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INTRODUCTION 

 

 Through out my education I frequently considered a career in medicine. My early 

undergraduate years resembled that of the typical pre-med student: science and 

engineering course work, clinical volunteer experiences, extra-curricular activities, and a 

freshman seminar on preparing for medical school. I was frequently challenged to think 

about why I was interested in medicine, and why I wanted to be a physician. I would 

always point to my fascination with anatomy and microbiology, but ultimately lacked an 

inspiration that would make a convincing a personal statement. It was not until I took a 

biomedical ethics course and subsequent courses in the Medical Humanities Certificate 

program that I realized I had very little understanding of what it meant to be a physician. 

I became captivated with the non-clinical aspects of medicine and “the art of healing.” To 

gain a better perception of physicians’ perspective I decided to study models of the 

physician-patient relationship.  

 Models and metaphors help to define concepts by placing them in an alternative 

context. They allow us to better understand our perceptions, expectations, and human 

behavior. The goal of this study is to analyze three models of the physician-patient 

relationship- the parent, technician, and provider models- to understand how they affect 

physician behavior, and the development of a physician-patient relationship that heals. 

The following chapters include a qualitative analysis of the relevant literature and a 

summary of interviews with three local physicians.  
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PARENTAL MODEL 

 

 

“Life is short, the Art long, Opportunity fleeting, Experiment treacherous, Judgment 

difficult. The physician must be ready, not only to do his duty himself, but also to secure 

the co-operation of the patient, of the attendants and externals.” – Hippocrates 

 

 While healing has always been the professional focus of physicians, the evolution 

of medicine has constantly changed the context and means by which healing occurs. The 

medical profession has been simultaneously influenced by fluctuating moral boundaries, 

the expansion of medical knowledge, innovative technology, and the institutionalization 

of medicine. These social-cultural forces have transformed the standards of medical 

practice by constantly redefining the essential qualities of a physician, his or her 

obligations to patients, and the ideal physician-patient relationship. Thus, to understand 

the origins of a physician-patient relationship model, or the philosophy behind certain 

standards of care, it is important to consider how history has influenced the development 

of the profession.   

 The parental or paternal model is the oldest and most prominent metaphor used to 

describe physician-patient relationships. The parental model illustrates the authoritative, 

compassionate, nurturing, and sacrificial qualities of physicians; and the vulnerability and 

dependency characteristic of ill patients. In the parental model, physicians act to benefit 

the patient but fail to acknowledge the patient’s autonomy and right to self-determination. 

This is also known as paternalism: “derived from the Latin word pater, meaning ‘father’” 

(Garrett et al, 2010, p. 42).  In a paternalistic relationship, the physician acts without the 

consent of the patient or against the patient’s wishes to benefit the patient or to prevent 

harm. According to physician and medical ethicist Jay Katz (1984), “disclosure and 

consent, except in the most rudimentary fashion, are obligations alien to medical thinking 
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and practice” (p. 1). In his book The Silent World of Doctor and Patient, Katz describes 

how physician-patient interactions were born out of a culture of non-disclosure, and how 

it led to the dominance of paternalistic medical care. Similarly, Ruth Faden and Tom 

Beauchamp (1986), in A History of Informed Consent, argue that until the doctrine of 

patient rights in the mid-twentieth century, clinical practice was guided by professional 

codes that were largely paternalistic. The purpose of this chapter is to examine the history 

of the parental model of the physician-patient relationship by looking at issues involving 

communication and medical decision making.  

  

 Ancient Medicine 

 Good communication is one of the essential components of a healing relationship. 

The diagnostic process and negotiation of treatment options require physicians to be 

exceptional thinkers, listeners, and speakers. Today, patients are active participants in the 

decision-making process and expect their physician to be truthful and open. Historically, 

however, communication has been less of a conversation between physicians and patients 

than it has been independent decision-making and advising from the physician, and 

obedience from the patient. Ancient medical practice, particularly the reticence regarding 

patient disclosure, was largely dictated by the principles of the Hippocratic Oath and a 

belief in the therapeutic efficacy of trusting relationships. 

 Medical training has continually referenced the principles of the Hippocratic Oath 

for guidance on physician’s professional responsibilities. The Oath contains the 

philosophy of many generations and cultures of physicians who believed that 

authoritarianism was justified by medical beneficence- the primary duty of the physician. 
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However, the Oath “makes no reference to physicians’ obligation to converse with 

patients” (Katz, 1984, p. 4), to be truthful, or to acknowledge the patient’s wishes. In fact, 

Hippocrates explicitly speaks against disclosure. “In Decorum, Hippocrates admonishes 

physicians to [p]erform [these duties] calmly and adroitly, concealing most things from 

the patient while you are attending to him. Give necessary orders with cheerfulness and 

serenity, turning his attention away from what is being done to him… revealing nothing 

of the patient’s future or present condition” (Katz, 1984, p. 4). Faden and Beauchamp 

assert that it is difficult to predict how precisely these guidelines may have translated into 

actual clinical practice; nevertheless, it is representative of the obedience and trust 

demanded of patients during this time.    

 Nondisclosure was believed to be within the beneficent obligations of physicians. 

For example, if a patient were poor, it was acceptable, even considered ethical, for his or 

her physician to lie and say there was no treatment, rather than to describe an option that 

the patient could never afford. Deception was believed to be justified by the prevention of 

psychological suffering and the maintenance of hope (Faden & Beauchamp, 1986, p. 63).  

 On the other hand, ancient Greek physicians were encouraged to converse with 

patients, not to collaborate on the decision-making process, but rather to gain the 

patient’s trust and confidence. “A good doctor, Plato wrote, will not prescribe for a ‘free 

and rich’ patient until he has first convinced him that the treatment will be effective” 

(Katz, 1984, p. 6). According to Katz, shared decision-making would have been 

unnecessary to the Hippocratic physician because they “viewed doctor and patient as 

united through philia, friendship, which made their objectives one and the same” (Katz, 

1984, p. 6). The intimate relationship was thought to result in a unity of values and goals, 
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such that there was no need for the physician to verify the patient’s treatment preferences; 

however, unlike traditional “friendships,” the philia that connected the physician and 

patient did not translate into an equal relationship. Instead, physicians were encouraged to 

persuade patients of their skills and knowledge to instill confidence and faith in the 

accuracy of the physician’s diagnosis and treatment prescriptions.  In other words, 

“cooperation between physician and patient was important not for the sake of sharing 

decision-making burdens but for the sake of friendship that, in turn, led to trust, 

obedience and then to cure” (Katz, 1984, p.7). The physician’s main objectives were to 

extinguish doubt, to conceal the uncertainties of medicine, to uphold his reputation, and 

to facilitate the optimal state of mind for healing.  

  Consequently, ancient medical practice dismissed the need for patient consent 

and the development of an equal physician-patient relationship. The primary obligation of 

the physician was to act beneficently- to “do no harm” and to provide medical benefits. 

Thus, parental behavior was justified, and considered necessary, to provide the order and 

protection that ill-patients needed in order to recover. 

 

Medieval Medicine 

 Hippocratic paternalism continued to dominate medical practice through the 

fifteenth century. Physicians sustained a belief that with beneficent intentions it was 

ethical to be deceitful and manipulative with patients. Religious beliefs about the God-

given identity of physicians also strengthened the expectations for patients to be obedient 

and unquestioning. According to Katz, “interactions between physicians and patients 

were shaped by three interrelated beliefs: Patients must honor physicians, for they have 
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received their authority from God; patients must have faith in their doctors; and patients 

must promise obedience” (Katz, 1984, p. 8). Such beliefs undermine the need for shared 

decision-making. Similarly, medieval societies believed that faith in God could be 

demonstrated through obedience to the physician, who God has blessed with knowledge 

and skills. Furthermore, Christian author Bamberg of the late eighteenth century wrote, 

“it is wise to do well by the physician while you are well so that you will have his 

services in time of illness…” (Katz, 1984, p.8). Thus, one could not separate the authority 

of physicians from the intentions of God. So much so that physicians had no need to 

explain their prescriptions and questioning the physician was considered blasphemy.  

 Medieval surgeon Henri de Mondeville is frequently cited for his documentation 

of medical beliefs during the “social transformation in European medicine” (Faden & 

Beauchamp,1986,  p.64). Mondeville strongly believed that the patient’s faith in the cure 

and obedience to the physician was required for successful outcomes; therefore, if the 

physician could not “obtain the patient’s confidence he ‘must not accept the case’” 

(Faden & Beauchamp, 1986, p. 64). The need to gain the patient’s confidence rather than 

consent is significant of the differences between the beneficence model and autonomy 

model. The necessity of faith in medieval healing regimens suggests a lack of clinically 

effective treatments that may have functioned liked placebos, although not intended to. 

The most frequent medieval prescriptions were consistent with the Hippocratic traditions 

and included dietetics, gymnastics, and sleep. Surgery and cutting were the practices of 

other types of healers and prohibited by the Oath. Although the Hippocratic physicians 

represented a small percentage of healers during this time, the philosophy and etiquette 
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that guided their practice was what distinguished them from others, and helped them to 

maintain such high regard (Porter, 1997, p. 16). 

 Medieval physicians obtained social authority from a societal endorsement of 

God’s authority. Their healing philosophy was centered on the patient’s faith and 

confidence in the physician and his prescriptions. Their status protected them from moral 

and technical skepticism, and helped to legitimize their practice among other types of 

healers. The history of medicine suggests that physicians’ unchecked authority was 

balanced by the physician’s demonstration of beneficence and the intimate relationship 

he built with patients.  

 

 Sixteenth and Seventeenth Century Medicine 

 Medicine during the sixteenth and seventeenth centuries was mostly a 

continuation of past traditions as medical schools exposed their students to the 

Hippocratic principles, and licensing and practice rules were developed from similar 

beliefs. Medicine continued to be a subject of uncertainty and physicians had mixed 

views about revealing the limits of their knowledge to patients. French physician Samuel 

de Sorbiere “entertained the idea of making fuller disclosures to patients,” but also 

“…rejected it out of hand” (Katz, 1984, p. 10). Katz feels that “[De Sorbiere’s] 

ambivalence makes him a true ancestor of many modern physicians who appreciate the 

value of patient participation in decision making, but then introduce so many 

qualifications that the idea of informed consent becomes severely compromised, if not 

obliterated” (Katz, 1984, p. 10). De Sorbiere believed that physicians were better off 

concealing their uncertainty from patients, because often “patients want to deceive 
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themselves and to be deceived about the deficiencies of medicine” (Katz, 1984, p. 11). 

Patients sought physicians who were at least as hopeful and confident as they were about 

the potential of scientific medical practices. Therefore, he admitted that physicians 

needed to be “clever” to address the uncertainty inherent in medicine. For example, 

although he did not believe in the diagnostic use of urinalysis or taking the patient’s 

pulse, he argued that such practices needed to be performed for “ignorant” patients “who 

are curious to know [through such means] the conditions and results of an illness” (Katz, 

1984, p. 12). The patient’s needs and expectations directed the physician’s prescribed 

treatment because certain techniques had the capacity to optimize the psychological and 

emotional nature of the patient, which was essential to healing. In order to specialize the 

patient’s treatments in such a way, the physician needed to know the patient’s beliefs to 

figure out how he could best deliver the needed care. Physicians needed to understand the 

personality of their patient in order to discipline and care for them most effectively. The 

emphasis on “personalized” medicine is in stark contrast to the standardized practices of 

later generations.  

 In contrast, De Sorbiere also wrote of a “Utopian dream” where physicians could 

interact with patients co-operatively to address the uncertainties of medicine. His 

emphasis was on accommodating the patient’s wishes to experiment with different types 

of treatments where the physician lacked knowledge of an effective technique. He 

implies that physicians should share medical knowledge with their patients, and that 

physicians should also respect the observations and experiences of patients who may 

have something to reveal about the nature of a condition. “He appreciated, though with 

great reservations, that patients would not be harmed if they were made more aware of 
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medicine’s imperfections” (Katz, 1984, p. 13). Although communicating uncertainty can 

increase respect and trust in the physician-patient relationship, it can also expose the 

physician’s incompetence, and decrease the patient’s confidence and faith in his 

physician. 

  

Enlightenment Medicine 

 The Age of Enlightenment is significant in the history of the physician-patient 

relationship because it introduces a novel justification for patient disclosure. 

Representative of the general attitude that enlightenment would lead to social 

empowerment and liberty, physicians started to advocate for public accessibility to 

medical knowledge. “They believed… that patients, once they appreciated the true nature 

of medicine, its great promise to alleviate suffering, would make common cause with 

their doctors and accept their doctors’ authority” (Katz, 1984, p. 13). Although more 

physicians started to entertain the therapeutic potential of disclosure, the justification was 

far from the means of obtaining the patient’s consent.  

 Scottish physician John Gregory was famous for his consideration of the limits of 

deception and open disclosure in the physician-patient relationship (Katz, 1984, p. 14). In 

his book Lectures on the Duties and Qualifications of a Physician, Gregory suggested 

that patients receive basic education “to judge the merits of those physicians to whom he 

commits the charge of his own health” (Katz, 1984, p. 13). He implies that knowledge 

could provide patients with a reason to trust in their physician, beyond mere faith or 

philia (Katz, 1984, p. 15). This would further warrant the confidence that physicians 

sought from their patients. Similar to his predecessors, Gregory expected that his 
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colleagues’ actions would always be guided by beneficence; in addition, he assumed that 

patient education would facilitate agreement between the physician and patient, “since 

their objectives were one in the same” (Katz, 1984, p. 15). Nevertheless, Gregory 

continued to negotiate whether disclosure would be more harmful than therapeutically 

beneficial. He was cautious of the “natural propensity of mankind to admire what is 

covered with the veil of obscurity, and to undervalue whatever is fully and clearly 

explained to them. A firm belief in the effects of a medicine depends more on the 

imagination, than on a rational conviction impressed on the understanding…” (Katz, 

1984, p. 14). Gregory was one of a few physicians who entertained the idea of a more 

equitable physician-patient relationship. He encouraged patient disclosure as a means of 

strengthening a healing relationship; but made no reference to informed consent, as it had 

yet to be conceptualized. 

 Similarly, American Enlightenment physician Benjamin Rush “advocated the 

demystification of medicine… with the expectation that medical benefits would flow 

from increased comprehension and reflection by patients and the public, as in other areas 

of human life” (Faden & Beauchamp, 1986, p. 65). Like Gregory, he believed that patient 

education was necessary to balance the potential harm of unchecked Hippocratic 

beneficence. Patients who were educated gained control and liberty and could therefore 

prevent illness and infections. However, he too, “was not advocating informed consent; 

he wanted patients to be sufficiently educated so that they could understand physicians’ 

recommendations and therefore be motivated to comply” (Faden & Beauchamp, 1986, p. 

65). Furthermore, he believed that deception was appropriate, and even necessary, when 

treating uneducated patients. In his lecture, “On the Duties of Patients to their 
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Physicians,” Rush echoes the Hippocratic expectation of patient obedience. Accordingly, 

just like Gregory, “the goal of Rush’s Enlightenment ethics was not a principle of respect 

for patients’ decisions, but a principle of truthtelling fashioned for the sake of medically 

beneficial outcomes” (Faden & Beauchamp, 1986, p. 65).  

 Both scholars acknowledge the potential benefits of open disclosure, but agree 

that physicians should maintain the decision-making authority. Despite efforts to educate 

patients, many physicians believed that the knowledge discrepancy between physicians 

and patient would always justify an asymmetrical relationship. Overtime, as medicine 

became more technical and scientific, patient education became more difficult among 

populations with little scientific competency.  

 

Nineteenth Century Medicine 

 During the nineteenth century modern British and American medicine 

acknowledged the need for medical ethics and professional standards. At the time, 

English physician Thomas Percival was the most influential writer on professional 

conduct. The American Medical Association (AMA) drafted its first code of ethics in 

1847 based on Percival’s book, Medical Ethics: A Code of Institutes and Precepts 

Adapted to the Professional Conduct of Physicians and Surgeons (1803). Percival’s 

writings primarily addressed the etiquette of physicians in the context of ethical issues. 

He seldom mentioned of the communication between physicians and patients, except to 

offer guidance on truth-telling for patients with a dire prognosis. Percival felt that 

physicians should avoid the responsibility of disclosing negative information to patients, 

because it was contrary to the belief that physicians “should be the ministers of hope and 
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comfort to the sick” (Katz, 1984, p. 18). Katz questions Percival’s reasoning on the issue: 

“How could physicians, after having asked ‘others’ to inform patients of impending 

death, expect ‘to be ministers of hope [and to] revive expiring life,’ without hopelessly 

confusing their patients at the same time?” (Katz, 1984, p. 18). Percival’s argument is 

grounded more heavily in the consequences of truth telling to the physician’s identity and 

the repercussions of ungentlemanly behavior than it is in the consequences to the patient. 

Katz adds from his personal experience that physicians are often the ones who have a 

hard time delivering an awful prognosis; whereas, patient are better able to cope with 

such news. He feels that the physician’s insecurity is more significant than the 

physician’s desire to protect patients on the issue of patient disclosure (Katz, 1984, p. 19). 

Consequently, it seems that the physician-patient relationship was built around a 

powerful perception of the control that physicians had over patients’ prognoses. 

Physicians were symbols of hope; therefore, disclosure of anything negative would 

threaten the control and power that physicians were perceived to have.  

 The AMA’s first Code of Ethics (“Code”) in 1847 honors the Hippocratic 

tradition in both its ideology and literal conduct recommendations. The preface to the 

Code outlines the philosophy behind its provisions, which come from a paternalistic 

perspective of the physician’s role. The preface says, “Every duty or obligation implies… 

a corresponding right… [the physician], required to expose his health and life for the 

benefit of the community, he has a just claim, in return, on all its members, collectively 

and individually, for aid to carry out his measures… and unnecessary exhaustion of his 

benevolent sympathies” (AMA, 1847, p. 84). This perspective is characteristic of the 

Code in that it acknowledges, and protects, the authority, status and rights that 
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accompany the physician’s professional role. Similarly, the Code frequently suggests that 

the physician’s invaluable role to humanity is justification for reverence of his 

superiority. 

 “The greater the importance of the subject and the more deeply interested all are 

 in the issue, the more necessary is it that the physician- he who performs the chief 

 part, and in whose judgment and discretion under Providence, life is secured and 

 death turned aside- should be allowed the free use of his faculties, undisturbed by 

 a querulous manner, and desponding, angry or passionate interjections, under the 

 plea of fear, or grief, or disappointment of cherished hopes, by the sick and their 

 friends” (AMA, 1847, p. 84). 

 

 Following the preface, the Code is divided into three chapters which detail the 

duties of the physician to his or her patients, the profession, and society. Most important 

to this analysis is Chapter I of the Code: “Of the duties of physicians to their patients, and 

the obligations of patients to their physicians,” (AMA, 1847, p. 93).  Of all other 

professional codes, Chapter I of the AMA Code literally spells out, in the most detail, the 

relationship expectations for physicians and patients. Many of the guidelines are copied 

from Percival’s Medical Ethics verbatim; therefore, they maintain a paternalistic 

perspective and reinforce the parental image of the physician-patient relationship.  

 Of the physician’s obligation to patients, there is no awareness of patient liberty; 

only the responsibility to act beneficently. Notably physicians were expected to “inspire 

the minds of their patient with gratitude, respect and confidence” toward the physician; to 

visit frequently enough with patients “to arrive at a more perfect knowledge of the 

disease… and also tend to preserve the confidence of the patient”; “to avoid all things 

which have a tendency to discourage the patient and to depress his spirits”; to not 

abandon patients who are incurable; and to promote consultation “in difficult or 

protracted cases, as they give rise to confidence, energy, and more enlarged views in 
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practice” (AMA, 1847, p. 92-94). In summary, the Code’s beneficent emphasis promoted 

a substantial investment from the physician in building a relationship; seemingly one that 

was at least therapeutic, if not intending to heal.  

 On the other hand, the patient’s obligations are characterized by child-like 

expectations that promote trust, loyalty, and obedience to the physician. The patient’s 

first obligation to his physician is the duty “to select as his medical adviser one who has 

received a regular professional education” (AMA, 1847, p.94). One of the inexplicit 

purposes of the Code is to separate “gentlemanly” physicians from medical quacks, who 

practice from a self-serving purpose. To distinguish the Hippocratic physician from other 

healers, especially those who practiced solely of faith, or fraudulently, the Code 

emphasized the necessity of its physicians to adopt an ethical practice based on the 

standardized guidelines of the Code. While the Code recognizes the ability of the patient 

to choose his physician, it goes on to explain that the relationship is heavily dependent on 

the trust and loyalty that the patient gives his physician, in exchange for protection. The 

patient is expected to “confide the care of himself and family, as much as possible to one 

physician, for a medical man who has become acquainted with the peculiarities of 

constitution, habits and predispositions, of those he attends, is more likely to be 

successful…” (AMA, 1847, p. 95). Loyalty to one physician was thought to be 

therapeutically beneficial as trust was acknowledged to be the foundation of an effective 

relationship. Likewise, “A patient should never be afraid of thus making his physician his 

friend and adviser” (AMA, 1847, p.96). Although suggestive of an equitable relationship 

(similar to the philia promoted by Greek physicians), the next article prohibits the sharing 

of “a tedious detail of events or matters not appertaining to his disease… [for the patient] 
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will convey much more real information by giving clear answers to interrogatories, than 

by the most minute account of his own framing” (AMA, 1847, p. 96). Consequently, the 

friendship is stipulated by the physician’s warranted superiority to direct the direction and 

content of conversations. It becomes clear that the purpose of intimate interactions was to 

achieve medically related goals, and not to promote any sort of bond beyond the 

individual’s needs as a patient. Lastly, the most notably paternalistic of the patient’s 

duties is to unquestionably follow the prescriptions of his or her physician, to avoid “a 

consulting physician without the express consent of his own medical attendant” (AMA, 

1847, p. 96). This provision is characteristic of the “father knows best” view on the 

patient’s obedience to his physician. It also recognizes that physicians may utilize 

different approaches with their patients, just as parenting often varies between 

individuals; nevertheless, patients, like children, are expected to be loyal to their 

physicians because they know them the best and therefore knew what is best for them. In 

conclusion, the early nineteenth century AMA supported asymmetrical physician-patient 

relationships. The ability for Hippocratic paternalism to penetrate and influence several 

centuries of medical practice is perhaps telling of the core characteristics and beliefs of 

physicians.    

 Chapter II of the Code, “Of the duties of physicians to each other, and to the 

profession at large,” is less relevant to the physician-patient relationship. It includes 

protocols for advising and treating other physicians’ patients and how to reconcile the 

diversity of opinions among colleagues. The Code stresses the need for a “general 

harmony in doctrine and practice; so that neither students nor patients shall be perplexed, 

nor the medical community mortified by contradictory views of the theory of disease, if 
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not of the means of curing it” (AMA, 1847, p. 89). In other words, the principles of 

practice were intended to reinforce the reputation of individual physicians as well as the 

respect for the larger institutions to which they belonged and the philosophies which they 

represented.  

 Chapter III of the Code, “Of the duties of the profession to the public, and of the 

obligations of the public to the profession” (AMA, 1847, p. 105), summarizes the due 

support of physicians and the medicine they practice for the invaluable services that they 

provide to society.  The duties of the profession include providing medically related 

services to promote the welfare of the community; charitable care to those with “indigent 

circumstances”; and to promote the enlightenment of the public to prevent the harm of 

medical quacks and to promote the use of certified professionals (AMA, 1847, p. 105-

106). This is followed by a single, all encompassing obligation of the public to promote 

the respect of qualified physicians and the true science they practice. “The benefits 

accruing to the public directly and indirectly from the active and unwearied beneficence 

of the profession, are so numerous and important, that physicians are justly entitled to the 

utmost consideration and respect from the community” (AMA, 1847, p. 106). Whether 

adequately justified or not, it seems that the superiority of the profession is one of the 

most persistent beliefs throughout history.  Again not surprisingly, there is no mention or 

duty for the profession to advocate for or recognize patient rights. Whether patient rights 

were neglected or simply unrealized is unclear; however, the AMA seemed to be aware 

of the importance of maintaining the physician’s control in the physician-patient 

relationship to combat any skepticism of the ethicality of modern medical practice.  
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 Discussion of the AMA’s 1847 Code of Ethics is critical to the understanding of 

the origins of the parental model of the physician-patient relationship. The original Code 

of Ethics, approximately 5600 words, was revised or amended in the years 1903, 1912, 

1922, 1934, 1957, and 1980, by which time it had been narrowed to just 250 words, and 

called the American Medical Association’s Principles of Ethics (the “Principles”) (Katz, 

p.23). Although the Code was frequently revised, consecutive versions simply omit 

controversial or outdated views; it failed to replace omitted sections with updated 

perspectives. Consequently, the Principles are absent of specific behavioral guidance; it 

simply lists seven principles from which appropriate behavior is expected to be, but not 

easily, inferred. The transition from the Code to the Principles is significant of the birth 

of patient’s rights, and a decrease in paternalistic care. The language of the Principles still 

emphasizes beneficence but also says “A physician shall respect the rights of patients…” 

(Katz, 1984, p. 237). In the late twentieth century those “rights” became the central focus 

of biomedical ethics. Furthermore, they challenged the long history of paternalism in 

medical practice and redefined the obligations of physicians. 

 

Twentieth Century Medicine 

 Physician-patient relationship models had not been studied prior to the nineteenth 

century. The parental model of the physician-patient relationship was never labeled or 

viewed as such because it was essentially the only model of care. Only in recent decades, 

as scientific medicine began to rapidly diversify have other models of care been 

conceptualized and studied. In other words, the paternalistic care cited by professional 

codes through the nineteenth century was simply the nature of the profession.  
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Informed Consent and Patient Rights 

 The doctrine of informed consent challenged paternalistic medical practices and 

the parental model of the physician-patient relationship. Faden and Beauchamp assert that 

the advent of informed consent has an indistinguishable etiology. They observe that 

informed consent was a result of many social factors including, “social movements of the 

1960s and 1970s, case law, medical ethics, and medical technology” (Faden & 

Beauchamp, 1986, p. 87-88). Informed consent was not born out of the medical 

profession as confirmed by the history of physician-patient relationships. Rather, 

informed consent was the byproduct of a rights-oriented culture where “civil rights, 

women’s rights, the consumer movement, and the rights of prisoners and of the mentally 

ill” led to the acceptance of health care rights (Faden & Beauchamp, 1986, p. 87). The 

clinical doctrine of informed consent was preceded by a legal doctrine involving several 

landmark cases. Prior to the 1970’s, informed consent lacked a standardized form or 

universal procedure. Although few studies were conducted during this time, law 

professor Donald Hagman reported notable findings. Upon surveying 376 physicians he 

found that the justification for disclosure or non-disclosure differed when cases were 

presented as a matter of good medical practice, a matter of ethics, or as a matter of law 

(Faden & Beauchamp, 1986, p. 89). To the same point, Faden and Beauchamp note, 

“informed consent was never the concern of the great writing and teachings in medicine, 

theology, or any discipline traditionally addressing the search for moral truths in 

medicine. Informed consent is a creature originally of law and later snatched from the 

courts by interdisciplinary interests and spearheaded by an ethics driven more 
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philosophically than theologically” (Faden & Beauchamp, 1986, p. 92). Thus, although 

informed consent had legal and ethical groundings it was inappropriate for medical 

practice as it was known and practiced until the mid-twentieth century. Hagman’s study 

also showed that there was little clarity on what informed consent meant and when it was 

necessary to obtain. Many physicians found it impossible to implement and “in some 

cases, inconsistent with good patient care” (Faden & Beauchamp, 1986, p. 91); therefore, 

there was a prominent negative attitude about informed consent and the shared decision-

making which it entailed.  

 During the 1970’s, controversial healthcare issues such as abortion, euthanasia, 

and reproductive technologies led to the development of a “new bioethics”: “It was an 

interdisciplinary field uncontrolled by and heavily distanced from professional medicine” 

(Faden & Beauchamp, 1986, p. 92). Arguably, in 1973 the American Hospital 

Association (AHA) published the “Patient’s Bill of Rights” in response to an increase in 

malpractice litigation. To recognize the patient’s rights, physicians needed to part with 

traditional Hippocratic beneficence. The AHA Patient’s Bill of Rights includes the 

following statements: 

 “The patient has the right to obtain from his physician complete current 

 information concerning his diagnosis, treatment, and prognosis in terms the 

 patient can reasonably understand… The patient has the right to receive from his 

 physician information necessary to give informed consent prior to the start of any 

 procedure and/ or treatment… The patient has the right to refuse treatment to the 

 extent permitted by law and to be informed of the medical consequences of his 

 actions” (Faden & Beauchamp, 1986, p.94). 

 

Patient rights reversed the asymmetry in the physician-patient relationship giving the 

final decision-making authority to the patient. The AHA Patient’s Bill of Rights is 
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recognized as one of the first symbols of the autonomy model in health care and has been 

followed by many documents of the same nature.  

 The new bioethics became an integral part of the philosophy of the next 

generation of physicians as it was infused in medical school curricula. Young physicians 

were taught that informed consent was not only a legal doctrine, “but also a moral right 

of patients that generates moral obligations for physicians” (Faden & Beauchamp, 1986, 

p. 95). Similarly, the AMA promoted informed consent as “a basic social policy” (Faden 

& Beauchamp, 1986, p. 96). In the year 1981, the Judicial Council of the AMA published 

the following statement about informed consent: 

 “The patient’s right of self-decision can be effectively exercised only if the patient 

 possesses enough information to enable an intelligent choice. The patient should 

 make his own determination on treatment. Informed consent is a basic social 

 policy for which exceptions are permitted (1) where the patient is unconscious or 

 otherwise incapable of consenting and harm from failure to treat is imminent; or 

 (2) when risk-disclosure poses such a serious psychological threat of detriment to 

 the patient as to be medically contraindicated. Social policy does not accept the 

 paternalistic view that the physician may remain silent because divulgence might 

 prompt the patient to forego needed therapy. Rational informed consent should 

 not be expected to act uniformly, even under similar circumstances, in agreeing to 

 or refusing treatment” (Faden & Beauchamp, 1986, p. 96). 

 

In contrast to the AMA’s Code and Principles of the nineteenth century, the guidelines 

for informed consent have a patient-centered tone that seeks to protect the patient from 

his or her physician. The “father knows best” model was slowly replaced by a recognition 

of patient autonomy. This philosophy opposed the beliefs and practices of the medical 

profession that had guided the conduct of physicians and patients for centuries. Did 

informed consent effectively break the history of silence between physicians and 

patients? 
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 Through the 1980s and early 1990s it was difficult for researchers to assess 

whether informed consent was being obtained on a large scale. One of the most 

significant studies was conducted by Louis Hariss and Associates in the year 1982. The 

results showed 80% of physicians reporting that they obtained the patient’s written 

consent for inpatient surgery or the administration of general anesthesia, suggesting that 

informed consent had become a regular practice (Faden & Beauchamp, 1986, p. 98). 

Similarly, 77% of patients under the care of the physicians who were surveyed reported 

that “their doctor usually or always explains the nature and purpose of the recommended 

treatment” (Faden & Beauchamp, 1986, p. 99). However, when the physicians were 

asked, “What does the term informed consent mean to you? In their answers, only 26% of 

physicians indicated that informed consent had anything to do with a patient’s giving 

permission, consenting, or agreeing to treatment; only 9% indicated that it involved the 

patient’s making a choice…” (Faden & Beauchamp, 1986, p. 99). Consequently, the 

perceived regular practice of informed consent was likely to involve more informing and 

less consent-seeking. Likewise, Harris observed that when seeking consent physicians did 

more telling than asking. Although less paternalistic, the physician-driven-conversation is 

reminiscent of the Hippocratic tradition where physicians often persuaded or manipulated 

patients to consent. Similarly, other studies through the early 1990s found little evidence 

that the consents being obtained were “meaningful exercises of informed consent by 

patients.” (Faden & Beauchamp, 1986, p. 100) 

  When Katz published his book in the year 1984 he observed and argued that 

informed consent had not changed the physician-patient relationship. He believed that the 

informing component of the informed consent process could never provide the patient 
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with the level of knowledge and expertise that physicians had; therefore, physician would 

always have the better decision-making perspective. According to Katz,  

 “Treatment decisions are extremely complex and require a more sustained 

 dialogue, one  in which patients are viewed as participants in medical decisions 

 affecting their lives. This is not the view of most physicians, who believe instead 

 that patients are too ignorant to make decisions on their own behalf, that 

 disclosure increases patients’ fears and reinforces “foolish” decisions, and that 

 informing them about the uncertainties of medical interventions in many instances 

 seriously undermines faith so essential to the success of therapy”  

 (Katz, 1984, p. 83). 

 

I am apprehensive about Katz’s claims of the beliefs of “most physicians”, and question 

whether he is over generalizing his personal observations. Nevertheless, Katz’s 

observations reflect a plausible perspective from which it can be assumed that informed 

consent only changed physician-patient relationships in theory or on the surface. 

Likewise, two years later, Faden and Beauchamp continued to agree with Katz’s 

observations. “The lines of authority and control seem roughly to be what we saw them to 

have been in Percival’s time: The beneficence model is overwhelmingly predominant. 

Patients routinely acquiesce to medical interventions rather than autonomously 

authorizing them” (Faden & Beauchamp, 1986, p. 100).  

 

 In conclusion, paternalism defined the standards of medical practice for several 

centuries. The parental model had practical and therapeutic purposes in an era where 

medicine was less scientific and certain than it is today. Although paternalism was no 

longer legally or ethically acceptable following the doctrine of informed consent, 

physician-patient relationships continued to resemble the parental model. As previously 

mentioned, informed consent was born out of legal, not medical, interests. Without a 

clear medical justification it was difficult for physicians to accept the new perspective 
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and to adjust their practice appropriately. In addition, informed consent challenged and 

decreased the social authority that professional physicians once maintained. Thus, 

whether or not informed consent achieved greater patient autonomy, it inadvertently 

changed the field of medicine and the expectations of the ideal physician. Nevertheless, 

the trust and intimacy characteristic of the parental model are still essential to healing 

today. The following chapters will explore evolved models of the physician-patient 

relationship that are more relevant to modern medical practice.  
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TECHNICIAN MODEL 

 

 One of the most controversial models of the physician-patient relationship is the 

technician model. According to the Merriam Webster dictionary a technician is “a 

specialist in the technical details of a subject or occupation”; and/ or, “one who has 

acquired the technique of an art or other area of specialization” (“Technician,” n.d.). 

Technicians not only possess expert knowledge, but also training and skills to apply that 

knowledge constructively and creatively. Thus, there are many occupations which fit 

within the definition of a technician including mechanics, plumbers, engineers, scientists, 

machine operators, musicians, and physicians. In the previous chapter I recognized the 

dominance of the paternal model of the physician-patient relationship until the twentieth 

century. Although a variety of models are applicable to modern medicine, I will use the 

technician model to illustrate current trends in physician behavior because it 

simultaneously provides insight to the modern, technological, medical landscape. On the 

other hand, the technician model introduces a seemingly contradictory perspective of 

medicine as a form of art. The technician model hosts a number of controversial debates 

about the professional and moral duties of physicians and the potential of medicine. The 

purpose of this chapter is to explore the theoretical origins of the technician model to 

better understand physician behavior and its effects on the physician-patient relationship. 

 

A Professional Ethic 

 The technician model describes a professional ethic and mode of thinking from 

which the limits and expectations of the physician’s role is conceived. The focus of the 

http://www.merriam-webster.com/dictionary/technique
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technician model is technical performance. Through the mastery of skills and knowledge 

the technician becomes a professional while the effects of his performance become more 

valuable. In his book, The Physician’s Covenant, ethicist William May, provides a 

historical and social justification for the prioritization of technical performance among 

professionals. He cites the literary works of authors Francis Bacon, Rudyard Kipling, and 

Ernest Hemingway to illustrate the social admiration of technical performance in the 

pursuit of a greater cause, from the sixteenth to twentieth century. “Francis Bacon linked 

together Knowledge, Power, and Philanthropy, a kind of holy trinity, from which latter-

day professionals derived their authority and prestige… The knowledge they prized did 

more than deepen wisdom… it enlarged human capacities; it produced technology; it lent 

itself to industrial application. This wondrous enlargement of human power should, 

could, and would serve humankind.” (May, 2000, p. 93)  The appreciation for 

technical performance paralleled the availability of technical knowledge and tools. 

Technology empowered professionals to address issues they once had no control over; 

issues that were ethically controversial and significant to the future of medicine. The use 

of technology in medical practice creates an intersection between the images of 

physicians as technicians and fighters. A comparison between the two helps to 

distinguish the philosophy of the technician model. The fighter metaphor is representative 

of a Promethean ethic, where technology is used to “push against the limits of human 

life”; it provides an authorization of “unconditional warfare” where maximal patient care 

and expenditures are justified in the battle against death and disease (May, 2000, p. 94). 

Contrary to the fighter model, the technician model does not “[justify] either technology 

or technical performance by the ends it accomplishes but by the intrinsic value of the 
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performance itself.” (May, 2000, p.94) The philosophy of the technician model is that 

technology alone will not change the world for the better; knowledge, technique, and a 

philanthropic motivation are what drive the advances in medicine and determine the 

appropriate use of technological resources. Consequently, technical performance is the 

center of the technician’s professional ethic.  

 Hemingway provides further insight on the philosophy of the technician model. 

Hemingway’s heroes in A Farewell to Arms and For Whom the Bell Tolls lived by a 

“code,” similar to a professional ethic that emphasized the importance of technical 

mastery to the individual’s professional identity (May, 2000, p. 94). The Hemingway 

hero “no longer remembers why he fights, but he lives by a code that requires him to 

fight well. This code centers less on the ends of actions than on its form. The Hemingway 

hero eats well, drinks well, loves well, hunts well, fishes well, writes well, fights well, 

and dies well” (May, 2000, p.95). The technician works to master his craft and to develop 

the skills that will help him to address a variety of challenges. His identity is a result of 

his work; it is not defined by the outcome of his efforts. The technician model opposes a 

utilitarian ethic where the good of an action is determined by the amount of happiness it 

achieves. May uses Hemingway’s heroes to demonstrate the prevalence and value of a 

technical ethic among a variety of professionals throughout history.  

 

Philanthropia and Philotechnia 

 As for the applicability of the technician model to the field of medicine, May 

notes that the ideal of excellent technical performance is not new to modern medicine. As 

highlighted in the previous chapter the codes of the Hippocratic tradition emphasized the 
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Greek concept philanthropia- “love of humankind” (May, 2000, p. 96). The physician’s 

duties, including the negative duty to “do no harm” and the positive duty to “always work 

for the benefit of the sick,” represent the importance of philanthropy in the medical 

profession (May, 2000, p. 96); furthermore, these obligations provide a justification for 

philotechnia- “love of the art” (May, 2000, p. 96). “In general terms, the art of healing 

attempted to ‘do away with the suffering of the sick, to lessen the violence of their 

diseases, and to refuse to treat those who are overmastered by their diseases, realizing 

that in such cases medicine is powerless’ (Hippocratic Corpus, 50.6.4-6)” (May, 2000, p. 

96). The realized limitations of medicine throughout history resulted in a value of 

technical skill where nothing more could be offered or expected. In comparison to 

modern medicine, the Hippocratics had primitive technologies, and lacked a 

comprehensive understanding of the human body and illness. Likewise, communication 

skills, rather than technological, deductive skills, represented a large part of the 

Hippocratics’ healing art. Thus, the art of healing has been transformed over time, along 

with the potential of medicine to address the human condition; medicine is less 

“powerless.” Is there still a justification for the prioritization of technical performance if 

physicians now have the answers, treatments, and the resources to fight death and 

disease?  

 

The Technical Nature of Medicine 

 Medicine has become increasingly technical and scientific; therefore, to become 

expert practitioners, physicians must develop and utilize a scientific-technological mode 

of thinking. According to physician Eric Cassell (1976), a scientific-technological mode 
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of thought is introduced in medical school and reinforced throughout the physician’s 

career. Medical schools use quantitative measures, such as test scores and grades, to 

evaluate applicants’ scientific competency and analytical skills. These measures 

appropriately assess whether candidates have the necessary capacity to endure the 

medical school curriculum; similarly, they encourage candidates to seek primary degrees 

in the sciences, and or attract more technically-oriented applicants. The admissions 

criteria are not inherently harmful; but critics argue that they tend to emphasize the 

scientific preparation necessary to succeed in the medical field, while neglecting 

preparation in equally important fields such as the humanities. According to Cassell non-

technical skills (ie. cultural competency, ethics, and social skills) are developed from a 

“humanist” mode of thought (Cassell, 1976, p. 100). Despite the importance of a 

“humanist” perspective, medical schools have not had an effective way of assessing 

applicants “humanist” skills for many generations; likewise, they fail to portray the 

importance of non-technical preparation. Does this accurately represent a prioritization of 

technical skills over humanist skills in clinical practice? May’s evaluation of philotechnia 

and philanthropia provide justification for the practical preference of scientific thinking.  

 “The ideal of philanthropic service receives its ritual due as the earnest applicants 

for medical school routinely mention the desire to serve as the motive that has impelled 

them to seek admission. But the written codes of a profession [which emphasize 

philanthropic service] determine practice far less than those unwritten codes passed from 

one generation of practitioners to another in the laboratory or clinic” (May, 2000, p. 97). 

May suggests that all applicants are expected to demonstrate a philanthropic motivation 

but that the importance fades throughout the physician’s career. Technical performance 
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receives more merit as the physician goes through his training and becomes more 

important to his success as he develops his practice. 

 Once in medical school students are constantly encouraged to develop their 

technical skills and a scientific-technological mode of thinking.  First year students begin 

course work in anatomy, physiology, and biochemistry. “[Students are] taught that to 

really understand how the human body functions, [they] must see it not as a collection of 

individual pieces but as an integrated system. Nonetheless, the first step to integrated 

knowledge is disintegration” (Cassell, 1976, p. 100). The body becomes an object, 

depersonalized, and stripped of the characteristics which make it a unique organism. An 

objective frame of mind is necessary for students to approach the human body in a 

productive and professional way. Although most curriculums now include courses on 

communication and patient care these skills remain largely underdeveloped as first year 

students encounter cadavers more frequently than live patients. Typically the second year 

curriculum continues to nurture a scientific mode of thinking as students engage in 

“pathology, bacteriology (including immunology), and biostatistics” (Cassell, 1976, p. 

101). In the third year, students apply their growing knowledge to patient care. Cassell 

explains that in the process of becoming a physician the student learns “a special 

language that at once reveals their knowledge of the new world but at the same time locks 

them into a mode of thought and the special picture of the world” (Cassell, 1976, p. 101). 

Physicians develop a perspective unique to the medical profession that allows them to 

communicate and perform successfully by the standards of the medical community. Their 

special mode of thinking is essential to the way modern medicine is practiced and to the 

technological environment of the medical field.   
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 Similarly, modern medical training affects the physician’s view of himself and the 

duties of the entire health care team. Medical school training and the structure of 

residency programs subordinate the physician to his technical skills. “The outrageously 

long hours and exasperating fatigue tell the young resident that no matter what his or her 

personal state, the job must and will be done… The health care team becomes the 

instrument in the professional’s hands. Attendees, nurses, residents, contributing 

professionals… and the like subordinate themselves to the justifying deed- which it is 

hoped, proves to be a beautiful piece of work” (May, 2000, p. 103-104). Likewise, the 

surgical amphitheatre symbolizes the reverence for technical performance in clinical 

practice. Respect is gained through aesthetic and style, through moral creativity, and 

through the dedication and care given to every performance. These rituals are significant 

to the physician’s reputation among colleagues. “Distinctions develop in professional 

circles between the truly proficient and the mediocre.” (May, 2000, p. 105) Furthermore, 

technical performance has a disciplinary function among deficient or unethical physicians 

who threaten the reputation of the profession. “Few doctors lose their license outright. 

But ostracism, in the form of other doctors discreetly refusing to refer patients to a doctor 

whose competence they suspect, provides the commonest and most effective form of 

discipline in the profession today” (May, 2000, p. 105).  

 In summary, “the criteria for admission to medical school, the grading system that 

prevails there, the system for the placement of graduates in residencies, and eventual job 

references- all these hurdles and pressure points combine to emphasize the preeminent 

place of technical performance in the formation and career of the professional” (May, 

2000, p. 98). Whether or not the technician model is consistent with notions of the ideal 
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physician, modern medical practice promotes the development of technically focused 

practitioners. Technical proficiency is an important part of modern medical practice; 

therefore, a focus on technical performance is both warranted and necessary. 

 

Justification for the Technician Model 

 Aside from its natural derivation in modern medical practice, the technician 

model provides an ethical framework from which appropriate physician behavior can be 

devised. Proponents argue that a focus on technical performance can protect the 

physician’s ego. According to Hemingway, the nature of a technician’s work requires 

involvement (whether it be connections to a greater cause or the lives of the individuals 

and groups of people he works with); but “causes fade, persons die… the moment ends; 

[causes] cannot shape the future” (May, 2000, p. 99). What remains is the performance 

and aesthetic; and what are remembered are the virtues that promote the technician’s 

work and work ethic. “Beautiful performance requires discipline.” (May, 2000, p. 99). 

May suggests that failure in medicine is often a result of a lack of skill, or an obstructive 

ego. He cites the need for Hippocratic humility- derived from a value of philotechnia- to 

remind physicians of their limitations amidst the challenges and uncertainties of 

medicine. The physician’s ego can cause him to sacrifice a beautiful, technically sound 

(perhaps even moral) performance by focusing on personal gratification and the benefits 

of a successful performance. Thus, technical reverence provides a disciplinary structure 

that upholds the moral boundaries of the profession. 

 The physician’s scientific-technological mode of thinking also serves an 

important “psychological function of buffering the ego from losses, [specifically, 
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patients’ death] to difficult to bear without shield” (May, 2000, p. 101). Technical 

physicians are often viewed as desensitized mechanics who fail to acknowledge the 

persons they are treating; however, no length of experience could ever immunize the 

physician from the inevitable losses and nature of the human condition. As mentioned 

before, the medical profession is built on the “love of mankind.” Although physicians 

may not demonstrate their philanthropic motivation in day to day activities, it is the 

overarching rationale for technical mastery and excellent service. A technical focus helps 

to protect the physician from personal investments that would inhibit his confidence and 

the purity of his work.  

 Similarly, the ideals that promote technical excellence effectively distance the 

physician from his patients so that he may carry out his professional obligations without 

subjective interferences. “A good deal of the moral conditioning in medical school directs 

itself to detaching the young physician-to-be from the vagaries of ordinary human ties” 

(May, 2000, p. 103). First year students train on cadavers; morning rounds limit 

physician-patient interactions to short intervals; and the regular change of service 

assignments helps to limit personal attachment to patients. According to May, “the 

institutional setup subliminally reminds young professionals that they must, above all, 

refine technical skills. The patient functions as locale for the disease- like a farmhouse on 

a battleground that acquires interest for the soldier only because of the enemy that may 

inhabit it” (May, 2000, p. 103). Intimacy in the physician-patient relationship can obscure 

the physician’s ability to make objective decisions. For this reason physicians are often 

unable to treat family members or close friends. Finally, subjectivity can result in 
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irrational decisions, unjustified by the standards of the medical profession, and contrary 

to the patients’ medical needs.  

 

Criticism for the Technician Model 

 Critics argue that the technician model results in moral nihilism and that it 

endorses behavior that may be inconsistent with the physician’s healing responsibilities. 

Justification for the technician model often results from a negative belief that physicians 

“have no inherent right to make decisions in the larger ethical issues for which they have 

no expertise” (Cassell, 1976, p. 86). Furthermore, “physicians, by the very nature of their 

work, have a diminished moral awareness, caring more for their science or for disease 

than for their patients; blinded by “value-free” science, they are insensitive to the moral 

problems raised by their work” (Cassell, 1976, p. 86). In other words, physicians are not 

qualified or capable of making moral decisions because of their training and the nature of 

their work. But can physicians avoid moral decisions? Does the ideal physician structure 

all of his decisions solely around technical evidence? 

 In training, physicians develop a technical reasoning model that is instrumental to 

the work involving the unpredictability of human nature. According to Cassell the 

technical frame of mind generates “analytical thinking” (Cassell, 1976, p. 104). When a 

physician is presented with an ill patient he must first figure out what the cause of his 

illness is. He or she searches for patterns of symptoms that may confer a diagnosis. He 

relies on tests, technology, and images to verify his hypotheses and to understand the 

condition on the most comprehensive level. Young physicians rely heavily on textbook 

information and mentors in their reasoning process; however, as they gain experience 
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they develop personal conceptions about each disease. “A conception of something is the 

way it is defined in the mind- what it means in the fullest sense, in terms not only of 

words but also of feelings, beliefs, and images” (Cassell, 1976, p. 102). According to 

Cassell, each case that a physician is presented with is unique in its presentation of the 

disease and the person who carries it. “Valuational thinking [is] the mode of thought that 

maintains one’s conceptions.” (Cassell, 1976, p. 102) In other words, every case forces 

the physician to evaluate his conception of the disease, which could potentially lead to a 

large amount of variation among physicians. Proponents argue that too much variation 

and the integration of personal perceptions can create harmful disagreements. “Physicians 

have been trained in medicine to believe that subjectivity is the enemy of science- even of 

truth. So subjectivity is suppressed, at least for public consumption, since it runs counter 

to public faith. In this manner one kind of thinking (analytic-scientific) drives the other 

(valuational-conceptual) into hiding” (Cassell, 1976, p. 105). 

 While the technological environment of modern medical practice favors 

uniformity, the major issue with analytical thinking is the resulting lack of patient 

awareness. To combat uncertainty and validate their hypotheses, physicians tend to “‘see 

what they know’: to make reality conform to [their] conceptions rather than enlarge 

[their] conceptions when they do not conform to the perceived experience” (Cassell, 

1976, p. 106). The unique circumstance of each patient becomes irrelevant as the search 

for an answer, equally important to the physician and the patient, becomes the focus of all 

interactions. Physicians who are unable to “see” aspects of their patient’s condition that 

do not fit their conceptions are unable to address them. These personal aspects, absent in 

textbook conceptions, include fears, needs, life situation, economics, relationships, and 
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general psychological repercussions. There is no method for diagnosing the existence and 

effects of “nonmedical” conditions and “there is no traditional recipe to solve the 

‘nonmedical’ problems the sick present” (Cassell, 1976, p. 108). Likewise, one of the 

most common concerns of patients is that their physicians do not listen to them; or 

perhaps that they do not respond to their central problems. 

 Medicine constantly rejects the social, psychological, and personal aspects of 

human health and disease to remove it from the province of physicians. The focus of 

modern medicine is the biological condition and the scientific process because it provides 

structure to a highly uncertain field. But to be truly successful by the standards of the 

ones they serve, physicians must acknowledge that the patient’s central problem is 

greater than the biological aspect of the condition. The rejection of nonmedical aspects is 

useful and natural, given the practice of modern medicine; however it is not practical or 

moral because the nonmedical aspects are by association medical issues that require 

attention in the healing process. 

 Consequently, physicians must make moral and subjective decisions to fulfill their 

caring duties such that avoidance would lead to negligence. According to Cassell, 

“medicine is inherently a moral profession- or a moral-technical profession, if you wish. 

The practice of medicine caring for the sick- takes what are presumed to be facts about 

the body and disease and on the basis of technical knowledge does something for a 

person.” (Cassell, 1976, p. 87) By denying physicians’ moral decision making authority, 

the technician model endorses a style of practice and training which fails to prepare 

physicians for inevitable situations and lacks the resources to address patients’ 

comprehensive needs. The technical focus of medicine has extended the survivability of 
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certain conditions, the expectations for certainty, and the ability for patients to be cured; 

however, the technical focus does little to ensure that patients receive the care they need 

to be healed.  

 

 In conclusion, the technician model produces a professional ethic that justifies the 

importance of knowledge, technique, and performance in medicine. The philosophy of 

the technician model is derived from the physician’s “love of mankind” and serves as an 

ethical guide to ensure the proper use of medical knowledge and technology. Yet, the 

philosophy of the technician model results in a frame of mind that places value on the 

objective. It denies the moral authority of physicians, claiming that every decision could 

in essence be a technical one. Medicine, however, is directly concerned with the welfare 

of individuals; therefore, it is “a moral profession whose tools are, in part, technical” 

(Cassell, 1976, p. 113). “Medicine is concerned with the care of persons by persons…” 

(Cassell, 1976, p. 114). Physicians’ inabilities to address patients’ personal and human 

needs are a result of a professional denial that medicine is a moral profession (Cassell, 

1976, p. 119). Similarly, the training of physicians in medical school, and the behavior 

that results from physicians’ learned appreciation for technical performance have 

significant consequences on the physician-patient relationship.  

 The technician model demonstrates the importance of patient awareness in 

addition to technical performance in modern medicine. While technology and knowledge 

seem to progress at rapid rates, the ability of medicine to address the human condition 

does not follow suit. According to Cassell, technology and knowledge must be 

supplemented by “a heightened consciousness of the human condition, citizenship for the 
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subjective” (Cassell, 1976, p. 120). How can the medical system and medical school 

training increase awareness of the patient? Current trends suggest that training in the 

medical humanities and systematic evaluations of the quality of patient care are purposed 

to address such issues. Ultimately an awareness of the technical mindset and its 

implications can help physicians to reflect on their behavior and its impact on their 

relationship with patients. As Cassell argues, “to bring discipline to those decisions that 

involve persons as well as disease, to relive that face of human suffering- that would be 

new, that would be a revolution in medicine” (Cassell, 1976, p. 121); that would justify a 

technician in the art of healing.  
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PROVIDER MODEL 

 

 The physician-patient relationship has been influenced by advances in medical 

practice, the institutionalization of medicine, and evolving social attitudes about the 

potential of medicine. Contrary to the long history of paternalism in medical practice, 

twenty-first century medicine is focused on patient autonomy and self-determination. The 

physician-patient relationship is no longer an isolated bond; it functions as a part of a 

health care system, where health insurance companies govern the therapeutic and 

financial interactions between physicians and patients. Despite modest improvement in 

the access and quality of health care since the mid-twentieth century, the health care 

system continues to struggle with rising costs and expenditures. Consequently, health 

care has been turned into a market commodity and consumerism is expected to drive the 

demand for high quality and low cost services. Today, patients and physicians enter into 

contractual relationships with health care organizations, which view and treat them as 

consumers and providers respectively, based on their functional needs and services. 

There are major concerns about the efficacy and appropriateness of this model to 

maintain the ideal physician-patient relationship: physicians are faced with conflicting 

obligations to serve the health care organization and their patients; the system does not 

give patients the control to function as autonomous consumers; and the model fails to 

provide accessible, affordable, and high-quality care to every patient.  

 The purpose of this chapter is to explore the circumstances which led to the 

development of the provider-consumer model of the physician-patient relationship and 

the implications of the model’s philosophy on physician behavior. As this model is most 
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relevant to modern medical practice I will examine the consequences of the most 

prevalent type of health care program- managed care- and the justifications for a shift 

toward consumerism. The discussion will primarily focus on the interactions between 

patients and their primary care practitioners (PCPs) since it best represents the traditional 

relationship between physicians and patients.   

 

The Provider to the Consumer 

 One of the best ways to dissect a metaphor and evaluate its descriptive value is to 

look at the etymological root of its terms. “To start with, the word consumer derives 

from the Latin composite cumsumere, that is, to use up, to take up wholly… [From] the 

1987 edition of [Random House Dictionary], ‘1. a person or thing that consumes; 2. 

Econ. A person or organization that uses a commodity or service’” (Sluzki, 2000, p. 348). 

Thus, patients, who use health care services, are by definition, consumers. On the other 

hand, the use of health care services is remarkably different than the consumption of 

other goods and services; therefore, health service utilization should not be expected to 

reflect normal consumer behavior. What remains relevant of the term is the control that 

consumers have in a market economy. “Consumerism, is understood to mean that 

‘individuals who have direct experience with a particular life condition… are more 

knowledgeable about their own needs and interests than are their professional 

counterparts’” (Steinhardt, 2002, p. 444). Thus, in terms of health care, health economists 

believe that the “patient as consumer” metaphor provides a justification for patient-

centered medicine. However, while patients may have a better understanding of their 

goals, wants, and needs, this does not make them more knowledgeable than their 
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physician. In other words, the patient may better be able to make decisions in line with 

his health goals, but could only do so with a complete understanding of his condition and 

options. The depth of modern medical knowledge is incomprehensible to the majority of 

the general public; therefore, patients often fail to function as typical consumers. 

 Alternatively, the word “client” has also been used, in certain situations, to 

describe the patient. “‘[C]lient’ comes from the Latin cluere, to listen- originally, one 

who listens to advice, in turn derived from the Greek ‘to hear’” (Sluzki, 2000, p. 351). 

Thus, the word client may appropriately fit the role that health care organizations and 

physicians expect of patients. Listening and obtaining advice are essential activities for 

patients, clients, and consumers; and require the guidance of an “advocate,” namely the 

physician in the context of health care. 

 On the other hand, “[t]he word provider has a rather fuzzy meaning. It has its 

roots in the Latin providere (before-see) to foresee…” (Sluzki, 2000, p. 350). Most 

generally, “a person or thing that provides something” (Random House Dictionary, 

2012). Sluzki questions why the managed care industry would favor the use of the term 

“provider.” She suspects that generally labeling all professionals who provide care to 

patients serves a financial purpose: to reduce payments where specific titles normally 

describe the practitioner’s level of expertise and therefore due compensation. “By de-

expertizing they are able to reduce payments for professional services across the board, 

and to reduce the role of the most costly professionals, loading the lower cost 

professionals with activities carried on before by others. ‘Most costly’ means here MDs, 

and ‘lower cost’ means nurse practitioners, marriage and family therapists, and social 

workers…” (Sluzki, 2000, p. 350). The literature I analyzed is absent of any other reasons 
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for the deliberate use of the word provider. It seems however, to be a logical counterpart 

to the word consumer. Perhaps it is telling of the intentional efforts to change the 

perception of the patient in modern medicine, and the physician by association.   

 

Health Insurance and Managed Care 

 To understand where and when the provider model became relevant to the field of 

medicine we must acknowledge the development of health insurance, health service 

organizations, and the impact of managed care. In the United States, access to health care 

is dependent on health insurance coverage because the cost of health services without 

health insurance is virtually unaffordable for the average American family. Traditionally, 

health insurance provided patients with financial protection to cover the costs of 

unforeseen medical expenses. Employer-sponsored health insurance became prevalent 

after World War II, and included basic benefits that would allow employees to stay 

healthy and productive. The employee and employer share the cost of the health plan and 

can negotiate better premiums when the risk is spread over a large group. Physicians also 

had major financial incentives to contract with health insurance companies because they 

were guaranteed payments and could eliminate direct financial transactions with patients. 

The dissociation of the physician’s individual financial management responsibilities was 

symbolic of the end of philanthropic care, or at least an increase in financial, rather than 

philanthropic, motivations. Similarly, while this financing mechanism has increased 

financial access to the health care system for many Americans, it also creates a moral 

hazard- cost sharing lowers the out-of-pocket cost to the consumer and utilization 

increases (Shi & Singh, 2004, p. 189). Since the establishment of Medicare and Medicaid 
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in the mid 1960s there has been an increased demand for public health insurance 

programs and basic coverage for all Americans (Shi &Singh, 2004, p.188).  

 During the 1990s the majority of the United States health care system transitioned 

from traditional insurance to managed care. Under traditional insurance, the four basic 

components of the health services delivery system- financing, insurance, delivery, and 

payment- were fragmented; therefore, utilization and costs could not be controlled (Shi & 

Singh, 2004, p. 9). Since the late 1970s, health care costs have grown faster than the 

inflation rate; therefore, efforts to contain costs have become a political and social 

priority (Balint, 2005). The goals of managed care are to combine the components of the 

health services delivery system to achieve greater efficiency, to manage utilization 

through health plan policies, and to control costs by setting the price of services and 

reimbursement rates for physicians. Managed care is viewed as “revolutionary” for the 

efficiency that it accomplishes and the collaborative platform that it creates for the 

pooling of resources (Balint, 2005). It has facilitated the development of corporate 

medicine. The motivation to contain costs for profit gains was thought to be one of the 

most successful ways to manage utilization.  

 Despite its perceived benefits, the economic goals of managed care frequently 

conflict with the healing goals of the physician and patient. The presence of health care 

administrators has threatened the authority of physicians and their perceived value to the 

field of medicine. Physicians’ relationships with managed care organizations (MCOs) 

have provoked fundamental questions about the physician’s professional role and 

authority.“Are physicians independent practitioners who use a hospital’s services, or are 

they part of the hospital’s assets? Is a hospital a place where physicians treat patients or a 
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business that offers patients the services of physicians? Who runs health care- the 

physicians or the administrators? (Langley, 1997)” (Shi & Singh, 2004, p. 109). 

 Physicians as employees of health care corporations have obligations and 

incentives to control utilization so that the MCO remains profitable. On the other hand, 

administrative efforts to control cost and utilization in MCOs have ultimately restricted 

patient autonomy and free choice. Thus, both physicians and patients have become 

subordinates to the administrators and stakeholders of MCOs. More importantly, the 

physician-patient relationship is no longer the focal point of medical practice. The next 

section will explore the consequence of MCOs for the physician-patient relationship. 

 

Consequences of Managed Care 

Choice of Primary Care Practitioner and Continuity of Care: 

 Ideally, patients in MCOs receive high quality care because efforts to reduce 

inefficiencies result in greater coordination among practitioners. However, quality of care 

is also dependent on the patient’s ability to choose a PCP and the continuity of the 

physician-patient relationship. Since the government and private employers are the main 

financers of health care in the United States, the patient’s health care plan, benefits, and 

choice of PCP are dependent on the MCO that the employer contracts with. Most MCOs 

have a provider network from which the patient can select physicians. If a patient wants 

to see a provider outside of the plan’s network they must pay a fee. One study confirms 

that health plans that offer more choices and patients who perceive that they have a 

greater amount of choice in selecting a PCP have positive views about the physician-

patient relationship (Forrest et al, 2002). On the other hand, changes in MCOs offered by 
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employers, changes in patients’ employment, and changes in physician’s contracts with 

an MCO can disturb the continuity of the physician-patient relationship. “In a recent 

survey, physicians self-reported that they had lost an average of 9% of their patients due 

to insurance plan changes” (Feldman et al, 1998). The ideal physician-patient relationship 

is “characterized by practitioners’ providing support and empathy, co-participatory 

communication, mutual trust, and a physician’s whole-person knowledge of the patient” 

(Forrest et al, 2002). The brevity of MCO-facilitated-relationships may discourage both 

physicians and patients from fully investing in the development of a trustful relationship.  

Rationing Care:  

 As employees of MCOs, physicians have gained cost containment responsibilities 

which involve controlling patients’ health care utilization. First, we must recognize that 

the financing mechanisms of health care in the United States results in a pool of limited 

resources for each MCO, which does not cover all the necessary treatment costs for every 

member. Despite continued denials of MCOs’ rationing of care, the limited pools of 

resources means that savings in one case ultimately results in more available funds for 

future cases. Thus, while physicians may not be making direct case-to-case comparisons, 

it is impossible for a physician to provide services to one patient without considering the 

consequences to other patients of the health plan. Patients often fear that physicians’ 

obligation to consider the clinical and financial circumstances may lead to treatment 

recommendations that are different and sub-optimal than those based solely on clinical 

evidence. MCOs enforce the cost containment responsibilities of physicians through 

financial incentives. Physician David Orentlicher provides a fascinating perspective on 

the physician’s cost containment duties as an employee of an MCO. “The physician’s 
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duty of loyalty to patients will be divided into a dual loyalty to patient and to society. In 

addition, as measures are being adopted to make physicians more conscious of costs, the 

dual loyalty is being converted into a triple loyalty; there is an increasing conflict 

between the personal interests of physicians and the needs of patients.” (Orentlicher, 

1995).  

 There are strong arguments for and against the rationing duties of physicians. 

Creating a set of guidelines to define what is “medically necessary” is almost impossible 

because of the specificity of each case. There is no equation that could help physicians to 

consistently weigh “the likelihood of benefit, degree of benefit, duration of benefit, and 

cost” of a potential treatment (Orentlicher, 1995). Thus, proponents argue that physicians 

should make rationing decisions, not only because there is no other reasonable method, 

but because they are the most qualified individuals. Physicians can exercise their role as 

patient advocates by determining what is in the best interest of the patient from a medical 

perspective; whereas, other decision makers may base their decisions on financial 

circumstances, potentially compromising the patient’s health. On the other hand, 

opponents argue that physicians should not have the authority to make rationing decisions 

because, while they are positioned to make medically informed decisions they cannot be 

fully informed about the social consequences of every situation. In addition, there would 

be inconsistencies among physicians; and most importantly patients would become 

distrustful of their physicians (Orentlicher, 1995). In summary, rationing decisions are 

inevitable, and physicians have been given the primary decision-making authority by 

MCOs.  
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Financial Incentives to Contain Costs: 

 Payment mechanisms have been documented to have a strong influence on 

physician behavior. Fee-for-service plans encourage physicians to overprescribe 

treatments and tests because the physician’s income is based on the quantity of services 

he provides. Conversely, with capitation or fixed salaries, physicians get paid a fixed 

amount regardless of the amount of care they provide; therefore, there is an incentivize to 

limit utilization because less time with patients translates into more time for personal 

activities. In addition, many MCOs withhold a fixed percentage of the physician’s salary 

to cover unbudgeted patient expenditures at the end of the year. Thus, there is a financial 

incentive for physicians to control expenditures because if all costs are covered the 

physician receives all the withheld fees. Physician behavior to limit patients’ utilization 

poses many ethical concerns:“Physicians may be tempted to cut corners or start viewing 

as elective those treatments that were previously considered necessary. Physicians also 

might delay or omit diagnostic tests of therapeutic procedures, or they might assume 

responsibility for care that should be referred to more expert and more expensive 

specialists.” (Orentlicher, 1995). Perhaps the most significant consequence is the distrust 

that patients may develop of their physicians. If patients become aware of their 

physician’s economic incentives to control costs they may become skeptical about the 

treatment options they are offered, or not offered. Ethical issues arise when the physician 

restricts the patient’s treatment choices (and ultimately the patient’s autonomy) for the 

physician’s own financial benefit. Furthermore, limiting disclosure violates the 

requirements of informed consent. If physicians have a financial incentive to promote the 
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most medically appropriate and cost effective treatments their discussion with patients 

may subconsciously be biased toward the latter.  

 Critics argue, however, that there are several reasons why financial incentives 

may not compromise the quality of physicians’ care (Orentlicher, 1995). While 

physicians may be motivated by financial gain, it is unlikely that they would explicitly 

compromise their professional duties. The medical profession requires a strong value of 

beneficence and superior ethical awareness. Secondly, the threat of malpractice litigation 

provides an adequate deterrent for physicians to not under-serve patients. Lastly, 

incentives to limit care may result in a stronger appreciation for preventative services and 

monitoring. Preventing the onset or progression of a disease can result in greater cost 

savings and better outcomes for patients. Consequently, critics remind us that “less care 

is not necessarily rationing and more care is not necessarily better care.” (Rother, 2009). 

The current health care system requires physicians to balance their obligations of patient 

advocacy and resource stewardship, which are not activities endorsed by the provider 

model (Rother, 2009).  

 Financial incentives have direct impacts on the physician-patient relationship, 

whether it evokes distrust of the physician, or promotes greater preventative care. In a 

1996 survey of physicians, “[a]bout two thirds of survey respondents indicated that 

managed care has a negative impact on physician-patient relationships” (Feldman et al, 

1998). The main reasons the surveyed physicians felt that care was compromised under 

managed care plans were the pressure to increase productivity, the adverse perceptions 

that gatekeeper roles provoked, and the ability to put the patient’s needs first. “Since 

patients’ level of participation in decision making is related to length of office visits and 
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duration of their relationships with physicians,” managed care incentives to decrease time 

with patients will have negative effects on the patient’s perceived autonomy and quality 

of the physician-patient relationship (Feldman et al, 1998). Furthermore, gate-keeping 

under MCO plans produce negative perceptions of PCPs because patients are unsure 

whether appropriate treatment is being withheld. In summary, financial incentives have a 

justified economic purpose but conflict with the physician’s ability to provide ideal care 

for all patients. The quadruple loyalty that physicians have to individual patients, to the 

health care organization, society, and to their personal finances evokes fundamental 

ethical questions about the physician’s role as a “provider” to patient “consumers.” 

 

Consumerism 

 The failure of managed care plans to control costs and quality initiated a belief 

that consumerism could manage the health care market more effectively. While many of 

the principles of managed care are maintained in newer health plans, the philosophy is 

that greater patient (consumer) choice will spur competition for high quality, low cost 

services. In addition, the belief that health care is a commodity has provided further 

justification for patient-centered health care. In many ways, managed care set up the 

market for consumerism by organizing doctors, health care facilities, and organizations 

into teams that could compete for contracts (Schneider & Hall, 2009, p. 11). Yet most 

attempts to utilize the principles of consumerism in health care have failed because health 

care services fail to function like other market commodities.  

 In a theoretical study of consumerism in health care, Schneider and Hall (2009) 

clarify why expectations for a consumer driven system are inappropriate for modern 
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medicine. First, consumers need an adequate variety of alternatives to choose from 

(Schneider and Hall, 2009, p. 15). Today, patients are given few health plan options 

through employment, from which their choice of providers and services are limited. A 

successful consumer driven health care market would require a restructuring of the entire 

financing mechanism of health care. Secondly, “for consumerism to subdue costs, 

patients will need chances to economize” (Schneider & Hall, 2009, p. 18). Health 

insurance continues to blind the patient of the full cost of services, and provides little 

motivation to save. Third, patients must have access to information that will allow them 

to make rational decisions. Information about the quality, costs, and the cost-

effectiveness of treatments are elusive and inaccessible even to experts (Schneider & 

Hall, 2009, p. 22). In other words, to make a meaningful decision patients need 

information that currently “does not exist, has not been gathered, is kept private, or 

cannot practically be collected” (Schneider & Hall, 2009, p. 23). Fourth, there are 

concerns about the ethics involving physicians’ discussions of costs with patients.  

 As a provider and advisor, the physician is expected to assist patients in making 

treatment decisions; however, conversations about costs are uncomfortable and 

potentially harmful to the physician-patient relationship. Patients are unlikely to question 

physicians treatment recommendations, rarely feel that is appropriate or respectful to 

negotiate costs with their caregivers, and when sick or injured often lack the mental 

acuity and energy to engage in such conversations (Schneider & Hall, 2009, p. 27). On 

the other hand, there is a taboo in American health culture that prohibits the physician 

from appearing to be concerned with finances (Schneider & Hall, 2009, p. 28). In 

addition, such discussion would require physicians to know the details of the patient’s 
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health plan, and the patient’s financial circumstances, which are unrealistic. Fifth, if the 

information on alternatives and costs did exist, it would have to be presented in a way 

that patients could comprehend and utilize. The amount of clinical literacy and numeracy 

required to compare a variety of treatments is the reason these decisions have been 

traditionally authorized to physicians. The assumption that patients want control over 

their medical decisions is weakened by the complexity of choices and the knowledge it 

would require to make skillful decisions. “Ende and his colleagues concluded that 

‘patients’ preferences for decision making in general were weak.’ Where 0 meant no 

desire to make decisions and 100 meant an intense desire to do so, the mean score was 

33. Worse, ‘as patients were asked to consider increasingly severe illnesses, their desire 

to make decisions themselves declined” (Schneider & Hall, 2009, p. 47). When people 

get sick society exempts them from their social roles and obligations; therefore, expecting 

patients to be receptive to decision making responsibilities may be impractical. In 

summary, even if patients had an adequate amount of alternatives, enough information, 

and the ability to make meaningful comparisons, it is unlikely that their decisions would 

balance the market in the way economists expect. More importantly, it is unlikely that 

increased self determination would lead to a more positive perception of the physician-

patient relationship, because the process of making autonomous decisions is burdensome. 

 Consequently, health plans that rely on consumerism while attempting to maintain 

their organizational and financial structure may not achieve their cost saving goals. In 

addition, cost savings and increased patient autonomy will not necessarily result in better 

health outcomes. Although the philosophies of managed care and consumerism prohibit 

the development of the ideal physician-patient relationship, the health care system 



51 
 

continues to promote both types of programs.  How will the physician-patient 

relationship be affected by the continued promotion of patient-centered medicine? Are 

there implications that can be addressed through health policy, medical culture, and 

physician behavior?  

 

The Future: Patient-Centered Medicine and Professional Ethics 

 Current medical practice demonstrates how the field of medicine has changed 

over time. The focus has shifted from illness to wellness, acute care to primary care, 

inpatient to outpatient services, fragmented care to managed care, and independent 

institutions to integrated systems (Shi & Singh, 2004, p. 19). The most recent movement 

is the development of the patient-centered medical home (PCMH). “There is robust 

evidence that primary care-based systems produce higher quality at more affordable costs 

and help to level health disparities that come with social disadvantages” (Larson & Reid, 

2010). It is also derived from a philosophy that relationship-centered medicine (that is, 

the coordination of interactions between the patient, his or her PCP, and entire health care 

team) will best address gaps in care, communication, and continuity. But in order to build 

PCMHs, the United States must invest in the development of primary care practices and 

change the culture around health utilization. Both the organizational structure and 

physician behavior can facilitate a changed perception of primary care. Miller and his 

colleagues best describe the potential of relationship-centered medicine: 

 “We propose that a primary care practice consists of people and places 

 (relationships) where the primary care function of access to first-contact care, 

 comprehensive care, coordination of care, and personal relationship over time are 

 optimized. Better primary care practices are local, robust, and resilient teams of 

 agents who coevolve, independently, with their local environments, learn from 

 their mistakes, change their assumptions when necessary, and work with patients 
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 pragmatically, using appropriate science and  knowledge to care for the health of 

 their patients, their communities, and the  population. What emerges from this 

 landscape is better health at lower costs with greater equity” (Miller et al, 2010, 

 p.577). 

 

Surely a practice that could be driven by these ideals would allow modern medicine to 

evolve in a positive direction transforming the purpose and value of already existing 

resources. Most significant is the premise that optimal well-being requires strong 

relationships. The practicality of this model still remains questionable as there is a 

shortage of PCPs and a growing diversity of health care needs among the American 

population. Also, some of the ethical issues and conflicting loyalties of the physician’s 

role as a provider are relevant and must still be addressed.  

 To mediate the concerns about financial incentives to limit care and the 

physician’s expectation to respect patients’ autonomy, it is important to create a set of 

ethical guidelines that are relevant to physicians’ current responsibilities. Biomedical 

ethicist Susan M. Wolf (1994) argues that any attempt at health care reform must include 

a clarification of the physician’s moral obligations as they relate to current practice 

expectations, and a separate set of ethics for MCOs and institutions.  

 Current ethical standards oblige physicians to respect patients’ autonomy and 

their right to self determination. Furthermore, current attempts to increase access to 

medical care for all Americans introduce new ethical obligations for physicians to care 

for traditionally underserved populations. The provider-consumer model of the physician-

patient relationship is based on the presumption that quality and cost will be maintained 

by patients’ ability to make autonomous choices; thus current ethical guidelines are 

relevant for physicians’ interactions with “privileged patients” who have choices to be 

respected (Wolf, 1994, p. 32). “Unless a person can get into the health care system, 
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physician ethical obligations are not triggered”; in other words, current physician ethics 

fail to “insist on a robust physician obligation to care for the uninsured” (Wolf, 1994, p. 

32). Physicians must recognize that patients with economic disparities or minimal benefit 

health plans may not have enough options available to make a choice and self-

determination meaningful (Wolf, 1994, p. 31). More generally, when a medically 

necessary treatment is unaffordable or uncovered by the patient’s health plan, ethicists 

believe that as a part of their caring duty physicians should be able to advocate for the 

patient without punishment from the health plan. Consequently, the provider role requires 

a clarification of the physician’s obligations to patients.  

 “[In the presence of allocation policies] should the physician still do everything 

 possible for the patient’s benefit? Does that mean advocating within the health 

 plan for the patient’s receipt of resources? Does it permit physicians to bend the 

 allocation and rationing rules…? Are there some cases of clear harm to the patient 

 in which the physician should challenge the rules, but other cases of questionable 

 prospective patient benefit in which the physician should not? And what must the 

 physician disclose to the patient about all of this?” (Wolf, 1994, p. 33).  

 

Ultimately we need to clarify whether a changed health care system warrants the 

rewriting of physician ethics. What traditional qualities and practices remain important to 

the role of the physician and should be protected? To maintain trust in the physician-

patient relationship, explicit ethical guidelines must be available to physicians, and 

discussed with the patients. Wolf also argues that MCOs need to develop a set of ethical 

standards that address specific issues, specifically those that involve the responsibilities 

of physicians. Fortunately, the movement toward PCMHs and patient-centered medicine 

emphasizes the importance of communication and understanding the patient’s values, 

wishes, and health goals. Thus, even if a new ethic cannot be compiled, the future of 
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medicine can count on relationship-centered plans to rebuild the perceived value of the 

physician-patient relationship. 

 

 In conclusion, understanding the implications of the provider-consumer model of 

the physician patient relationship is essential to health care reform. The model originates 

in the financing and delivery mechanisms of United States health care through health 

insurance companies and health care organizations. Efforts to control cost, quality, and 

access continue to dominate health care reform, with little consideration of the 

consequences to the physician-patient relationship. Managed care and consumerism fail 

to achieve health reform goals while creating loyalty issues for physicians. Nevertheless, 

the growing value in patient-centered medicine has initiated a movement toward PCMHs. 

These programs seem promising, at least in theory, because they place the physician-

patient relationship at the center of all care and management decisions. From a long 

history of paternalistic medicine, to the efforts to maximize patient autonomy, the future 

of medical care appears to be in a well balanced physician-patient relationship.    
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SUMMARY OF FINDINGS: PHYSICIAN INTERVIEWS 

 

 The physician-patient relationship is undeniably unique. An exploration of the 

parent, technician, and provider models has demonstrated that the physician-patient 

relationship is heavily influenced by the context of medical practice, societal 

expectations, and evolving social values. Yet I wondered how influential these models 

and their philosophies were on actual medical practice. To get an accurate perception of 

physician-patient relationships in modern medicine, I interviewed three physicians. 

Although the focus of the interviews was limited to communication in the physician-

patient relationship, paternalism, and patient autonomy, their insights confirmed much of 

the literature and also provided novel perspectives.  

 Dr. Craig Leman is a retired general surgeon, after 50 years of service in 

Corvallis, Oregon. He served as the Chief Medical Officer of Project HOPE in Vietnam, 

Peru, Guinea and various Indian reservations. He was also an adjunct professor of 

Bioethics at Oregon State University. Dr. David Grube is a family physician who has 

been in practice for 38 years. He was the president of the Oregon Academy of Family 

Physicians in 1990, was on the Oregon Board of Medical Examiners from 2001-2008, 

and is currently Chair of the National Board of Medical Examiners Committee on Post-

Licensure Assessment. He has been a Clinical Associate Professor of Family Medicine at 

Oregon Health and Science University since 1993, and has lectured regionally, nationally 

and in Canada for the last 20 + years on medical ethics and professionalism. Dr. Shawn 

Foley is a family physician who has been practicing at Philomath Family Medicine, in the 

state of Oregon, for the past 13.5 years. He has been the medical director at Benton 

Hospice for the past 3 years, where he also served on the board of directors for 5 years. 
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 First of all, according to Dr. Foley, the physician-patient relationship is unique 

from other relationships in the level of trust that is required to deal with intimate issues in 

the patient’s life. He says, “Patients give [physicians] their life, with the expectation that 

[the physician] will do their best and be honest”. Regardless of any professional codes, 

which may approve of beneficent deception, the physician’s ability to help and heal 

patients rests on the quality of communication in the relationship. He says, “Part of the 

healing process is allowing the patient to talk,” implying that physicians’ listening to 

patients is also a key component of the healing process. He described the challenges that 

primary care physicians often face when communicating with patients, and noted that the 

physician must make a conscious effort to see the patient’s perspective. The literature 

frequently notes how physicians make recommendations that they may not always choose 

for themselves. Dr. Foley suggests that physicians ask themselves, “What would you do 

if it were your family?” On the other hand, Dr. Leman explained that “you cannot always 

identify with everybody”; therefore, physicians should always ask “how would I like to 

be treated?”  

 All three physicians confirmed that paternalism is no longer appropriate or 

promoted among the medical profession; however, efforts to balance patient autonomy 

with the physician’s traditional decision-making authority still appear to be controversial. 

Dr. Leman notes that throughout his career paternalistic practices could be observed in 

overly protective physicians primarily in the form of beneficent non-disclosure when 

treatments did not exist. Other paternalistic practices which promote the physicians 

authority are not acceptable or conducive to the healing relationship. According to Dr. 

Foley, historically, oncologists would never disclose a diagnosis of cancer to patients or 
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use the particular word. This practice was associated with a lack of treatment options and 

the negative conceptions about the disease which could foster potentially harmful 

feelings. Dr. Foley mentioned that hospice doctors, and oncologists often have the 

hardest time communicating the truth to patients, and that they tend to become more 

“honest” over their careers. Perhaps it is the level of uncertainty and the frequency of dire 

prognoses which lead these physicians to want to protect their patients. Dr. Grube said, 

“It’s almost impossible to agree that there is informed consent- fully.” His response is 

consistent with the literature that suggests that patients lack the competency, resources, 

and ability to conceptualize complex medical decisions. Dr. Grube added that patients 

will “never be totally really informed;” therefore, “trust in the physician is very 

important.” In other words, physicians are trusted to be knowledgeable advisors in the 

decision-making process and are frequently expected to help patients negotiate their 

options since they often have access to a broader perspective. He also recognized that 

“informed consent is part of daily practice at all levels;” if practiced correctly it can be 

used as a tool to facilitate better communication between the physician and patient. Dr. 

Leman observed that when informed consent was first introduced it may have created an 

unnecessary fear of the medical profession; however, it is difficult to assess whether 

patients ever viewed their physicians as distrustful. Dr. Leman notes that informed 

consent and patient rights gave patients a “sense of entitlement.” The demand for patient 

autonomy called for an entirely new perspective on medical care, and changed the 

structure of the physician-patient relationship.  

 Interestingly, when I asked Dr. Leman about the dominance of the autonomy 

model, he said “patients should be responsible for themselves.” He described the trend 
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toward health maintenance, the prevalence of chronic disease, and the increased 

availability of information through the internet as reasons for increased patient 

accountability. As observed throughout this study, medical practice has been influenced 

by rapid changes in health care infrastructure since the mid twentieth century; 

nevertheless, the major perspective shift on the decision making authority in the 

physician-patient relationship is remarkable because of the strength of the parental model 

of care throughout history.  

 When I asked Dr. Foley about any relationship models that may be dangerous or 

inappropriate, he said that an “equal partnership” is not always successful. He reminded 

me of how formalities have changed in our culture and that the lines of authority are often 

blurred by a greater acceptance of casualness. For example, some physicians prefer to be 

called by their first names, while others leave it up to their patients. He also mentioned 

that the hierarchy of health care professionals is also less noticeable because everyone is 

expected to function as a team. It seems that friendship would achieve the level of trust 

and intimacy necessary in medical care; however, Dr. Foley cautioned that in complex 

“sticky situations” you must “put on your doctor hat” to address patients needs. Dr. 

Leman noted that he prefers to be called a physician rather than a provider; because the 

latter has a commercial intent and can undermine the significance of the physician-patient 

relationship. 

 Lastly, all three physicians reminded me that relationship models and metaphors 

are useful in understanding the general effects of policy, infrastructure, and social values 

on medical practice; however, they are less successful when applied to individual 

physician-patient relationships. In our pluralistic society, medical practice and patient 
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care philosophies differs between different types of specialists, different generations of 

physicians, and are often dependent on the demographics of the physician’s patient 

cohort. They mentioned that training comes in the form of broad guidelines describing 

what is acceptable and not acceptable practice; therefore, experience and practice are 

what help the physician to develop his own philosophy and personal care limits. They all 

demonstrated great awareness of the various physician-patient relationship models but 

also spoke of other significant ideals and themes. Dr. Grube stressed the importance of 

empathy, compassion, and professionalism; all demanding an understanding of the 

patient’s needs. Dr. Leman reminded me that medicine is truly an art, and that 

communication skills require practice and a keen awareness of patients’ needs. Lastly, 

Dr. Foley stressed that the success of the relationship, measured most importantly by the 

patient’s standards, is dependent on the physician’s ability to provide individualized care.  
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CONCLUSION 

 The purpose of this study was to explore three physician-patient relationship 

models to better understand physician behavior and the components of a relationship that 

heals. The literature and three physicians’ experiences suggest that the establishment of a 

good physician-patient relationship is essential to the process of healing. The foundation 

of a “good” physician-patient relationship includes, but is not limited to, trust and co-

participatory communication. Physician behavior is best understood through the 

perceptions that physicians have of their professional role; consequently, it is important 

to question how medical practices, health care organizations, health policy and social 

values affect the perceptions of the physician. The study of relationship models is rarely 

the primary driver of health care reform; however, current trends confirm that the 

physician-patient relationship is an ideal place to seek improvements because it directly 

impacts the process of healing. Similarly, a good physician-patient relationship can 

function as a sustainable solution to a variety of health care problems. Further research 

should explore the impact of other less accepted relationship models, such as the teacher, 

partner, and priest. Although they tend to provide a less comprehensive perspective, they 

may better demonstrate the incomparable or indescribable aspects of the physician’s role. 

In addition, the trend toward coordinated patient care suggests that models of the 

physician as a team member, rather than sole practitioner, should be studied in the near 

future. This study demonstrates that relationship models can offer valuable perspectives 

on the unique bond between physicians and patients; however, their rigidity and limits are 

a reminder that medicine and healing are a truly form of art.  
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