he's most
assur'd,

His glassy essence, Iike an angry
aoe.

Plays such fantastic tricks before
high heaven

As make the angels weep"

(William Shakespeare -

Measure for measure -

Act ll Scene ii) -

The next steo would be to realise the
l imi tat ions of  our  profession in  general
and of  our  own ef for ts  in  par t icu lar .
There is  no t ime to analyse these
limitations now, but we are in fact only
able to heal  occasional ly  -  and even
then,  more of ten than not ,  heal ing
would have occurred in  any case.  But
we can relieve often and we rnust
comfor t  a lways.

We are in  the last  analys is  only
's ieke- t roosters ' .  A l l  our  pat ients,  l ike
we ourselves,  are going to d ie.  l f  we
tru ly  understand the nature of  our
comforting profession, both i l lness and
death need not  be exper iences of
failure but can be experiences of great
fu l f i l lment  for  both pat ient  and doctor
a l ike.  We must  real ise that  our  profes-
s ional  ro le is  not  the whole of  our  l i fe
and that  professional  expert ise and
even success is  not  a l l  that  is  requi red
fo r  l ead ing  a  f u l l ,  mean ing fu l ,  j oy fu l
and zest fu l  l i fe .

The  obv ious  env i ronmen t  whe re
heal ing of  le  syndrome du Bon-Dieu
can take o lace is  wi th in the context  of
the fami ly .  But  heal ing is  not  possib le
if we do not realise "the imoortant but
poor ly  recognised fact  that  achiev ing

Continued ouerLeaf
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personal and family happiness is vast-
ly more compl icated than becoming
a successful  doctor",  (Meighan and
Osborne, 1 978) and that consequent-
ly we have to work much harder and
with more studied effort and discioline
a t  ach iev ing  persona l  and fami ly
matur i ty,  than we have to in order to
achieve orofessional success.

"Marriage is a life work" says Mer-
vin Vincent (1977),  psychiatr ist  f rom
Cuelph, Canada, "which some scarce-
ly begin and only a minori ty ever ful-
ly achieve. We must not deceive
ourselves into thinking we (physicians)

says Vincent. "lt doesn't work because
the sort of things we do with our wives
and family tend to be rout ine; that is
they can be done today or they may
be postponed to another day. The
things that come up in medical  prac-
tice are not routine, they are urgent or
emergencies and must be dealt  with
immediately. Therefore the urgent
constant ly pushes to one side the
rout ine so that good intent ions pave
the way to insuff ic ient t ime with the
family.  Then suddenly the whole fami-
ly situation becomes an emergency, if
not a catastrophe" (Vincent, 1977).

municat ion. "Here perhaps one of the
most important things is to realise that
the wife does not want a consul-
tant .... she wants a partner" says Vin-
cent.  A partner is one who wi l l  make
a conscious effort to sit down and talk
things over,  to l isten, to share, to em-
pathise and support ,  and one "who
wi l l  arr ive at a consensus with her
about handl ing si tuat ion3 within the
family".  A partner is 'someone with
whom i t  is nice to be.

A mature family relat ionship has
practical benefits for the physician. As
the relat ionshio matures he wi l l  f ind
his own needs being met more effec-
t ively by his family.  Moreover,  within
the familv he can learn more about
himself .  his wife,  chi ldren and mari tal
( including sexual)  and family relat ion-
ships, than he could ever learn on any
cont inuing medical educat ion course.
Th is  w i l l  he lp  h im not  on ly  to  under -
stand and help pat ients with their
mari tal  problems, but i t  wi l l  g ive him
greater depth of understanding of
what i t  means to l ive a ful l  l i fe.  l t  wi l l
give him greater depth of care and
comfort ing. l t  wi l l  make him a better
doctor.

In the f inal  analysis,  the heal ing pro-
cess demands that we must gain clar i -
ty about our goals in l i fe -  and this
we must do both alone and with our
wives and with our chi ldren. From
these goals we must establish priorities
around which we can organise al l  the
pressures and demands impinging on
our  l i ves .

Simply recognising that the marriage
needs a little attention may be enough
to put it back on track, say Meighan
and Osborne f i978\.  On the other
hand, the healing may require "radical
su rgery".

Doctors who have decided to give
serious attention to the task of building
up their  pr ivate and family l ives have
had to make radical decisions like cut-
ting back on office hours to find more
time to renew the family relationships,
or even to change the nature of their
practice altogether.

This type of decision may be the
most important one you are cal led
uDon to make and the most di f f icul t .
As elsewhere in medicine, prevention
is better than cure. In this case the best
preventive measure is to develop what
Meighan and Osborne cal l  an "egal i -
tar ian relat ionship" with our wives,
which is a sound basis for a happy
home life. However, it is crucial, they

are immune to having to work at our
marr iages".

The two biggests problems are that
of t ime and communicat ion -  i f  they
are not resolved, none of the others
wi l l  be .

There are essent ial ly four opt ions in
tackl ing the problem of t ime. One op-
t ion is to say "my piact ice and the
needs of the oat ient must come f i rst" .
Th is is the death sentence of the mar-
r iage. The converse "my wife and
family must come f i rst"  is probably in-
compatible with good medical prac-
t ice. The third opt ion of "my family
and my practice are at all times equally
important to me" just does not work

The only satisfactory solution, and
one that has been proven to work, is
to schedule t imes with the family that
are inviolate whi le other t imes are lef t
to the exigencies of the practice.

At certain times the doctor must sav:
"my practice comes first, and my wife
and family must understand this",
while at others he would say: "my wife
and family are first, and my colleagues
and patients will have to understand".
These t imes of family pr ior i ty cannot
be lef t  to chance. They must be plan-
ned ahead in consultat ion with the
family and scheduled into the family
and practice programme.

The next problem area is com-
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warn, .not to take this relat ionship for
granted or to think that i t  is easy to
have a happy home and family l i fe.

Although I have made use of a slight
caricature in order to describe this syn-
drome, its recognition is in fact a mat-
ter of life and death as it underlies most
of the morbidity and mortality statistics
within the medical  profession men-
tioned earlier. I have tried to show that
the Mr-Cod-Syndrome is an attitudinal
complex which is nearly inevi tably
forced on us by the very nature of our
training and our profession, and that
it has disastrous effects on our effec-
t iveness as heal ing and comfort ing
professionals and also as human
bei ngs.

Nurtured in the very heart  of  the
profession, it nevertheless destroys our
professional com petence by al ienati ng
us from the real world of our patients.
The doctor who suffers from this
malady can no longer meet the patient
as one human being to another.  We
can no longer hear what the Pat ient
is try ing to tel l  us, because we already
have al l  the answers. Consequent ly
our service to our patients suffers.

A ladv I  know died at home in the
arms of her husband from a treatable
disease. She had consistently refused
to go to see a doctor. Her whole life
long she had suffered from facial  hir-
sutes and spent an hour everY daY
p luck ing  the  ha i rs  f rom her  ch in
because as a woman she did not want
to shave.

Her experience with the medical
profession had been that doctors en-
t i rely and consistent ly fai led to under-
stand the emotional and psychological
role the hirsut ism played in her own
personal l i fe and in their  family l i fe.
She was afraid that the doctor would
insist  that she should be admitted to
hospital where (so she believed) her
oroblem would not be understood. So
she rather died at home.

A very dear friend of ours (you only
learn to know these circumstances
when they happen to fr iends or
relatives - your own patients never
tel l  you!) underwent an induct ion of
labour for an intra-uterine death in the
fortieth week of her first pregnancy.
The special ist  in charge completely
failed to understand and to meet the
emotional needs of herself  and her
husband.

Although the induct ion went off
technical ly without a hi tch, he fai led
to relieve and to comfort because he

did not l isten to their  real  needs. For-
tunately the next pregnancy was a
heal ing experience for the family
because of the sensitive and suppor-
tive handling of the pregnancy and the
birth by the doctors involved - but
especial ly by the midwife present at
the del ivery.

A few weeks ago my seventy year
old mother emphatically refused to go
and see a doctor - she was too ill, she
said! She would go and see him as
soon as she felt better and has had
t ime to have her hair  done! Although
I said unrepeatable things over the
telephone to her,  I  ful ly real ised that
one needs al l  your physical ,  mental
and soir i tual  resources to face a doc-
tor in the formidable environs of his
holy of hol ies.

The most tragic effect of all is that
this syndrome prevents us from form-

ing deeply human relat ionships and
therefore prevents us from becoming
truly human and deprives us of much
joy and meaning in our l ives. Preven-
t ive measures should be inst i tuted
already at Medical School where the
first seeds of this maladv are sown -
the first symptoms often being detec-
table already in the f i rst  year of study!

Learning to l ive with ourselves as
medical practitioners should be part of
our professional t raining, because, as
Wil l iam Havener (1981),  Professor of
Ophthalmology at the Ohio State
Universi ty Medical  School puts i t :
"You must live with yourself for the
rest of your life. Unless you can do this
successful ly you cannot ful ly real ise
your goals of helping others do
l i kewise" .

And that,  af ter al l ,  is what medical
practice is all about.
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Bi loo

"Stop dgffi there, Mrs. Whitlow-litst thls minute decided to retire"'

Family Practice - August 1982




