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ABSTRACT

A MEDICAL EXAMINATION:
‘ ASSESSING POWER AND "SOCIAL INFLUENCE
- IN THE PATIENT-PHYSICTIAN RELATIONSHIP

By
David Joseph DeKindt
+
This thesis deals with the basic questicn of power
‘ -
in the medical profession. Specifically, it deals with

patients’ perceptions of the effectiveness of the various
bases of sociai po@er and _influence as 'é;plied in the

\ patient-physician rel ationship.
————— ‘Social researchers and health. care specialists have
identified at least two contraéting views of the locus of
: power. in doctor—-patient relaticonships. One has been
labeled as the traditional, or ‘“patient as iﬁferiéﬁ;
madel. The ~other viéw can be callég:the antielitist, or

the-hew "patienﬁ as equal” model.
' In the traditional :mndel, power is asymmetrically
distribuéed, resting eﬁ%irely in the hands of the
‘physician. The new "patient és-equal" model looks at the
distribution of power in the doctor—-patient relationship
in a different light, whére power - is shared as a meeting
., between equals.
This ‘study .exslored and (analyzed the subjective
experiences of seventeen patients_wi%% regard to power and
social influence in  the patient-physician relationship.

From the array of recorded interview responses, doctor and

. v
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s patient typoloéies were devgloped as a means of arganizing
and explaining the characteristics that patients perceive
about themselves and t?eir physicilans.

The process of interaction between patient and
physician was .divided and analyzed in three stages: (12

_ the stage "prior to interaction,®" (2) the stage concernina
"face—-to-fac®. interaction,” and (3) the stage “after the
interacticon."” An  analysis of patient responses within

each of these stages revealed that patients and doctors

employ the use of particular strategies and negotiations
in an attempt to control the interaction process. It was
concluded that many\ pﬁtients perceive doctors as having
more ‘techniques available to  them insofar _as;éaining and
maintaining power and social influence within the doctor-—

patient relationship. N

Patients efforts toc suctceed in” the interaction

' process - in terms of reporting "good” experiences with
their physicians — was higﬁly dependent on the nature of
the patient?’s 1illness as weli as the individual nature of
the physician and the patient themselves. The aqalysis of
the three stages of interaction indicated that the’
traditional model and the new patient as equal meodel can

- .
work for certain pecple under certain circumstances.

e
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INTRODUCTIDN

Hold the physician in honor for he |is ~essential to you
and God it was who established his profession. From God
the doctor has his wisdom. Thus, God’s creative work
continues without cease. He who is a sinner towards his
Maker will be defiant towards his doctor. )

In contemporary American culture, it is appropriate for
doctor and patient to meet as equals, with the former
rendering expert advice and the later bearing ultimate
responsibility for deciding whether or not to follow that
advice. Moreover, we believe that enlightened consumer
opinion...now makelsl it feasible to routinely structure
clinical relationships in this . way (Katon &
Kleinman, 1981). ‘ ’

The above statements are taken from Haug and Lavin’s

Consumerism__in__Medigine (1983:9).° The first of.these
statements is posted on the wall of a physician’s office
in a small town in Ohio, with a note that ' the author is

-

unknown. The second is from a book by two physicians

ar e T

located in two medical schools (Katoh % Kleinman, 1981).
They represent Fontraéting views 6f the locus of poger in
doctor-patient relﬁtionships. In the first the power is
asymmet;ically distributed, resting entirely in the.hgnds
of the physicians. The second, however, suggests an
alternative where the power is at Iéaét partially ;hared
as a meeting between equalsE’ . -

This thesis deals uith‘ the basic question of power
withip the medi;al profession. Specifically, it deals with
the effectivege;s of the various bases .of social power and
influence  as applied in the physician-patient

. o
relationship. Within the medical profession, expertise is

-



the most frequently used source of power that allows
authority figures such as physidiaps “to exerit social
influence over their patients. IDavid Mechadi c (1968:4243-
poinég.out that power stemming from expertise is greatest
uheq it is difficult‘ to replace the"expert. This is
clearly the case in the medical profession. As Ivan Illich
(1976:50) notes, physicians wield . @ great deal of
influence and control over human é&&iety ‘and own &
"medical monopoly" in the health care fiéld. In other
words, if one is expériencing ésme heélth rglgted problem
that requires attention, he 0} shé, often out aof lac; of
.,any alternative, is reliant wupon the expertise of the
medical profession. This ‘"reliance" can - become very
problematic  in terms of motivating doctors "to treat

patients as equals, as we shall see. ¢ \

The central focus of this study was to explore and

analyze the subjective experiences of patients with regard

to power and social influence in the patient-physician

relationship. By interviewing patiéhts we

can/ come to

understand the. symbols and meanings and roles reflected in
their interaction‘with physicians. We ¢ also reach a
better understanding of why patients and dpctors "act" the
way they-do; what influencing stategies/ they gmploy to
exert control :within their encounterss; ;nd how problems
resulting from unmet expectatioﬁs are being héndléd bx_

patients and physicians.



The findings
are not’  intended
population (i.e.
background). They
subjective account

power and social

and conclusions presented in this study
to be generalizable to én entire
in _terms of sex, race, age, or social
are, 'howeve;, intended - to | be a
of what some patients are saying about

influence in the cpatient-physician,

relationship. Hopefully, this study dan serve as a basis

for , further interdisciplinary research into the

interactional experiences of doctors and patients.

\
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CHAPTER ONE
REVIEW OF THE LITERATURE

THE PHYSICIAN-PATIENT RELATIONSHIP: TWO MODELS

As alluded: to earlier, one can s that at l'east two
viewpointé exist that are 1in conflictl agt to what th
“ideald doctor;pafient relationship should be. These
viewpoints have become known as the traditional and the
antielitist perspectives which are in conflict in many

other areés besides health care.

Py . . '\,

THE TRADITIONAL VIEW: PATIENT AS IN?ERIDR

Elliott ‘Krause (13977) has suggested that,
traditionally, the trust of the patient 1in the complete
competence of Ahe doctor and the dependent desire to be

“*taken care " of" by the doctor, have been considered

essential aspects of the relationship; Since almost all

physical illnesses hive a psychological component and a

psychoalogical effect, the psychiatric model has become

quite popular 1in liberal academic medicine as the model
for the nature and quality of the interpersanal
igiatiqnship between physician and patient, in all fields

of medical practice.'In effect, the éeneral practitioner

. - . L

and, the specialist are urged té& educaté themselves in

psy)hiatric areak, or get mental health training, so that

they'may minister to the emotional as well as the medicél
. \

needs qf.the patient (Krause, 1977:98). \



Although this updating and broadening of the
clinical rolé, and thé professﬁonaiizing of the hﬁman
relations aspect of it, has' some common sense to it, there
are real dangers of abusé o{ power (especially in térms of
coercive/reward po@er,- and expert/ legitimate power).

@ -

Krause®™ notes that in the traditional or "psychiatric"

model of medical authority with respect to the passive{
AN

dependent patient; objections by the patient become
l -
A

filtered through the “"clinical" or “psychiatric”" screen

which lies before the eyes of the doctor. He says:

.'/ Objections by ,the patient about the unequal power
positions in-the relationship, problems associated
with being ill, or _problems paying the bill, come
to be interpreted by the physician as manifestations
of illness. That is, any aspects of the attitudes,
emotions, and behaviors of the patient can
become fair game under the psychiatric madel
(1977:98). 5

Krause goes on to point out one essential elemént of
the doctor-patient relgtioqship_that has not been changed
as physicians come to embrace the psychiatric model: the

unquestioned total authority of the physician—_ . to
pronounce on all aspects of human existence to the

' patient. This parallels Irving Zola's claim that

historically medicine is an occupation whose very practice

is enmeshed with society, and has a built-in social

i
—

influence from the very start (1972:488). »

Krause makes an important claim concerning social
- 4 . »>
class differences relating .to the view 'of patient as

inferior. He . contends that most poor people, as well as

L



most working—-class and middle-class people, will at

present agree with this authoritarian modél and take it as
normél and expected behavior on the part of the physfcians‘
towards them. "They may either want the physician_;o act
this way, or, more probably they qould not conceive of a
physician acting any ofher way" (1977:98).

Krause’s concerns are backed Lp by feminist analysis
of physician—-patient interaction focusing on how typical
role relaéionships between women _ and. physicians are

A

related to women’s general social status. Antoinette

Groesser (1972:13) notes that the most common interaction_

style mirrors the parent—-infant relationship. Termed the

activity-passivity maodel, it is the traditicnal clinical

relationship. Graesser (1372:14) also speaks of the mutual

participaticn model, an adult form of interaction that is
exceedingly rare in the current physician—patient
relationship. In this mode, patients with ﬁower and money
are more likely to be treated as .adults, whereas those
without it are' more likelg to be treated-.as children.
Women and members of lower economic groups are typically
‘t?eated as inferior. Research suggests that qulfs in
social class can .affect the way doctors and patients
¢nteract. Studies conducted mostly in the 19565 suggest
that’the'greaker the social distance between par;icipants,
the worse the therépeutic relationship. Mutual respect,

-

tr&st and cooperation seem to dwindle as the social
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distance widens. The doctor and patient becqmg 50
preoccupied with their positions in the social hierarchy
that they afve less attention to the goal:'healing (Corea,
1977:75}.
=

Because most people seek equality and Qndividual
self determination in/jevery aspect of life, interac%ion
with ‘physicians who viﬁi the patient as inferior can be
galling. For example, Sheryl Burt Ruczek (1978:34) reports

that women who attempted to interact in gynecolegical

examinations in the mutual participation, or adult mecde,

J L
were met with Teverything from astonishment to open
hostility. >/~
R
Women's basic complaints® all reflect serious

disagreement over appropriate s?yle of patient—-physician
interaction, access to information, and rMht tc decision
making in health }atters.; These were and are especially
burning issues, because many standard medical practices
and procedures were found to be ineffective or harzardous
in the late 19605 and early 1970s. Unleés women can
interact with physicians in° a style allowing full
exploration of risks and hazards associated with routine
tréatment modalitfes. (including& corftraception, abortion,
treatment  for roﬁtine gynecological disorders, and
childbirth), they are uﬁable to make. informed decisions
(Ruzek, 1978:34). In Barbara Seaman’s (1972) opinion,

patient passivity, whether enforced or willing,



—~ contributes significantly to many inappropriate and

hazardous medical practices.
Overall it is the attitude of the physician that

o many women are complaining about. As gynecologist Sadja

Goldsmith notes:

- Women want to be treated as equals. They don’t want
to be talked down to. They want doctors to answer
questions and explain what’s geoing on. Women feel
they <can’t talk to their doctors. They want more
honest discussion. They want to be brought in as
decision makers (Stephen, 1373:20).

THE NEW MODEL: PATIENT AS EQUAL

T

Hence, thére is another way of locking at the
distribution of power ~ in the physician-patient
relationship where power is shared as a meeting. between
equa%s. Characteristically, in societies with a equality
ideal, such as North America, the relationship of service
should literally be meant as such: The server (doctor) is
to "serve" the served (patient), on terms defined as much
by the served as the server. The People’s Republic of
China provides an excel I'ent example of how the
relationship of pﬁysicians to patients can operate when a
society has a radical equality goal. Joshua Horn (1969:53)
cbhserves:

by

The relationship between patients and doctors in

China is based on equality and mutual respect...

There is no room for a superior or patronizing

attitude on the part of the doctor and néither is

there any room for bluff heartiness, false

formality, or any other of the .devices which often
- masquerade as a "bedside" manner."



The patient’s right includes the right to know what is

wrong, why, and what is going to be done about it. Horn

~

(1969:53) notes:

interests of his patients. hinese patientsY like
patients  all over the wofld, like to have things
explained to them. They want to’ know what they are
suffering from, how long it will take to get better,
and what treatment they are having. It is part of
the doctor’s duty not onlysto explain this fully
when asked, but to volunteer Auch information even
when not asked. .

- The doctor’s job is unresgrvedly to serve the
1

Thus, it would appear that wunder Maoist ideoloqy,
all experts are to "Serve the people" and really do sa,
not as a figure of speech. This is not to say that the
health-care field in China itself is not without its
share of "backsliders" or elitists who do not enjoy this

H_relatioéship with their patients any more than a North
American Vphysician: might. But the model itself is a
different one. As Elliott Krause (1977:99) states, "....it
grants expertise to the physician but it does not allow
the expertise or the psychological dependence‘of the ill
on the practitiond to become the justification for a
dominanf power lr'elationshi-p". In oﬁher words, the new
“équality" model does Bot allow one party to feel for
whatever reason, that he or she may legitimately
manipulate the other for "medical reasons,” refuse to
inform the other as to what the reason for treatment, or

show any sign of simple disrespect. -

Feminist health care embraces Krause’s concept of

— -
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patient as qual.' Like _Kfause, feminists see people’s
he;}¥h problems not as individual pathologies but as
shared outcoﬁ&s of thé k;nd of society we live ;n. For
women, this means acknowledging that sexist ideas and
behavior can make you sick, and therefore ‘that in order ta
be healthy, these "ideas and behaviors must be changed
(Wabb} 19é6:186). Sharing khowledge and power between
physicians and patients, breaking down the barriers of
unequal relationships, and supporting people as they make
decisions and make their own health choices are ways in
which feminists work towards change.

SOURCES OF POWER AND INFLUENCE IN THE
PHYSICIAN-PATIENT RELATIONSHIP

An individual'’s power is his or her ability to shape

another's behavior, .that is, his or her potential
influence (Rodin, 1982:55). fhere are several sources of
power that allow authorities such as physicians to exert
social influence over their patients, but fewer sources
are available to the patients. French and Raven (1959)
have identified six sources of power: (1) coercive power,
(Z) reward power, (33 legitimake power, (4) expert power,
{3) informational power, and (&) referent po;er. it should

be .noted that these power bases overlap somewhat in

regards to their use in physician—patient interaction.

1

10



REWARD % CDEéCIVE POWER

The' interpersonal context of the physician—-patient
relationship proyides considerable opportunity for the
physician to use ceoercive and reward power. Coercive ‘power
stems from the,ability of the-%nflugpging agent to mediate
punishm?nt. FReward power stems from kis or her ability to
mediate‘rewards. Coercive and rewvard power usually require
surveillance to- be effective (Rodin, 1982:56). Praise,

warmth, time, and availability are but a few of the

examples of reward power that physicians can convey or

11

withheold, contingent on the patient’s performance. Some.

physicians give fheir favorite patients such rewards as
free drug samples or even reduced rates, éo egonomic
inceatives also contribute to the basis of their'reward
power. Pétients segfing theée rewvards may consciously
engaqe in "goodlpatieht behavior" often at great personal
cost to their health and well-being (Taylor, 1973:17&8).
Coercion enters the relationship when a physician
th(eate;s to deny further service or refuses to provide a
desired prescription. Such threats can compel patients to
act against their own wishes. Sometimes threats may be
very meaningful (for®* example, threateni?g not to recommend
insurance or éed;care payments unless the patient
cdmplieé). However, according to B.H. Raven, more often

than not, it 1is the approval of the physician and

disapproval for noncompliance that carry -reward power.

3

.
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“"For appfoval and disapproval to be effective, the patient
must like and value the physician” (Rodin, 1982:15). Thus,
in this sense, lik;ng and valuing one'’s physician, but not
seeing' onéself as an equal, can magn;fy the power
differential betgeen doctor and patient.
INFORMATIONAL POWER

In recent years, health care scientists have
suggested that informational power 1is used frequently‘by
physiciané, but not always' effectively..then problems
arise from the inability to appreciate what the—patient
knows or does not‘ knaw ——- a use of technical /medical
lahguage méy sometime impress the patient with tHe
physician’s expertise but yeé fail to give the patient a
clear  rationale fog rescribed behaQior, Sociai
researchers\poiét out that tﬁe physician must be. able to
explain clearly énd 'persuasively exactly how the
prescribed behavior will be helpful. But, physicians must
alsc be willing to share information with their patients.
Haug and Lavin (1983:12) note that it was Parsons (1951
who implicated unshared 'knouledge in the .right of the
physician to exercise ;ontrol over patieﬁtsu Parsons’?
conception of the sick role\is embedded in the netion that
ﬁllnéss iz a form of devil%ce that upsets .the balance of

the social system, with doctors the instrument of social

control that corrects the deviance. The’ob%igation for the

12



patient to comply is rooted in the “competénce gap," the
difference. between physician and patient in knowledge
held, a gap that- is unbridgeable (Parsons, 1975:260).

This model of the asymmetricél physician—-patient
relationship is congrient with Parsonsf functionalist
perspective, in which society survives. through shared
vglues and interrelated functions, with various accepted
iﬁstrumentS'of social control maintaining the wheole system
in equilibrium. However, in theo:etical terms, the sick
role model has been criticized by those who espouse.a
conflict theory of society. They argue.that both doctors
and patié%tgbpaégess some power and Jjockey for position in
achieving- wanted results. The ‘major tactic used by
physicians to retain their dominance 1is infarmational
con£r01 by limiting information or-couching it in strange
technical language (Haug & Lavin, 1983:13). Patients try
to contain that dominance by information seeking in the
"micropolitics" of the ‘medical encounter (Waitzkin and
Stoeckle, 1976:265). In many cases, the patiéng can take
;és or her business elsewhere, épread the word about
dissatisfaction with care, or even sue the doctor for
malpractice. )

Tce be sure, patients are also 'ablg to  exert
informational influence in the pat;;nt—practitinner dyad.

Only they know the full range of their symptoms, where and

how much it hurts, whether they really have taken all of

13
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their medication , and the like. How they disclose this

information and to what extent, has a major impact on the
effectiveness of the patignt—physician relationship.

It is evident that from a conflict perspective, the
menopolization of knowledge that is used to control
patients is the modern equivalent of £Be Marxist view of

the monopolizaticon of the means of preoducticn through

r/"

control the working class. Haug and Lavin (1983:13) note:

Producer—consumer and producer—owner relationships
are both governed by the appropriation of tools,
chiefly ¢cognitive in the case of the professionals
and <chiefly mechanical in the case of the
industrialist. The ‘"reveolt of the client" [sic.
patientl] (Haug % Sussman, 1969, in the form of

consumerism, is then the analogue of the revolt of
the worker against the owner. Consumers in the
medical arena are able to challenge professional
power when they acquire sufficient knowledge to
encourage them to make choices between health care

options. .

Such a revelt would create a situation where the
patient alone commands power in the relationship. A small
"revolt”" has taken place recehtly in iight of legal
challenges by law and health activist groups, which are
demanding that ﬁospitals let patients see their own
records. "fhe right to know” is the catch phrase of these
groups. But such action points'up the need,tdwzﬁange the
whole social context of the physician-—patient dyad rather
than to  tinker with one aspect of the relationship..what

the above analysis fails to deal with 1s the fact that one

is still left with an asymmetrical relationship. (FPower

-

which the capitalists and entrepreneurs are said to”

14
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and social'influence would merefy shift from physician to
patient). An adversarial _relationship would continue to
exist between_doctor and patient, each grasping for power.
Health care is too crucial an arena of human relations to
withstand power strugagles Betueen particibénts. This is
why social researchers speak of the importance of
"equality" as a n;u model fqr defining the physician=-
patient relationship.

Feminist health care advocates state that the true
sharing of knowledge and the demystification of technical
jargonJare only possible in a equal relaticnship inmzhich
neither partner'has more rights of privileges than the
othe; (Webb, 19B6:183). This kind of sharing and eqqaliﬁy
allow oapen discussion and mutual questicning and
challenging of opinions. Through these processes patients

develop confidence in their ability to understand and take

charge of their own health.

EXPERT AND LEGITIMATE POWER

In recent years, social scientists have been
questioning the effectiveness and functicnality of expert
power in the physician—patient relationship. It has become
apparent that as medicine becomd!‘increasing specialized,
the use of expertise has become overplayed by many
physicians ;s basis of social spower. 'In most health care

organizations the most obvious basis of social power is



expert power. The physician can emphasize his or her
expert power with impressive diplamas on the walls, wifh a
properly displayed lib}ary, and by an air of
knowledgeability and expertise ~-"Trust me, I know what is
best for you - so just do as I say.” %om_e social
researchers fear that physicians are relying tco heavily
on egkert power as a strategy to influence patients into
doing “what 1is best for thém."' They maintain that the
) ' //ﬁh- ~
effectiyeness of expertise as a means of maﬁing patients
comply to doctors orders may not be as complete and long
lasting as physicians might hope. Furthermore, the use of
expertise also leads to increased personal distance from
the patienf, affecting both the physician's .concern for
the patient as a person and the patient’s perception of
the depth of concern by the physician (Johnson, ég. al,
1982: 145, .

One reason expert power 1is so frequently used by
physicians to exerf“éacial influence over their patients
is because it is enmeshed with legitimacy. Expertise is
based on the professional’s "genuine skill and superior
knowledge,” and on the legitimacy of the professional
role, which carries with it the right to exert influence.
This basis of power ié dependent upon its ability to make
the patient comply to the physicians recommendations—-

"Look do ag I say, after all I am the .doctor.”

This type of power has been described by Weber as "legal-—

16



rational” authority. Acceptance is arounded in the
recognition ef the physician role'as an offic;al position
‘as established by law or quasi-legal rules. Physicians
enjoy this +type of authority by virtue of laws goveréing
liceﬁsure that forbid the practice of medi ne by t%g
unauth&r&ged. Having the sole right to practice éﬁd;ws
physicians with the authority of the state (Haug % Lavin,
1983:10). -Thus, physicians can wield a great deal of
influence on the patient k@owing full well that . they have

. ]
a legally recognized monopoly in the health care field.

—

Health care often begins when the patient has a
problem that is brought to the expert. This is generally
reformulated by the expert after examining the pgtient and
giviné and analyzing tests. Throuiﬁbut' this diagnosis

- .
pericd, the physician is "in charge” ”of the probhgm—
solving process by wvirtue of experfisq and legitimacy
(Stone, 1979:39). This may be one reason wHy he or she
tends to concentrate on the medical aspects of the
problem, for which his or her legitimacy and expertise are
mést relevant. Inaeed pure expert power implies that the
patient is obliged to deo what the physician asks without
eveﬁ*questioning the logic of his or her request ("After
all, you're the doctor"). But physicians.using expert
power, by virtue of their medical +training and role, may

exclude from consideration other, aspects of the patient’s

life situation such as work commitments or child care that

17



may be critiEal determinants of the patients ability to

carry out subsequent recommendations (Innes, 1977:637).
G.C. Stone (1979:41) points out:

The expert often does nmot know and fails to ingquire
about the meaning to the patient aof such
consequences as pain, J4dmpairment of sexual function,
and embarrassment about public [or even privatel
display of therapeutic devices: -

useful article by Dr. Mary Howell (1973:2) lists
four \areas in'lwhiéh the professionalism docfors abserb
with their medical training is ié conflict with feminist
values and the "patiént as equal" moéel. .

1 Professionals learnm to be arrcgant and disrespectful
towards pecple. assumed to be less important that
themselves (eq. patients, receptionists, nurses).

2 It is assumed that as professionals, they deserve

their privileges (eg. high income, [sic. powerll.

Professionals believe that the knowledge and skill they

have acquired entitles them to exert control over other

pecple’s lives. This alsa implies keeping their
knowledge secret and mysterious.

4 Professionalism defines what is importanmt, wvalid and
scientific (e.g. which therapies are acceptable and
which "fringe"; which patients have real diseases and

N which are wasting the doctors valuable timed.

)

Under some circumstances, the use of expert and
Iegitimate\ power may actually | diminish feelings .of
personal contrel if patients feel that the doctor’s advice
and directions limit their freedam.. Acébrding to J.W.
Brehm, under these conditions people feei "reactance", a
psychological experience that motivates them to'restore
lost freedom and regain.,a sense of contraol (1966:43). This
type of reaction may explain why patients sometigés act
qgainst what would appear to be their best interests by

»

D —
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quitting treatment against medical ‘advice. These patients

may be attempting to. restore freedoms that they perceive
N

to have been taken away from them by héalth care

professionals who use expert power, especially when they
: -
are told to eliminate pleasurable activities, such’as

food, or drugs, that they feel are an impertant part of
their lives. Acceording tao Rod{n, lack of adherence may
sometimes be‘_an active coping strateqy on the 39/{Iof the
patient to ;estore-a lost sense of control (1982:63).

LY

The effects of a physigian’s expert power on a
patient’s perception of contral are crucial to understand

- I’

begausé these perceptions have significant health relevant
) ” .

outcomes. On the basis of sgcial -~psycholagical research
bearing on the differential effects of variocus sources of
power, one may expect that when patiénts comply because of
the expert pOﬁEF of the health—-care professional, they
will contrfbute their campliance to the, external
incentives{provided by him or her and will less likely

. . e
percex&e themselves as having personal responsibflity fer,
or control ovex, their own health-relevant actions (Rodin,

_,
198%5623. Thus, one can hgﬁothesize that this will prove
s .
disadvantageous to a patient’s short or long—-term health
care.
‘-
Another reported result of patient dissatisfaction

with their medical care as a result of their physicians’'

relying too heavily upén expertise, is that patients can

19
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often inflict serious ha;m on themselves. Patients who

discover they .are ill need much empathy and understanding~
and also attention to their feelings, concerns, and fears.
I1f their health-care professionals do not provide these

important aspects . of care and give patients both

reassurance and information about what will be done for

»

/\ime, sericusly ill patienﬁg-caq easily feel abandoned by

eir physicians. They are 1likely to reject the medical
establishment and seek non—-medical cures.

Beatrice Cobb (19540 examined.the reasons given why
some cancer patients reject the medical ‘profession (with
itg low but nevertheless existing ture rate for the
disease) and seek non-medical cures (for example,
religious healers or herbal curéﬁ, although a few
opportunists have recentl§ employed the use of bogu;
lasers which they tell patients can cure anything from a
hangnail to seriocus infections). From Cobb's (1954:69)
many interviews, she learned that these batients had
"little reassurance from their physicians and cther health
personnel and were not sure that all that could possibly
be dong would.ba done for them."

Proponents of the antielitist model suégest,in the
ideal situation, the patient should be able to rely on the

healtk—care professional for continuwed support and for

respee;, care and concern-- for them as a person. Patients

should be made to feel they are active rather than passive

~
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participants. In the ideal .case, the physician carefully
ggelains the medical . procedure to the patieﬁf. All the
attendant -risks are described, the expected results
considered, and a.trust is built up between physician and
patient.\ A ﬁoint decision is t::ﬁlpmade, and if the

treatment does not go as expected, the patient is informed

and takes part in additional decision making.

REFERENT POWER

Social researchers have been ‘questioning whether or
not the ideal case outlined above can actually be
realized. Recently, Rodin and Janis have emphasized the
use of referent power, a power base that they feel can be
particularly effective and that is not generally utilized
by modern—day physicians. Of all the sources of power,
referent power 1is probably the 1least used by medical
profession at  the present time. Rodin and Janis (1973:61)
define referent power as:

+«« the social power that is based on the target’s

identification ar desire for identification with the

influencing agent, upon & perception of communality
or oneness. Perseons have .referent power for those
who perceive them as likeable, benevolent,

admirable, and accepting, and their motivational
power derives from this source.

In other words, referent power is based upon the gatient's
identification with .the physician and a feeling of true

communication. Unlike expert power, referent power is very

effective in the social-emotional aspect of the physiciaﬁ;
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patient relationship. It 1is the use of this source of
social influence that promotes the new model of “patient
as equal" as defied by Elliott Krau%e.

When used effectively, referent power, does not
require surveillance and also has the advahtage- of
providing greater feeling of sgcurity-and trust on the
part of the patiént. It is a basis of power that was most
likely frequently used"by the early family-phy&:@s. The
skills of tramsmitting and receiviﬁé nonverbal

communic?tions seem especially impartant far the

implementation of referent power (DiMatte;?\l253f67).

Among the technigues 'thét5:socia1—psychalogfgk§

suggest physicians utilize to establish referent power is
the use of self-disclosure, thus, encouraging self-
_disclosure fram the patient in return (Rodin % Janis

1979:71): In this regard, the physician is to make salient

the similarities between himself or herself and the

-

patient, ﬁarticularly with regard to beliefs, attitudes,

~and values. Another technique 1is to talk and act in a

manner ‘that conveys & benevolent attitude toward the
patfent, an unselfish willingness to provide help out of a

g=nuine sense ofrcaring about the patient’s welfare. Still
L ¥
anather techniﬁue, which may overlap somewhat with the

BN
second way, is to “be seen as accepting which conveys to
N
the patient that "he or she is held in high regard as a

worthwhile person despite whatever weaknesses and

-
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shortcomings might ‘e apparent"  (Rodin % Janis, 1979:71).
In short, physicians should give positive feedback, accegt
feedback, and emphasize the patient’s health as a mutually
dgsireable geal. There is evidence that the physiciqp—
patient relationship can be facilitated just by having
the physician introduce himself or herself on a first name
basis (Johnson, et.' al, 1582:16). After deyelopfng

referent power, the physician can also apply similar
k)

techniques to brina about acceptance of appropriate

23

. L B
health-related behaviors and to perpetuate the effect Q\N

;eferent power after the patient has left the doctor’s
office. .

The emphasis on - referent power and mutual
relationship raises tHe general question, alluded ¢to
earlier, regarding whether ‘“compliance" with medical
regimen, with the implications of the term, is really
always desireable +to begin with. Ta some social
scientists, heavy use of  expert power to ma&e patients
cémply to doctor’s orders, suggests an authoritarian
relationship, &a one Qay influence process, which may be
incompatibie with the values of the patient. Failure to
"comply” is thus assumed to be the fault of the patient,
or of th; physicfént whe 1is not utilizing his or her
authority properly. Some health scientists prefer the term
’"édherence;" but even this suggests an automatic

acceptance. The factors that lead to vreferent power
¢



contribute to a two-way communication and influence

- nrocess —— perhaps sometimes it is appropriate for the
pat#ew&\to influence the practitioner. For example, some
1 .
1

-stu&ies have suggested that it is imp®rtant that female

\\\\_‘\ patients whose physicians recommend radical breast surgery

\ speak up and raise the possibility of alternative measures

(Johnson, et. al, 1982:17). ) >

Such concerns were reflected in feminist mov;%ents
of the 1960s and 1970s, alarmed at the hinh incidence of
radiﬁal hysterectomy and mastectomy and co%vinced thaé
doctors over—-treated and maltreated women patients,
mounted an open attack on  the médical prafession.
Feminists urged women ta learn about their cwn bodies, to
become less passive as patients, <and in some 'cases, to
treat rthemselve;\ rather than trust to male medical
practice.

An interesting innovation involving }eferent power
that may improve doctor—patient relationships Epncerns the
use of patients as instructors. Established physiciQns and

. \
physicians—-in-training usually do not receive any direct

/
feedback from their patients as to how well they are

conduc%ing themselves. As is often the case with the

fregquent use of expert power, patients are expected to

keeh silent wunless asked a direct question. However,
{

certain patients, especially those with chronic illnesses,

are in ‘an excellent position to evaluate how well a doctor

24



4Ei5 doing both technically and intq;personal}y, and they

may be able to help him or her improve.

/

In a recent study, patients, after receiving some

basic medical traitring were made availqble to medical
students. These patients, usually people 'who were
suffering from multiple sclercosis, emﬁbyséma( a heart
murmur, or - some othef chronic condition, were encouraged
to respond to and instruct tﬁe students., Some patients are
also willing and able to tell medical studegpts such'things
as: "their hands are too cold, they forgot to wash their
hands, or .certain mannerisms are anxiety proveoking”
(DiMatteo, 1982:33). In this way, medical students can
quickly learn through experience, particular skills in the
usewof'referent power thaf will enable them to effectively
meet the medical and psychological needs of their

patients. '
-At this point it must be noted that the emphasis on
a-néw model of ."patient as eqhal,“.and the use of referent
power and patient involvement in decision- making, should
not -be xinterpreted as asking physicians to deny their 6wn
responsibility for giving direction to patients. .The
patient’s expectations éf the relationship must also play
an important role. 0Often a patient apprecaches the
physician with a clear expectation and desire that the
physician will use expert and informational ppwer in
. P

simply prescribiﬁg an appropriate procedure. This {dea

25



will be discussed in detail in section two.

Expert, coercive, and reward power méy also be more
effective 1;han reﬁbrent power where feelangs of control
are stress ind&cing for the patien?, especially when the

~

individual believes that there are actions he or she ought

to be taking but is not able to initiate (Averill,

-

1973:292). Expert pdwer may. be especially advantagecus in
those instances where the patient would suffer from making

futile atﬁgmpts to~control health-relevant outcomes that

—

are uncontrollable. However, some researchers maintain

that the use of referent pgwer can.still play_aa impaortant

role under the4%bové conditions. ﬁebb (1986: 185 notes:

We [feminist health workers] face the contradiction,
too, of being "experts" and having a great deal of
power aver those who use our services. We may think
we have clear ideas about what would be the best
decision for our clients, and they may want us to
decide for them. Should we do as they wish® and take
the .decision,, or should we try to help them to bé
sel f-determining? Whichever we decide, we are using
our power over them and, as Carel Smith (1983) says
"even big strong dykes want to be looked after
sometimes!"” What we try to do is to share our
knowledge and skills with people so that they can
take decisions for themselves. And if they then
decide that they prefer a professional to,take
action on their behalf, they have made an informed
choice. ( - -

Furthermore, it has been suggested that referent

powar is likely to promote internalizaticn <wof physicians!

recommendations and adherence under conditions where

salient external inducements for . decision—-making are

absent. Internalization is - the propensity to perform a

recommended behavior even when one is removed frém time
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and/or place from the source of influence (Johnson, et.
al, 1982:62). One would expect that the c?rcumstances that
promote ipternaiization also serve to increasq‘patfents'
feelings of choi¢e and control because tgey perceive
themselves to be acting on the basis of internal, self-
motivated. norms and goals. Research in other contexts has
shown that greater feelings of control and causality
increase behavioral commitment and pl#y an 1important role
in facilitating ‘"adherence." These are added reasons why
the use of refe;ent power . may bé important influence
techniques for physicians to develop.

Evidence suggests that an emphasis on referent power
in the physician—-patient relétianship can also have
pesitive repercussions in preventive health-care (Rodin %
Janis, 13973:75). People are more likely to take preventive
health measures i1f they believe that they are actively
involved in making choices and in impleménting their own
decisions. Consider, for example; adherence to a long term
ﬁrogram for sub—-clinical hypertensiﬁn, which might include
keeping referral appointments, coming back . for recommended
medical checkups, taking prescribed medication, and
lchanging life-style factors 1like smeoking, diet, and
exercilse. F;elings of personal responsibility deriving
from interhalization of prescribed behaviérs should be

extremely important in such instances, because adherence

to the medical regimen cannot be monitored continucusly.
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Dieting is a especially good example, since patients do

_most of their eating under unsupervised coﬂQitions. Those
who engage in self-monitoring and self-reinforcement

appear most successful (ﬁahoney, 1977). S

In assessing the basis and effects of expert and
referent.pouer in thé physician—-patient relationship, it
is important to note that a patient is almost tétally
.reliant on refgrent power as a form of social influence.
Some health <care experts feel, when expert power is
exclusively relied upon by the physici;n, a.real problem
can arise. While typicaliy lacking expert bower, patients
can often feel intimidated by doctors who teﬁd to typify
the, ideal patient as someone wha is ablé to assess
symptomology with sufficient expertise to know which
conditions he or she should present, and when he or she
should present them to the physician. Some patients use
the legitimacy of_their sick role to extract attenticon and
increased time from their physicians. Using sick role
behavior may be a way of exercising legitimate power
(Joﬁhson,et. al, 1982:63) . However, patients are most
likely to use referent power 1in a patient-doctor
relationship.‘\They try to be likeable, édmiring, and
accepfing of their physiciahs. Since patients who are seen
as more likeable do get better health care (Lor%sr,

1975:217), this form of power is effective in obtaining

important health-related outcomes.
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In many circumstances, the family  .can play a
pivotal role in determining not only whether an iil family
member will receive care but, if:so, how the nature of the
care will be conducted. This is especially significant
when the serious nature of the patients condition removes
the patient from the deci;ion—making process. In such
cases, the patient’s family may be the best source for
préziding information concerning the patié;t’s'clinical
history. Desbite this, for some physicians, the members of
tne patient’s family are viewed as intruders to be
tolerated rather than as ‘important pecple to be included.
FPhysicians often feel ‘that the family's presence
complicates the picture. At 11 hours of the day and
night, they ask questions, peek in on the patient, disrupt
schedules, and offer suggestions.

Efforts to treaf iliness and promote good health can
often conflict with béﬁavior patterns and attitudes in the

home. ‘Thus, not infrequently, J.H. Marby (1964) has

observed, difficulties may be encountered in-coordinating

-

the goals of medicine with those of the family: .

As a result, some families may appear to be either
Jindifferent or uncocperative because the therapeutic
regimen prescribed has not taken a effectual place
among interlocking family practices, values, and
habit patterns (Jaco, 1979:77).

Health care experts suggest that the family, in one

way or another, should be involved in.the decision—-making

. D o
and therapeutic process at every stage of the member'’s

b
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illness, from diagnosis to treatment and recovery. The use

of refereﬁt power can 'bgcome very impartant here. Ruth

Purtilo (1984:261-262) notes _that sharing information and
LY

decision—-making power with the patients family is one way

of helping them maintain their dignity. She says:
They Cthe familyd - may respond to a health
professional’s suqgestion by saying, "That's
samething you can Judge better than we can," Lor
natl, but having been given the option of
deciding will help prevent them from feeling
completely disregarded when important decisions are
made. Those family members who recognize themselves
as part of a supportive context that alsoc involves
the patient and the health professionals are likely

to aoffer more, receive more, and continue to keep a
better perspective on what is happening.

& .

Overall, interdisciplinary research involving the
medical, social- science, and related health professions
suggests that - referent power, with i?s emphasis on both
the patient’s involvement in decfs{on making and the
patient’s health as a mutually desireable gcal, should be
the first choi;e among practitioners as a source of social
influence in.the physician—-patient relationship.-

Those who endorse a ‘"patient as equal" model feel it is
likely that contact with a physician who is using referent
power caﬁ rerce anxiety in patients. By giving
reassuran?e and satisfying the patients’ stress—induced
desire Ifor int;>bﬁif}na1 contact, a practitioner can

alleviate fear and velated emctional states (Rodin,

1982:61). This in turn may better enable ‘patients to
v

»
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attend to.and learn the information being given.

The findings and analysis that make up the content
of section two will examine what circumstances give rise
to a particular style of interaction on the part of both
the physician and the patient. Furthermore, the analysis
will discuss what circumstances promote a challenging of

opinion and mutual decision-making and what it means to
the patient in terms of having a sense of controal over his
or her health. Questions such as the extent and conditions
under which perceived control on'the parf cf the patient
is indgled beneficial will be invesfigated. Overall the
analysz; will focus on how and why the traditional and
antielitist models can work for certain people under:
certain circumséances as well as specify the effects of
the different bases of social power in the patient-—

physician relationship.



CHAPTER TWO -
THECRETICAL FRAMEWORK

Ta assess power and social influence in the patient—
physician relationship, I have used symbolic
intéractionism as a theoretical framework.

“Symbolic interaction" is the iﬁteraction\thab/{:kes
place ameng the various minds.. and meanings. thgt
characterize human so&ieties. It refers to the fact that
social interaction rests upon a taking " of oneself (self-

objectification) and others (taking the role of the other)

into account (Meltzer, 1375:1). In regards to the patient-

physician relationship, thsis,"others“ are mainly men - or
women whao have been trained to think gccording to

. masculine and traditional definitions o¢f health, and how

patients should be treated. This "scientific" perspective

~
often views a person as a disordered body whose

\N
mal functions are isoclated from the rest of social life,

. N
with its prescriptions of appropriate reoles and behaviors

. for men and women (Webb, 1986:183).

In the interactionist image, human b@ﬁngs are
defined as sel f-reflective beings. Human beings are
organigms with selves, and behavior in society is often
direcéed by the ‘self. As Meltzer (1975:2) states: "The
behavior of men and women is ‘Faused’ not so muEh by
forces within themselves (forces, drives, needs, etc.f; or

—
external forces impinging upon them (scocial forces, etc.?,

2
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but what lies in between, a reflective #nd socially
derived interpretation of the internal. and external
stimuli that are present." .
In other words, people are presumed to be active and
creative and self-determining; not passive recipients\of
e !

cutside forces. What is important here, concerning

patient—-physician relations, is that in many caseé.tpe

33

patient is not allowed of is unwilling to be an acfidé'

participant in making important health relevant decisicns.

:when physicians operate under the "patient as inferior™”

model, patients often feel they are not able to.exercise

.

their own judament about health care options and are
reluctqet te . overturn traditional profesqional—client
relationships. In other words, they are forced %o rFmain

"patients" in the literal sense - passive receivers of

-

what ofhers thgnkiés good for them. Thus, the fact.thaf
people are active, creaéive, and sel fadetermining does not
eliminate the'. power differences between doctor and
baﬁient, and may have no bearing on how relevant healﬁh
cut comes are arrived upone This is why ‘an examination of

patient’s perceptions of power and social’ influence in the
- o -
patient—-physician relationship is Fo important. .

Through the use of symbolic interactionism, "we want

to know what the acfors‘ know,‘.see what they see, and

-

understand what they understand” “(Schwartz and Jacobs

1973:7). Instead of viewing patients only in the setting

- -~rt . . -



of their face-to—face interactions with their physicians,
they must alse be seen in terms of their social and
cultural experiences. As Freidson (1962:209)-suggest5,
what goes on in the interaction-process between doctor and
patient may be influenced by the knowledge and attitudes
in the lay ?ulture from uhich the patient comes, and that
lay knowledge and attitudes are likely to differ from
professi;nal knowledge and attitudes:

The separate worlds of experience of the layman and

the professional wérker are always 1in potential

coanTE?’iith each octher.
A similar largument is ‘presented by éerry Stimson and
Barbara Webb (13975:33. They maintain that proEIEms-of
doctar-patiént cammunication should not seen as pu;ely
problems of the attributes of tﬁe two participants but
also as problems' of contact between the 1lay and
professional cultures from which each comes. Interaction,
as a social activity, needs fhen to " be expanded from
.simply the face-to—-face <contact. of doctor and patient.:

There is a need to move away from a bhggded microscopic
view of the communication dyad and consider the doctor-—
patiént relationship as a social process: the focus is
then on the perceptions of the patient and on the

interaction between® the patient and those people

Eéignificant others, including the doctor) arocund him or
’
her.

Mead's concept of the “process of communicaticn®



becomes important here. According to Mead,‘it is through
commdnicqtion that the self arises, but he also maintains
that it “is not simply a matter of taking in the
communicstion, but one of interpreting the intended
meaning (interpretation is wusually based on what people
"know" fpgm thei:_—lay culture and from significant
Sothers). The .group (ie. doctor-patient relationship)

therefore, is conceived as a bod of meanings which are
4 B

products of interacting individuals (Meltzer, 1979:45).

-

Though a sharing of meanings which develop in interaction,
the individual and the group become part of a larger
system, and both become, in the words of Cooley, two sides
of the same coin. Rather than simply being a present
conditon in béhavior, the group becomes a referent, a
symbolic Pdnd " in  the individual-society relationshiﬁ

(Meltzer, 1979:43). N

As & result, E'zs presentatign of the data and

-
Lol

findings attempts to describe the patients’ veocabularies,
théir ways of looking at "things, their sense of the
imporfant and the unimportant, and-so on. More precisely,
the data describes: how patients define the "patient role”
and to: what extent they perceive themselves to be active
and self—defermining; how patients perceive their doctor’s
definition of the patient‘role; what patients define to be

the doctor’s role;, how patients define the ideal doctor;

patient relationship (based on their expectations and-that
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of their lay culturel); and how patients hgndle conflict

that arises in terms of their perceptions of power

-

differences and poor communication between themselves and

their physicians.

Some social researchers maintain that it is very

important that physicians exercise referent power 1in their
relationships with their patients and be ;:lling to share
knowledge. As Peter L. Berger (1966:46) notes, “the social
distribution of knowledge Bf certain elements of everyday
life can becbme highly compLex and even confusing to the
outsider."”" He Says .most people do noet possess the
knowl edge to'suppésedly cure them of a physical ailﬁent,
they may even lack the knowledge of which one of a

bewildering’ variety o f medical specialists claims

Jurisdiction aver what ails them.

‘.

If the sharing of knowledge and the "process of
communication” 1s te be possible within the patient-
physician dyad, the .partic1pants, at the onset of the
relationship, must have a clear wunderstanding «of their

"roles in order for cooperation to be successful. Joel
rCharon (1985:106) notes that taking the role of the other
ie basic to human cooperation., To cooperate means to know
where the others are at, what * they are doing, and often,

what they are thinking.

To coordinate one's action with others demands a

certairr amount «f understanding where aothers are going.

@
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Cooperation at any lavel demands the simultaneous
understanding of one’s own acts and meaning of others?
acts.

Coordination requires that each participant be able
to anticipate the movements of the others, and it is
for this purpose that men who are cooperating watch
one another... anticipating what another human being
is likely to do requires getting "inside" of him
(Shibutani, 1961:141). .

Jhus, in the patient;physiciaﬁ relationship, there
must be people role taking = understanding and
anticipating each other’s actions' - if any kind of
cooperation is going to take place towards the'goal af
healing. *If we do not role take we are doomed to keep
bumping into each other, duplicating tasks, unable to
adjust our own acts to othgf's acts -~ all of. which of
course, makes cooperation impossible” (Charon, 1985:107).

According to many social researchers and health care

experts, the true sharing of meaning and role taking that

ensure a smooth "process of communication” is only

possible in an equal relationéhip in which neither patient
nor physician has more rights or privileges than the
other. This kind of sharing and equality allow open
discussion and mu;ﬁal questioning and challenging of
opinions. Through these processes, patients develop a
seﬁse of control over decisions regarding their health,
and-are 1in a bet%ér,position tg understand and aét:updn

!

the recommendations of their physician.
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CHAPTER THREE —
METHODOLOGY
Ideaily, data for a study of power and socibl
influence in the patient-physician relationship would be
gathered by direct . observation of the everyday
confrontafions between physicians and patients. For a
variety of reasons, observations Qere not. feasible, the

most compelling being the improbability of convincing a

large and diverse group of physicians to grant access to

’

their patient consultations. The ethical problems alone
(breach of confidentiality) were sufficient to dictate a

different methodology, namely qualitative semi-structured
interviews‘that focused on the subjective experiences of
patients. Since the actor's (patient’s) point of view is
of central concerﬁ- to this study (and to qualitative
socioleogy in general) it only made sense to employ a

”~

research strategy that takes this into account.
Support . for a qualitative methodology in studying
) S——
patient—-physician communications comes from feminist

research. For example, in 1977 Helen Robertshild Michele™

Barrett, working together on a sociological alysig of

women'’s consulting rates with their general practitioner,

took part in a workshop on qualitative methodology. They

found the experience quite useful insofar as énining an

insight into the subjective experiences of women awm

patients (Roberts, 1981:7-10).
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The actual interviews for this study were formulated

following the basic outline of Merton, Fiske, and Kendal's

(1954) The_Focused_Interview. The interviews examined the
problems and areas of concérn previously addressed. The
actdal interview questioﬁs, however, were.pct épecified in
advance. Utilizing'-merton's~ steps for constructing a
focused interview I developed an interview guide, setting
forth the majo: areas of inquiry into the patient-
physician relationship. The interviews themselves focused

N

on the subjective _experiepces of patienfs in order to

ascertain the;:\“definitions of the situation." The array
of reported responses to the situation (power and social
influence in the patient-physician relationship5 helped
test fhe areas of . concern ana, as Merton, Fiske, and
-Kendal (1954:4) suggest, to -thé extent khat 1t includes
unanticieated responses, c¢an give rise to fresh hypotheses
for more systematic and rigorous investigation.

The focused interview was most appropriate for this

4 .
study in that as a research. technique, it goes one step

-

the open-ended questions as in a structured interview. In

the focused interview, questions are also open—ended to

’

provide flexiﬁility and allow for unanticipated résponsés.
But in addition "the fécused interview allows flexibility
'iﬁterims of the questiﬁns asked" (Qailéy, 1982:201). Since
questions were‘.not yrittén in advance, they were tailored

to probe avenues of exploration that seemed to be yielding
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informa£ion -to problems in 'the patient-physician
relationship. The flexibility resulted in qugstions that
were really a 1long series of probes that investigate
deeply - into the respondent’s -mind .in an attempt to
discover their feelings and motives (such as patient';
feelings of inadequacy or "reactance").

There is evidence to support the contention that’
unstructured interviews may b; the best course of actioﬁ
when ocne 1is keeniy interested - in uncovering patients’
perceptions in the patient-physician relationship. Stimson
and Webb (19753108), who combined interview techniqu;s
with participant observations of doctor—-patient

.consultations, report:

We have used material on stories to illustrate one
way in which the contact between the patient and the
doctor is seen from the view of the patient.-He
found using our unstructured and sometimes
.unobtrusive techniques that much of the talk about
doctors contains criticisms and reflects conflict in
the patients’ relations with their doctors which was
not 0 evident from our surgery interviews and

observations. :

*

In order to rétain and retrieve the information from
the focused interviews, tape recordings were made. Tape
recbrding allow me to concentrate on the interview without
distracting the respondent by taking notes and still
.retain all that the respondent related. The presence of a

tape recorder may have beenrn somewhat intimidating to some

respondents, however, the retention of vital information

and the lack of distortion that tape recording provides.
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far outweighed this potential drawback. Any other problems,
associated with tape recording were countered by taking
notes, .as soon after the interview‘as possible, about wha%
emerged as meaningfdl and why. ’

| It is generally thought that no project in any
discipline can aveoid the proglem of a bias in selection of
research area and method. The choice of problem area and
methods f;r this thesis means that one side of the medical
interaction - the patient - is emphasized at the expense
of the other - the doctor. In 1975, Stimson and Webb
(p-vii> suggeéted that "there 1is a paucity of research
that deals with the patient as a person.” Since thgi
time, only a handful of researchers have studied the
patient—physician relationship from  the patient’s
perspective with the attemﬁt to reformulate theories and
ideas about the medical profession and pr&fessional—client
relationships. Thus, I feé1 that the choice to study. the
doctor—-patient relationship from the patient’s poiﬁt was
warranéed.

In writing about the intenéétio; process froé the
perspective of the patient, I was -intérested in what
people say they experience - their expectatibns, worries,
likes and dislikes, and -evaiuaéions of themsenggwfnd

their doctors. Everyday talk about doctors, 1like everyday

-

talk about any other social group, is often critical. bLest’

any reader of this thesis feels that physicians are'being

)

t

-
+ 1
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unfairly Jjudqed, he or she should be reminded that the

perceptions of the people who contributed to this study

are to be viewed in terms of what they indicate about the

relationship between patiehts and their doctors, and not

assessed at the level of specific cases of complaint.

SAMPLE

Seyentegn sub jects (seven males and ten females, and
all from the Windsor/Essex County, Bntario areal) were
interviewed for purposes of this sfudy. All subjects were
6f a lower to upper middle class backgrouné and were
between the " ages aof 22 and 55. The method of sampling
adopted was to divi&e an adult population into threco
categories of wusers: (1) recipients of frequent care, (27
recipients of infrequent care, land (3} « family members.
Each of these categories was composed of users who on

account of their di f ferent experiences had unique

r
v

attitudes towards certain "types" of phys:c:éns.

Interview subjects were categoriyed as “recipients
& ) ‘
of frequent care" if they had seen a deoftor or a number,of

doctors counting five or more tumo

more\prc?leﬁs. The "infrequent care" category was defined

J ‘

by those patients whe have visited a doctor less than five

-

N ’ L)
times in one year. "Family mbmbers".were those 1nterview

subjects who visited and consulted with a physician
}

concerning the health of a close relative (1.e. child,

-

ne,yeér for one or”

a2’
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mother, father). With regard tec this study, "family

members” were most frequently mothers who Er ht their
chi}dren to a physician. In fact, - all of the "family
member"” interviews were with women. This should not*be too
.surprising when one considers that women consult
physicians much more often than men. Roberts 1985:2)
reports, "Women go to the doctor more than men... and they
spend more time looking after othek peaple?’s health than
menr do." All but one of "fam?ly member " interviewees told
of .their own experiences with .physicians., This added

signi ficantly to//the amount of.data collected for this

43

study and also serendipidously provided an interesting

4

look into what some; wamen expect for themselve%:in terms
- - 1 . - '
of treatment_ frcmi,,ﬁheir doctors as compared’ to

expectations of treatment for their children. The findings

. -

on this point are recorded in sectién twd.

The sample itself was a snowball sample. The
- gnitial interviews provided a first stab'ag what was goiﬁg
on in the patient-physician relationship. in this firs£
stage, a few persons having the reguisite characteristics
(i.e. long and/or short term contact with a physician,
ei;her as an individual or as a family member) were

yewed. These persons  were used /A; informants to

The second stage involved interviewing these people, who

in turn led te still more persons were knterviewed in the



-

third stage. 'fhe. advantage of this type of sample was
that as a researcher, I could use my own judgement about
which respondents to chose and pick those that best suit
the purposé of the'study. At each stage, I attempted to be
selective.in choosing respondents of various ages who had
similar and diésimilar experiences with physicians thus,
haintaining a degree of sémple variability.

It should be stressed at this point, that the sample
used for this study is not intended to be representatz;e
of an entire population. It is, however, intended to be a
squective account of what scome people * are saying about
tﬁe power dynamics of “the patient-physician relationship.
It is this author’s hope that these accounts will provzdé
the readers of this thesis with an understanding of poweoer
and socia£ influence in the paéient-physxgxan relationship
from the perspective of thosd® who are most affected by
"good doctor” or "bad doctor" experiences - the patient.

LY

THE INTERVIEW

! I

The 1nterviews were conducted at the respondents’-

+
homes between May 2, and June 20, 1987 with the excepticon

of two _interv1e¢§\\that wer e conductéd on campus at the
quversity of Windsor., The duration of the'xntervieu;
v;rfed widely and ranged'f}om about a ﬁglf hour to one and
a half hours with the average being‘about forty minutes.

It was felt that the interviews were long encugh to allay
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anxiety and dispel any efforts by the respondent to gloss
over his or her probleﬁs. Certain factual questions
concerning age, occupation, and educational background of
the respondent, and some basic background questions about
his or her physician(s) were purposely put first .in.order
to disarm the respondents and ease them into the
interview. To accomplish the objectives of this study,
questions which gave equal opportunity for favorablé'and
unfavorable responses wére asked about many aspects of the
interaction process between pat;ent and physici@Q;/__ﬁ\

The advantage of the snowball sample for this study
wa th;t by the second and third stages, the task of
dispelling anxiety and establishing rapport with new

£

interviewees was " made easy by the fact that each of these

.

respondents peréonally knew someone  who had been
interviewed before them. Thus, certain concerns of

-

petential’ interviewees such as "is what I have to say

-

important enough?" or "how long is the interview?" were

aqdregééd before initial contact by this interviewer. This

meant that I need only repeat the explanations and

4 :
ass%fances of the new respondents acquaintance in order to

establish a quick rapport. Ffor the most part, by the

second and third stages of the "snowball," respondents

were very much at ease and quite cooperative.

N *
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. CHAPTER FOUR .

DOCTOR AND PATIENT TYPES ~
The purpose of the 1nterviews was (o ascertain the

attitudes and percepticons of patients to the wvarious

styles of interaction with regards to power and social

influence in the patient physician relationship. The study
was also interested ig how patients reacted following a

negative ' or positive experience with a particular
I

—’_///6;ysician. What I have done 1n analy-ing patient

46

responses, was to create a typology of doctars dﬁa}

patients that will help to explain how -and why
participants 1n  the patient-physician relationship behave
.the way they do. The doctor typalog; 15 1n effeoct, a list
of all the characteristics that pat:en}s percel ve about
the doctors with whom they interact. By the same token,
the patient typology presents  the different
chéracteristics that patie perceive  about themselves.
It was felt that by J:f:ulatxng a _typology baued on
responses from intErv1gw subJects,.one could g;t a bottgr

sense about what power and social 1influence mean to

patients as they i1nteract with “types™ of doctors.

'DOCTOR TYPOLOGY .
It.1s necessary <o ' stresc -that the doc‘%r types

presented herq are based on responses from 1nterviow

subjects and thus, they represent what patients report



-

about their doctor. This author chose to formulate a
doctor typology based upon patient perceptiqns; powever,
this typology should not be considered as the ultimate
system for labeling doctors. Indeed, one can be certain
that a doctor who i? reported to exhibit certain ;good
doctor” or “bad doctor" characteristics as evident én a
particular interview, may not be7labeled the same way by
all of his ar.. her patients. Nevertheless, the recorded
arréy of responses from patients about doctor "types®
gives us important clues about what makes physicians
"tick" as well as what characteristics and circumstances
during interaction will promote or impede a ﬁatient as
inferior or a patient as equal_model ~f communication.

As reported 1n the review of the iiteréture,.there

_ are two forms of interaction that dominate the power

dynamics of iapatient—physician relationships, namely the
. -

traditional or new antielitist models. Thus, in creating a
doc}or typology it was necessary to work with in these
models. From the various responses gathered ime this study
1t is appropriéte to define four doctor typé§:\\¢he
"Authoritarian” and "Doctor Ged,” whao operate within Q;e
%raditional mode of interaction, and "Doctor Nice"” and the
"Referent Do&to»," who operate under the éptielitist

L}
model .
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THE AUTHORITARIAN

. Characteristics of the authoritarian are generally
as follows: Théy tend to be heav} handed in the . use of
expert po;ér as ‘a means of in%luencing their patients.
This is usually coupled with a laqk of sympathy and/or
empathy as ’perceived by the patient. Authoritarian types
are Qqenerally labeled as unlikable, npnetheless, mant
pafients. perceive them as competent. "What 1s uniquely
‘interesting about the authoritarian is that their apparent
inability to convey a genuinely caring attitude 15 excused
in light of the fact that they are competent.gkilled
technicians. More often than not, the authoritarian 14 ;
specialist,fand others (friends Df_the patient, _nurses, or
mor e cémmonly, the patientS'famiIQ physician) are usually
%éspons&ble.for instillgng in the patient a sense of trust
in the physician’s competence. Since the authoritarian
often comes recoﬁmendedbfthey often do not have  to deal
with patient challenges, or 1n many cases, they feel théy
should not have to de;1 with patient concerns  and
challenges. Inforaatlon csharing 1n thig relafxonshxp 1%
tybiéally minimal. However, patients put up with this
style-of 1nteraction becauce QTQ;gq,pnrcnlved cepoerty e 01‘
the physician. The fallowing qQuatations i1lluntrate theoe
poin€§:'(Réaders should note  that tHroughout this thews

the abbreviaticon “I." :ﬁgﬂliixeg the 1nterviower -, -
e : N

questions), '



”
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Doctor M. he's a bastard he really is. The nurses
don’t like him, they- say he tireats women like
cattle, and he really does. When I was in to deliver
J. (patient’s son) I remember I was sleeping and he
started shoving something up between my legs
without even waking me. I mean I woke up with this
hook between my legs, like it was just igneorant.

He doesn’t acknowledge you or nothing. And I got the
impression like he thinks he's doing me a favor. He
wouldn’t even look at me. He zeroced in on between my
legs and that was it. It was F. (patient’s family
doctor) who came in and talked to me while this guy
was doing his thing. i

Did you voice your concerns about Doctor M. to your
5.P.7

Oh F. knows I don’t like him but he says he's goocd,
he’'s the chief gynecologist. Like I know Doctor M.
iz good, I don’t like his bedside manner, but I know
he's good. Well, to be chief of gynecclogy you have
to be geood,, like he cares about his job, but he
doesn’t care about what your thinking, -<he couldn’t
care less.

Another male patient has this account:

Well I had a terrible experience with C. Doctor C.’s
an orthopedic surgeon. I met him .through s.
(chiropractor) because S. said he was good. So I
went to him, but he’s got a terrible bedside manner,
he’s ah...like I’m sitting there with a lot of pain
with my knee and he does "Oh we're gonna haffta get
the fluid out” and he just, he has this long needlie
about a foot long, pulls it out and sticks it in my
knee and like I'm in intense pain, and he’s sucking
cut the fluid and I’m going “ahhh!" and he going
"why don’t you just keep it down, what’s wrong?" And
I say "Hey!, the fuckin'’ thing hurts, it's as simple
as that," and that’s/exactly what I said to him. But
I shook it off, . and he shook it off. But as I saw
him through time he’s...he’s real arrcgant, a real
prick actually, but he’s damn good, like I say; my
knee, I knock wood when I"talk about it, but it ™
feels good.

Authoritarian typeé are not always reported by

patients to be unlikable. The circumstances under which a

-

patient interacts with a physician "can play a critical

X
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role insofar: as how important such factors as a “good‘

bedside manner" or sharing information and »power are

-
concerned. To ‘be sure, patients  can have good experignces

\

~with authoritarian type - physicians when they enter the

*

relaticnship with clear expectations that the physician

uili use his or her expertise in prescribing an
apprﬁpriate treatmént'or praocedure. Consider tﬁe following
responée from a women suffering fram an 1nflammation on
her t&ngue who when to,visit a dermatalogist recommended
by her family doctor:
When I got there ; didn't care wﬂg&_he sai1d  or what
he gave me. I didn't care 1f prescribed dynamite,

Just as long as it cleared 1t udp. My mouth was oo
.sare. '

DOCTOR GOD {

The second of the traditiconal doctor types 1+ whom ]

refer to as. "Doctor Sod.” Fatients state that this type
N )
of doctor displays an omnipotent attitude and 1% highly

-

v
’

sensitive to any challenges to his orr her professional
diagnosis or d1rqi:ifn5. This sensitivity wignifacantly
3

hinders sharing of a1nformation and mufual decision-

king. This doctor type relies excluuively on expert

-
power and the legitimacy of his  or her ngfnsﬁzonal role

-
during interacticans with patients. -Doctor God types are
. . ~ . -

deemed unlikable and 1ncompetent by patients who percelve

these doctors to have a tota? lack of concern for thear

best 1nterests.

S0
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A woman explained her dismay with a Doctor God type

v

who ignored her questions and concerns about the chance
that her granddaughter could have eontacted encephalitis.
The doctor, a pediatrician, had earlier diagnosed the
child asihaving tonsillitis and admitted the child to the
hospital for treatment and observation. The.respondent
reported that the «child was not displaying ‘what she
regarded as typical symptoms associated with tonsillitis
as the was vaomiting heavily and one of her eyes had.beguh
to deviate, furthermore the child was not responding well
to-treatment:
I asked him “could it be encephalitis?" He
disregarded my questions completely, he said "don't
get hysterical on me." I said "I'm not an hysterical
grandmother and I’ve had a lot of experience with
‘children."” He said "there’s no reascn to look for

encephalitis:s”

I. Why do you think this doctor acted this way?

o1

My own personal opinion? Well, he seemed to me

indignant that I would suggest such a thing, and
after all he was. the specialist.... the nurses
assured me that he was a good doctor and I allowed
myself to be soothed by this until this day but I
became alarmed that he did nothing....He said "if
you think something’s wrong with her eye then you

. can take her to an ophthalmolog{st," which I did
do.

A As it turned out 'the <c¢child was' diagnosed by ‘the

ophthalmolegist as suffering from encephalitis. She was

b}

~treated and recovered in a London hospital.

-

While +typically a specialist, Doctor God types do

_not glways come recommended. In fact many of the Doctor

God types in this sfudy were doctors that patients sought

-

'

’.‘ 13
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out on their own or just happened across. in their search-

for treatment. Thus, one can speculate that some Doctor
God types.may in faﬁt{be authoritﬁrian types who did not
have the benefit of a recommendation from a signiffcant
other in the patient’s 1ife. Subsequenfly, Doctor God

types are quickly condemned for inappropriate behavior and

-

‘A{?r failing to meet the expectations of fheir patients who
. \

often have nothing else to build a basis of trust 1n these

physicians ocutside «f the nature of the “interaction

itself. The folleowing example'1llh5trates this point. A
waoman who had reinjured her back Ln a fall only daysﬁaftér

a spinal fusion coperation happened acrass the doctor who
was filling in for her vacationing family doctor:

This doctor said "you have a brace on." I nay
"yeah." He sa:d "well you can’t hurt your back.™ I
say "if I can’t hurt my back than why am I 1n pain™"
"Well you can’t-hurt yoursel " he said, and wouldn't
check my bachk.’

I. Did you insist that you were i1n real pain™

Oh yes,.I said "don't tell mé I can't hurt ayself,”
bu@ he wouldn'™t check me, so 1 said "get me X-
Rays." That was.not necessary he felt.

I. How did you feel about this?

Arngry. 1.just expected more from him, eh. He treated
-me like everything was emoticonal.

DOCTOR NICE=

This particular type of deoctor 15 the mosnt common

« type of doctor that patients 1nteract with. Typically o
\’

hd N

G.P.,%(less frequently a specialist in terms of recorded

S2



responses in this study), Docfor Nice types use expert
power in combination with“éome of aspects of referent
power. -‘They are generally sympathetic but not alwéys
empathetic, that is, they do not read?’i} identify with

their patients insafar as understanding tﬁe reality or the

4
meaning of a condition from the patients perspective.,

Patieﬁts report that® Doctor . Nice Types are '"good.

L4

listeners" and are likeable in spite of the fact that they
are often rushed and cén not spend the desired amcunt of
time that a patient expects or wOQId like. Fu% the most
_part they share 1nf.rmat10n with their patients when asked
dzrect questlons but do not usually’gtlunteer 1nformat1on.
This type of doctor is apparently dpen to ch%llénges_ét
S least in térms of listening to the patient. However;
-mutualiﬁdecision—making isg mﬁnimal with the physician
preferring to limit the aiscussion o* options and choices
. . P

~ .
for the patient during interaction. Theiﬁ&\level of

" competence can be perteived as either high or low, this is

usually dependent on the patient’s expectation for a cure.-

[y

A male patient'reports{ -

You know, he was bubbly at first. You know, like he
.,A/ could communicate, his communication skills were

good but he didn’t do anything for me, that’s what
it basically.hog;s down to.

) The following two responses are further examples of

- i .
interactions with Doctor Nice types:

I didn’t know much about him at first so when I ~ent

to see him I was kind of nervous, kind of scared I

didn’t know what to expect from hlm. But as .soon as

>
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"I got there he kind of fintroduced himself, he’s a
quiet man right, he's somewhat quiet. But the first
day I went there he made me feel like I knew him for
) years -and years, like we just sat down and talked.
(Male patient about his specialist).

Pl

He treats me like I'm a somebody not just a nobody,
and .he knowg I have at least a little something
upstairs. Like he can talk to me about what

he's doing, I'm a person not just another
number...he respects my opinion and what I'm' doing.

I. How is he at sharing and volunteering information
with you? .

.

Really good, yeah super, he tells you éverything. and
anything you want to know. Well, not everyéhing,you
want to know, it’s what you need to know, you know?"
(Female patient about her pediatrician)d.

THE REFERENT DOCTOR | N 4\\/>
The "Referent Doctor", the second. of the antielaitist
types, is the closest to what patients define as the
"ideal type" and epitom;zes the patient ag equal i1deal 1n
doctor patient relationsbips. Relying ‘on referent pquer
during interactions, Referent Doctor types a?e-pnrce:vcﬁ
to be good listeners who display a sense of sympathy and
empathy. in identifying with their patient wvho define them
both as likable and competent. Fatients report that they
app?eciate the manner in which Referent Doctor types share
and volunfeer information. That (s, information transfer
is not limitec to diagnosis and recommendat rons, Referent

Doctors will initiate discussions with their patlient about

the risks of a certain procedure, side effect of
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pré;cribed drug regimens are explained, and options and
¢hoices concerning treatment are explored.- The physician
encourages a high degree of . mutual decision-making wﬁera
.there is a sharing of knowledge, a challenge of opinions,

open discussion, and mutual questioning. The following two
. /

quotations are a selection of responses about referent
doctor types:

I've had a really good relationship with my doctor.
He cares! He thinks and cares about you. He thinks
about you before he makes any decisions on what kind
of treatment I get. He’s thinking of my welfare.
You’re not a number or anything like that. He's
looking after. you as a patient. (Male patient about
his orthopedic surgeon).

And:

Doctor H. is excellent. He’s very thorough. He
explains everything to you, what he’s doing,he tells
you what he finds, and what he can do about it. I
said te him "look I'm 'going to tell you exactly
what my problem is, and I quit going to the last guy
cause all he wanted to do was give me pain pills.”
So I told him about my back problem, and he Just
really listened...he’s not a pill pusher at alg, and
I like that about him. He tries to find out why your
having a problem and he tries his best to correct
it. (Female patient about her G.P.).

There does not appear to be any difference in the

frequency of reported Referent Doctor types when comparin
S g

-

general practitioners to specialists. This is somewhat
/
interesting when one consliders that in this study most of

the reported "Doctor God" types are specialists.

4

Therefore, it appears that specialists tend to dominate
- r

the extremes ofthe traditional and antielitist models in

nt relationships. ' /

“doctoi:pat'
.

//_/”“ -
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E*PLAINING DOCTAOR TYPES

Erving Goffmgn—(1959) has suggested that managing
and manipulating impressions; and conveying a competence
one would like to be believed and accepted, characterizes
interactions where participants desire to be successful.
Individuals and groups maintain fronts conveying certain
impressions and covering up less hesireable aspects of
personality and behavior.

Though managing impressions and role playing ;re
basic parts of the sociological drama, they may be more
obvious where participants perceive a potentially critical
and condemning audience. This is Sbvious when the audience
(patients) has high expectations for others (doctors) and
expect if not demand, di;plays of competence, especially
when those assumed to be competent control'the situation
and act 1or ‘make decisions affecting the ,well being of
others. The affected parties then K look for cues and
indications of “‘personal and or collective (instituticonal)

>
competeﬁce and practitioners-organi:e a carefully managed
presentation of self to create and sustain a reality of
competencg.j Patients look fo; competent advice _and
;ssistanqe and want to believe they will get it.
Conversely, physicians want to convince those ‘- they treat

that they are indeed ccmpetent andatruiévorthy, and that

the patient can confidently allow them to diagnose,



p;escribe and intervené to affect the patient’s condition
(Haas.and Shaffir, 1977:72-73).

It is interesting tc compare aﬁd lcontrast doctor
types on this point. It seems that traditional doctor
types are less concerned about creating a realify of
competence, Bssuming that their patients will view this as

a giliven during interactions. an the other hand,
'] .

antielitist types ‘use.techniques such as being attentive,

answering questions carefully, . anﬁa‘trying to convey a
genu%ﬁe sense of concern. for their patients. These
techn}ques instill in a patient a trust in the physician’s

competence. Buf traditional types of doctors rarely seem
., 4 .

. to use *these technigugs and, -as patients report,
. ) . .

(specifically with "Doctor'quf-t;ﬁés) can actually cause
pétients to deem them incompetent by virtue of their poor
behavior.

What mechanisms allow physicians in their

institutional roleg to carry ocut behavior they themselves

i s

.would probably condemn if these loccurred outside the

institution? One reason may Ye that such physicians may'
be receiving false feedback concerning their own worth and

expertise. .Because of the resources they control,
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y i
physicians may find that +their ideas and opinions are \\bfﬁ\\‘

readily agreed with and that there is no need to create a
reality of competence. David Kipnis (1974:96) notes:

Public compliance may lead the powerholder to
believe falsely that his ideas and views are

{



superior to those he% by other persons, when in
fact compliance is b&sed not on the superiority of
his ideas, but on the superiority of his power. In
addition, the powerholder’s view of himself mpay be
further distorted by the flattery and well wishes he
receives from the less powerful Yho are anxious to
keep in his good graces. If it is not recognized as
such, this flattery may also contribute to the
powerholders ideas that he is scmething special.

Another plausible reascon may be that some physicians

believe that the institution of medic<ine has granted them

their

absolution 1Em their a{;;, and that they are "only doiﬁg

~ - tmae

-

duty," as they were trained to do. Studies of

professional sacialization (Becker et. al., 1961; Hloom,

1973; Dlsen and Whittaker, 1368) have shown hdw traincees,

-

such as. medical students, adopt-a professional i1mage as

they‘proceed through the socialization experience. These

. . ‘ . <
studies show that the sacialization experience 1nvaol ves

4

\\x;f learning épecific"skills and techniques as well as taking
Wl .
b

on an occupational «culture including a new or altered

identity. Haas 'and Shaffir (1977:72) note that medical

N -

students leave the lay wcrld and join a mar ket _dof feront

one.

v
The separation invoelves an alteration of biography,
status and unity. Frofessiconal, particularly medical
student, sccialization, 1s  traumataic because the
separatiaon i1ncludes not only leaving one’s past (lay
culture) but moving to a position and role accorded
great power and prestige. ot

Thus, professionalism, as observed through the eyes
r

of the respondents 1n this sthdy, can involve the adoption

and manipulation of a set of symbols and symbolic-behé@zor

to create an imagery of competence and the separation and.

P
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evaluaéion of the profession from those they serve. In
cther woré%, for some physicians, t;e goals of a patient
as -.equal model in doctor-patient communication can
conflict with. their background and understanding of a

T e

physician professional role.
4

PATIENT TYPOLOGY .-

From the array of respoﬁses'from interview sub jects
about their experiences, one can define four distinct
interactional types: (1) the "Passive Fatient," _(2) the

"Active Patient," (3) the "Demanding Patient,” and (4) the

"Consumerist Patient.”

/.

r

fHE PASSIVE PATIENT -

Characteristically, the "Passive Patient"” is
inactive:Huring the interaction process with a physician.
They do not usually seek information on their an; if so
it Hi minimal. Such persons like to "chit-chat" with their
physician but do not always define this as an important
part of the interaction process, although éome report that
it can help to-put them at ease. Passive Patients do not
ask many duéstions during consultations, instead they
rprefer or expect the physician to ¥se their expert power
in prescribing an appropriate treatment or procedure.

Trust in their doctor’s competence is generally high,

where "good doctors" are described as someone who can

A
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golve or cure the patiént's:'problem. The following

. <
quotation is from a male patient about his specialist:

And then one day I asked him, you know, "what
exactly did you do?" because, you know he doean’t
talk much, right. So I asked  him, he' sat down and
showed me exactly what he did, Qhere he made all
-these incisions, and he alsc showed me/...

I. This was after the operation?

This was after the operation. And he said what could
happen if my colitis acted up again, like as far as
removing all your bowel and like even removing part
. of your ass, right, stuff like that. But he did a
thorough job, he really did.....at first I didn’'t
know what the hell was going on, right, but later
. wihen he started to cue me in a little bit, and
; when I started asking some questions it started to
fit in, it was like a puzzle almost. I expected
to get cured. I didn't expect it to take five years,
you know. I don't know, I had high regards for the
guy.

It should be noted that some Passive Patient types
can become more actlive during interactions with thelr

physicians if they feel their problem is serious enough'to

warrant them becoming'morc'in;olved. It is 31:0 necessary

: !
to mention at Pass}ve Patients can’' sometimes be persons

who report that they are normxlly_auitgyactive during

. consultations and eximinqtions but become inactive in
situations such as they are experiencing pain, or they

feel their illness is not so serious that they need to -
receive and ‘sﬁaro information with tHiit-physicians. A

woman who was suffering from a fOrm of throat infection

and went to her doctor for penicillin had this to says

I told the doctor 1 had stopped taking calcium and
he gave me a pamphlet to read to help me underistand
‘how some women need calcium so that maybe I'll



change my mind.
I. Did you discuss taking calcium with him?

No. I ‘'felt really sick, and I just wanted to get
this thing over with. I wanted him to say, "ves take
penicillin, goodbye." But meanwhile, I also needed a
booster shot and he decided I should get it while I
was there: You know, I didn’t want to get it thenm I
Just wanted to go home. But he gave me the booster
shot and I didn’t want to get into any meeting.

-

THE ACTIVE PATIENT ' -

£ .
Active patients expect a high degfge of interaction

61

with their physicians in terms of informétion transferﬁ?’

This patient is an information seeker who usuai}y qoes to
the physician armed with a list of questions as wéll as
some kind of self diagnosis based‘upon literature they
have encountered. Perceétions af a physician’s éompetence
usually coincide with the degree to which the physician
recognizes and allows the patient to test and userthe
information they have gathered: The physician who
encourages the Active Patient to communicate their

-

ﬁhowledge and concerns where decisions affecting that

patient’s health are to be made are defined as "good

doctors." Other types . of doctors are described as "bad
doctors” or “just O0.K."" Obviocusly it is ahtielitist

doctor types who works best with the Active Patient.

A woman who, 1is an Active Patient type, had the

. e N
following c areport ° about  her .general

practitioner:



‘s

One of the things that really characterizes my
relationship with Doctor M. is I feel he really
//respects that I care enough to become knowledgeable
7 about what’s wrong with me or my children, or
whatever... and he really explains what’'s wrong,
like he really feels that I'm bright enough to
understand, and he tells me, and I really value
that. He said to me, you know. - . he found cut about -
a lot of stuff from me .about it because I really
read and re!} and read everything about cleft palate
praoblems. . - ’

ch

_THE DEMANDING PATIENT

Thisg 1nteractioqal type combines the unidue
- ’
qualities. of having little ConCcern for gathering

information or uitﬁl mutuai decision—makihg while at the
same time ﬁlacing high d?mands on o a physician'é time.
Demandiné Fatient types enjoy the socializing aspect of
doctor—-patient interaction and value the physician who

will listen to their problems. They define most doctors as

competent, but are most satisfied with the dact3; who will
také” the time to listen -to them. They are generally

compliant with the doctor's orders, but again, they will

.

adhere to a particular recommendaticon more readily if they

felt the doctor did not rush them and 'fistened to them

-
-

during the consultations and displayed a genuine sense of
concern. The Yollowing quotation is characteristic of the
Demanding Patijent type:

I feelf that even if you’re Jjust going in for a
physical, the doctor should be generally open and
courteouﬁ with you, 560 you're not just another file
in the file cabinet, that sort of thing. . Now the
doctor I Jjust went +too, he was interested in what
I'm saying. He's got a lot of patients, but he

still, after looking at my file, asked me about how

62
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" 1 was doing. I heard he was good, and for my
standards I thought he was very good.

I. How would you describe the ideal doctor-patient
relationship? '

c

Well, ome where there’s open communiéation. One
- where there’s real concern, one where he’s not
‘staring at his golf clubs in other words. The
relationship I have with this doctor is what . Ird
describe as ideal. As far as the patient goes, if
you believe wour doctor is right then you’d best
follow his advice or you’ve wasted your time. (Male
patient about his G.P.) -

- / .
THE CONSUMERIST PATIENT I

This "type" of patient has most of Eﬁe interactional-

characteristics of the Active and/or Demanding Patient

type. The important difference here, however, is that

unlike any other pétient' type, tﬁé consumerist will not

simply label a physician "incompetent” or "unlikable" if
he or she fails to meet the patient’s eépectatioas, but

will instead shos around for a physician who does measure

up to their standards:

Well I feel if a patient can't talk to her doctor
and have a one to one, then she’d better ook for
another doctlor. I mean you have to feel comfortable
with your doctor. I think that after two or three
visits with a doctor and you’re not getting what you
want, he's - not going to change, then you should go
shopping for someone else. A doctor can give youl

- the best surgery around, but if he doesn’t have a
good bedside maRner, umm, I think you need to have

* that too, and I think you can get both.

L4

It is important to note that, not unlike doctors,
patients do noﬁ’always stay within the boundaries of one

particular "type" of character. As alluded to above,

1

&3
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patients can_  adopt characteristics of other interactional

types dependent upon the nature of their condition or “how
. . =

they feel ¥ at the time of an interaction with a doctor. It

is also i%;sﬁfant to note that most of the patient types

have very similar ideas about what the ideal doctor-

"patient relationship should be like. The majcrity of the

inferviewees report that all or moast of the

characteristics that define the patient as eqda].model

constitute their description of an ideal relaticnship with

a physician. However,  this author has found that <uch
ideas, qnd' what patients actually experience during a
éénsultafion'ulth their physicians,' are not always 1n
agreement,. nor do they always have to be for certain
patients to vepopt of ‘“good" | experiences with their

physicians.

THE THREE STAGES OF INTERACTION .

Nearly everyone goes to '5ee the doctor at one time
or anqgsﬁﬁyﬁand nearly everyocne 15 at sometime or another
a péiiizzj tc a doctor. There are magy problem; for each
participant in managing the 1nteraction as a social
activity. Life, as Goffman (195@:243) has sa:d, may not be
;uch of a gamble but i1nteraction is. Far example, for the
doctor there may be praoblems in eliciting what he feels 15

adequate information from the patient. For the patient,

there may be problems in getting across to the doctor has
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or her view of what the problﬁm 1s and what he or she
feels should be done about it. I Qi;l tHerefore treat the
patient-physician relationship as a problematic encounfer.

Interaction between doc;or and patient can be seen
as a spe§i31 type of sbcial encounter in which one person
seeks information or advice from.anothér. It is akin to
focused interaction (éoffman, 1961:7) "insofar .as boéh
parties sustain for a time a single focus wf _attention.
Interaction with a doctor is distinguished from everyday
conversational  social acts in that (1) it is
geagraphically and temporally inflexible: interéction
usually takes place at a certain place and at a certain
time; (2) there 1is specificity: the advicé will be the
éeascn for the interactiﬁn - other topics may be raised
but only -incidently; and as Waitzkin and Stoecklé (13972)
point out, there is usual;y a competenie gap.between
advise giver and advise seéker.“

(L3

Gerry Stimson and Barbara weﬁb‘ did a study of

Al

doctor-patient interactions conducted at the mMedical®

Sociology Research Center, University College, Swansea.
o
They extended the social activity of consultation

temporally and consequently _Sspatially. They included in
their study, gctions outside the face—fo—face contact of
patient and doctor, but with reference to that contact.
Using Stimson and Webb’s study as a guide, I have divided

the 5roc%§£ of interaction ~between patient and physician

. . "
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into three stages: thé stage "prior to the interaction”
which includes the expeétations of the interaction, and
" the preparation for the interaction; second, the “face—-to-
face interaction"” of patient and doctor when the q&tual

interaction took place, which includes the performance of

patients in presenting their self and their problem#, the

strategies of interaction used by.patientsﬁénd physicians

inAregards to the use of power and social influence, and

4

the axpressive and communicative . aspects of the
relationship; and_ thiré,' the period "after the
interaction, " during which the patient makes senéa of

what happened, reviews the consultation and the doctor'’s
actions, and makes his or her -decisions about treatment’

and approR;iate'Eou;se‘pf action.

»
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. CHAPTER FIVE

PRIOR TO THE INTERACTION

L 2
That somegne has decided to consult a physician

e

implies that they have some ad!ﬁcipation'or expectation‘of

what the doctor will do; at the very least, an expectation

.that the aoctor can take éome action on their behalf. It

is necessary to consider the prior anticipations and
expectation of the patient in the period 1leading up to

consultation because these provide the initial orientation

- to face-to-face interaction with the dodtor and may

conseguently influence the course of the rel tionshib.

-

It is assumed that when a patient has decided tec go
to the doctor, that person has come to see a visit as

appropriate for their problem. However, from the material

A
recorded in this study it is apparent that people do not

always know when they aré ill or not, or if they are ill
what a:Eidns should be taken.

I have found that "others" may help a person define
what preblems call for medical attention, as well as affer
advice on what actions the patient should take. The
importl e of others has been stressed . by Davis
(1963:168%: e

...é considerable portion of the individuals health

and illness experiences takes place in locales and

with the persons far removed from the guidance and
control gf institutionalized medical authority — in
the home,” at work, with kin, friends, neighbors and

others within the person’s routine orbit of
existence.
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It appears that advice—-giving can play a crucial

part in the decisions surrounding illness. Feople may be

told that they "ought” or ‘'should" go to the doctor,
-

"challenge" their doctor, or "get a second pbdnion." One

' ' . % ' .

male patient reflects: ' .

My friends were telling me to get a second opinion,
so I talked to my family doctor and then it took me

a long time to say to my Doltor L. there,
(specialist? tao say "hey, you know, I want to go for
a second opinicon.” But then, you knpow he said,

"L., you know what you want to do, and 1t's qood to
get a second opinion, I don’t blame you at all.”

The patient then goes on to say:

But then all these nurses and that, they were
telling me '"he's one of the best, he’s one of the
best,"”" and I said "yeah, 1 know, 1 know," so 1 said
forget it, I'm not going for a second opinion, cause
well, I respect the guy and, you know, I had a lat

of trust in the guy, I really do and I respect the

man a lot....I mean. I never thought he couldn’t:’
perform this (operation) well, it was more everyone
else telling me what to do, like get a second
opinion, instead aof me just saying, "hey ITve knawn
him for such a 1long type, he’'s a qgood doctor.”
And that's what I finafy said, "I'm in your hands,”
you know, "do whatever vyou think is right." And
that’s exactly what he did.

This example points out that-;ome doctors can have a real
power advantage over patii;ts when that doctor comes
recommendé%k or when ‘"others" whao shar; a similar
professional role act on the physician’s behalf to instill
in- the patient a sense of trust 1in éhat‘“doctor’é

competence. Patients oaften surrender a big part of their

potential power to influence a physician or to take

&8

control of their own health by forfeiting their right to

challenge, shop around, or get a second opinion. In the



above case, the patient, who presented himself to be a
Passive Patient type, was pressured by his friends to be
more of an active consumerist. However, friends, who are
indeed significant others, usually do not have the
legitimate or expert power to be able to influence the
patie?t. On 9‘; other hand, relative strangers (nurses in
the hospital where the specialist works) by virtue of a
shared professional role with the physician, are able to
significantly influence the patient and can, as the above
example shows, make patients compliaﬁt and accepting of
their physicians.

With further regards to advice-giving, reference may
be made to other people’s experience with a similar
problem, as a comparison, or to what is known to be "going
around at the moment." Again, such reference can have a
critical effect upon a patient’s expectations about

)
interactions with their physicians:
- .

I used to tell him all the time about people I’'ve

met and talked to and tell me about people who have

Crohn’s disease and they do this and they do that.

Like I heard of this guy who's got colitis and he’s

taking this pill, he told me the name of it and I go

up to the doctor and say, _:yey doc, what do you
think of this pill ‘“here? This guy takes this pill
and he doesn’t have pain, he doesn't have diarrhea,

get me on 16."

For the patients who do not seek ladvice from others
prior to interaction with a physician, many report that

they should be able to judge for themselves the

seriousness of thqir problems, and that doctors expect

!

C
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them not to consult over trivial‘matters:
Sometimes, because my parents don't speak English
and stuff, I gotta be "Miss Interpfeter" for them,
so you gotta listen carefully and you gotta ask
questions. But it’s a pain because I gotta be the
in—-between—-person and I hate being the in-between-—
person, so even when it comes to me I, ohh, 1like I
don’t want to feel slike I'm pestering anybody,
that’s Jjust me, I hate pestering people or bothering
people, it’s like "don’t worry about it."

Another female respondent states:

.

Well my problem is I don’t always go to the d;ctor

for a yearly checkdp like a person should....l

usually go when I have two or three things 1 want to
have checked out.

The second response] indicates that some patients may
actually "sa;e up" symptoms or problems before they feel a
visit to the doctor is warranted. Patients (most commonly.
FPassive patient tybes) can surrender power to pﬁysicians
by limiting their guestions and general activity level
during interactionélwfhus, phy;icians are often given an
advantaga'in the power and social influencq,aéﬁect of the
relationsgip by patients who feel that fheir problems and
questions are needless imfringements on a doctors valuable
time. Consultétion is not theref ;e always an immediate
solution to a patient’s uncertainty about a particular
illness or problem.

In most cases, the decision to consu}t is reached
because the fhoctor is seen as Qgind able to take some
action on the patient’s behalf. The doctor can act in many

ways. A5 Stimson and Webb (1975:21-22) point out, doctors

provide services that the patient 1is unwilling, or

J')

70



. -

. !

believes is wunable, ‘to provide for Himseif or hersel f:.

specialist .information about physical or psycholeogical
problems, emotional support, and access to valued
resources, including treatﬁent. As I will peoint out in
detail later, the'doctor’s_power to provide these services
means that they have great contreol and iﬁffuence in the
contact between themselvesl and their patients, although
the patient too has ways of exerting control and
influence. However the element of uncertainty in the

decision to consult, and the uncertainty that the person

usually feels about their own medical condition, adds to
i

b
the control that a doctor can exert.

Before going to see the doctor, patients think about
what is going to hahpen when they are in the doctor’s
ofifice. Anticipating. the _encounter, and in particular,
anI?Eipating the possible problems that may arise, allows
the patient to prepare his or her part. Preparation meéns
that patients go over in their minds what they are going
to sayﬂand how they ére geing to act when they meet the
doctor. As one male pa%;ent stated:

By now I pretty well/ know the line of questioning,

you know, what they!? going to be asking. So I try

to prepare myself by keeping notes of things that
happened to myself and +trying to remember dates of
when I was last sick.

One of the problems that maybe anticipated by'fhe
patient is that‘ beir]g able to remember all that he or

she intended to say to the doctor. For example the doctor

~
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may be perceived as rushing things, as this woman reports:

I like to go in, sit' down, tell him what's wrong and
leave there having all of my questions answered, and
not saying '"gosh I forgot to ask him this" or "I
forgot to ask him that."”

.

’

I. Have you ever left his office in that state?

Oh, constantly. I qei .- there and he’s always in a
rush, in and out of the room. You know, "Hi how are
you?", blah, blah, blah. And you'’re going "ahhh"
like that ,and he's gone. And you walk out of there
and say, "gosh I forgot to ask this, I’11 have to
ask him next time I go, and then the same thing
happeps. It’'s like he’s so busy.

By preparing, the patient-to-be can try to make sure that
all the'important matters are remembered and discussed
with xhefr physician. Far some people this i1s an active,
well thought out practice:s

I like to bringg a list of questions and usually
check things off once he's answered it, and write
down the answer what ever it is... Sco I know for
sure, and I don’t forget to ask things.

Ancther female patient had this account:

The patient should have some kind of outline before
they go to the doctor. I bring a list of questions
if I know I’'ll have a lot of questions, because
sometimes you’ll go home and think “oh, I should
have asked him that." So if it’'s other than just a

neral checkup I think you should have a list...If
you don? 11 the doctor what's wrong he'’s not

rﬁ‘ﬂ,,_;>going to ™now, he can’t tell just by looking at

you...and a 1list helps me remember. You know,
sometimes you get nervous, so you can just glance
down and your questions are there. It makes me
feel like my visit hasn’t been wasted.

We see once again that the circumstances surrounding

the patient’s decision has a direct. impact on their
‘l—;
behavidr. In the above case the decision to bring a list

d
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of quedtions to discuss during interaction was dependent
upon the patient’s perception of the seriousness of the
problem. For purposes here, it is sufficient to point out
' that these and other less conscicusly thought-out ideas
become part of the framework of face-to-face interaction.
1t was found also that information gathering prior
to a consultation with a physician can provide the
foundation to the interaction process once a patient
.enéers into a relationship with a physician. Many patients

rebort that information they "have sought outside of the
patient—physi&ian relationship made them identify symptoms

e .
more readily and gave them a - greater awareness of the

treatment options available to them. These patients stated

A
that by becoming more informed they felt less anxious
about their problem and less intimidated by the physicians
they interacted with. DOne woman states:

There is a technique called bibliotherapy, where
when you have something wrong it’s therapeutic to
read, read, and read everything you can get your
hand on. And for that period with my daughter, I
read everything I could get my hands on on her
specifiq problem. That's how _I deal with the
unknown, it becomes known. And once you know it you
start to cope.

Information gathering,( as & strategy for exerting power.

and social influence, and the extent tq_ which pétiént
report that it gives them a sense of control oyer'health
related outtomes, will QE explored in greater d?tail in
Cﬁapter Six.

Stimson and webb (1975:30-31) claim that
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“expectations” about the interaction and action vary in

the concreteness with which they are held or expressed.
For example, some‘people d; not expect to have to define
their expectétions; they may have the idea that in some
;ay the consultation as.socia; interaé%ion will take place
and that_the-doctor in some way will be able t9 act for
them, but cannot be more spécific about this. The} suggest

that some people will maintain that it is not their place,

as patients,

to prédict what will happen. This researcher

found thig claim to be quite true. One woman who when

asked /what wshe expected from a .consultgtion with a

cialist that was recommended by her family doctor, had

thig to say:

I go to this office and the guy sits me down and
says, "So why are you here?" I said, "Well, I guess
you're . supposed to tell wme...hey , I just follow
doctor’s orders, I'm here." So he sent me for some
more tests.

On the other hand, statements made by some people
provide examples of more sp-cific saxpectations that_the
doctor is expected to take effac;ive action on the
patiané's behalf. When asked what thaey expected the
bhysician would ‘do, some -people‘repliad in the following

manner : ..
The doctor should familiarize himself with your
record, andthen &o me . he should listen to you tell
him whatever you think is wrong. He should listen at
first. He should make me be abie to undeprstand
what’s wrong with .me and why I'am taking what I'm
taking. He doasn’t have to go into any great
medical details, that 1 probably won’t remember
anyway, unless I ask. (Male patient qpoqt'his G.P.)
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I expect him to treat me like a person, not a
number, and bS& willing to spend asg much time with me
as ...you know, if I have any questions he'’ll take
the time_to answer them. He’s a good doctor and he’s
& nice person. " But I feel 1like I'm on an assembly
line and he's a dispatching agent. (Woman about her
G.P.). -

I expect 'him to know what’s wrong with her (two-year

old daughter) and for him to fix her. (Waman about .

her pediatrician). -

When one begiﬁs to analyze patient responses it
becomes clear that there ig a strong link bdtween prior
expectations and how the power reiationship .between
patient and doctor develops during face-to—-face

interaction. Actual events during the interaction may

throw previously héld‘notions of what might happen intao

sharp relief. Patients may only be able to define what
-4 g : .
their hopes of the relationship with a physician would be

.

like in 1light of what .actually evolved during their
encounter. Thus, for some people, it is only in retraospect

that they come to understand their own expectatigns.

-
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CHAPTER SIX’
FACE-TO-FACE INTERACTION

Two themes guide the analysis of face-to-face
interaction — strateqies and negotiation.
- During face-to-face interactions, both patients and

doctors are essentially faced with the same problem
<

(although I concentrate on thé’ﬁatiqgg). This problem is
; [ .-

;

- N
self presentation. As in all interaction, the conscious
and__unconsciaus presentation of the self affects the
behavior of the ather and calls farth a reaction from the

other. Stimson and Webb (13975:37) note: <

In the consultation there is the problem of the
outcome that ig desired by both actors. People do
not hand over = control and decision—making to the
doctor merely by becoming patients. The presentatian
of the self can be used as a strategy. The aim of
the strategies used by both patient and doctor is to
attempt to control and direct the consultation along
their own desired lines, to persuade the other to
recognize or accept a particular perspective on, and
crigntation ta, the problem that has been brought.
Seeing the c¢onsultation in_  terms of each actor
trying tq influence the other brings in the concept
of negotiation. For, far from the outcome af the
consultation being determined only by the problem
that the patient brings and by the diagnosis of the
doctor, the aoutcome is & result of the mutual
interaction. 3 ,

Strong and Davis (1972) have noted that wigﬂiregards to

patient—-physician interaction both doctar ‘agd patient gcan

v

accept or, o reject the other’s categorizations. The
diagnostic outcome of the interview  is tl;n\eref'ore
continually "“negotiated." A referred to earlier in the
examination of doctor\typ Sy see that doctors use a
" ' &
. = L
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-
variety of techniques to maintain their status as experts,

ranging from gentlé reassurance to cantankerous responses, -

particularly when faced by patients’ "lﬁfs of faith" in -
\ -

their competence.

A

Negotiation is a “protess." That patients ~and
doctors both use strategies to influence each other does
not mean that cone or the other is going to be succéssful.
As Stimson and Webb (13975:28) stress, the conceﬁt of
negotiation means that we see the outcome as a result of
their interaction and the strategies the§ have each

adopted, rather than as determined soleiy by the facts

-

that are brought in the applicaticn of skills that the ’

doctor has.‘y§\' . .

As I have pointed out ééflier, most patients

——,

anticipate the interaction and often prepare strateqgies.
Where the doctor and the illness condition are well known

and the patient feels certain.- of the interaction and able -
. i

to predict its possible course, one can suggest that the. . i’y

’

presentation of control and influencing strateg?es may
have less of a \persuasive'con%ent and the effort may be .
—

conceng:ated on reinforcing a common understanding and in

following the usual pattern of activity:’

The doctor asked me what was the matter and I
explained to him how I felt generally blah, and he
checked me over. I explained to him I felt sick and
I’ve experienced this type of sickness before and it
e requires penicillin and he just kind of commented
‘ positively, approvingly. I told the doctor the kind®™
of penicillin I wanted because it is the one I like



best. And he said, “0.K., you can take that."
(Female patient about her G.P.).

f ’

Patients report that they often feel that a doctor’s
behavior and recommendations are inappropriate and tactics

may then be used by the patient to 'dissuade the doctor

from the routine:

Like I’ve been going there a doten times over the
past three years and not once hasg he recommended any
medication, any treatment} anything whatsoever, and
this is supposedly a medical doctor. All he wanted
to know was what's my condition right mow and give
me an assessment on that. He doesn't care what 1
feel when I leave. You knaow he takes a history of
"how I'm feeling when I come in but I'm wiped out
from the tests when I leave. I voice that concern
the following time I go back but he says, "You have
to do these tests, plain and simple."” He doesn't
care how you feel about it. (Male patient about his

specialist). |

Although strategies such as the;e may be planned
through the patient having prior expectations of the
encounter and having anticiﬁated the problematic aspects
aof interaction, they may also develop in the course of the
interaction:

Well, I had a back problem amd my doctor told me I
should spend two weeks in bed. I told him I couldn’t
do it, my.son was graduating that weekend...so I did
that the next week. (Female patient about r G.P.?

*

% .
This emphasizes the emergent and negotiable features of

¢

patient—-physician interaction.
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In discussing the negotiable aspects of face-to-face
interaction,'ﬁe must realize that "strategies" available
to patiénts in terms of . exerting power and social

influence are not enacted in an open arena. For example,

4
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patients are often somewhat limited in their possibilities

L A

for action in that they can perceive the knowledge and
information available to them to be of a different order
from that of the physician (bgy knowledge vs. professional

knowledge). As one male patient said: \

It’s important to listen to what your ?Ezgiiian is
saying and listen carefully. If you ave any
questions by all means ask, make suge everything is
clear. And if you think the physician 1is right,
well, you know, wha are you to say that he isn’'t.
You dan't know as much as he does. So if you don't
think a second opinion is necessary, then you should
do exactly as he says.

- Yo

!
A second limit 1s in the patient’s perception of

what is possible. Patients often perceive that they are
constrained by the amount of time available for
i%teraction, therefore, they don't always "get what they
came for" in terms of having all their questfoné answer ed
or problems attended to. One female patient was troubled:

When I'm there he usually gets me in fast but he

gets me out real fast, you know. Five minutes and

you’re out the door. He’s so rushed. I like to know
exactly what’s going on. ’

A third 1limit to strategic interaction concerns
areas of 'implicit agreement in interaction. Stimson and
Wébb $1975:40) suggest that orders in the consqltation are
S:?ntained by qpmplicity, Ey agreements on the bay certain
aspects of the encounter are to be managed e such things
as the use of jokes} the modes of address each use, the

emotional flatness of the consultation, and the use of

reassurance and empathy. Such.aspectg‘mighf, in lay terms,

+
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be summed up as "a good rapport":
I've got a pretty good rapport with him. He like to
Joke around to put me at ease, or if he doesn’'t know

exactly what to do. That's what comes across to me
saometimes.,

What is important to emphasize with regaré to these
limitations to negotiation is not that certain strategies
and expectations concerning power and social influence are
not all negotiable, but that they can be 1less negotiable
than other aspects of the interaction under <certain
ci&Fumstances. To be sure, the negoyiable aspects of the
interaction vary with the "type" of patient and the “"type"
of doctor that-#ome togetﬁgr to form a relationship: For
example, Aitivé ‘and Démanding Patient fypes.can insist
that the doctor devote /Qore time toJ‘their problems,

whereas a Passive patient may perceive such demands as

non-negotiable. Furthermore, a patient’'s expectations and

-
4

perceptions about the negotiable aspects of thg
negotiation can be met ;itﬁ appraval or d}éapproval
depending on which doctor type a patient interacts with
and under what circumstances. In short, patientsaare fac%d

RE

with the problem of "figuring ocut" their doctors.

During face-to-fac interactions both doctor and

patient are concerned wit assessing each other, but the

central ¥focus of this stu ! atients’ perceptibns of
doctor—-patient intéractions. It w%:ﬁ}ﬁund that ients do

not always agree with a dactor’s interpretation of their

symptoms and what shoq}d be done, especially when this is

LN | | e

-
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not in accordance with their own preconceived ideas and
the doctor has npt stated his interpretation in terms
sufficiently convincing to persuade the patient to accept
it. Ohe woman, a Demanding Patient type, consultirmg a
doctor about her twelve year old daughter whaose condition
the doctor had interpreted as being "an emotional problem"
and "nothing too major to worry about", persistently
reYterated‘th;t the symptoms in this child were both
unusual and worrying:
She (daughter) was vomiting a lot and I asked him if
maybe there was some -dnternal blockage somewhere.
~ But he kep saying her problem was emotional. We
finally had £o get tough with our doctor and insist
that he 1lgdk for this possibility. So he bookéd her
for exploratory surgery and they did end up having
to remove this growth.
Thus, certain patients can bersuade their doctor to
acknowledge their own perspective of the problem. However,

other patients are not always able to.aﬁhieve this kind of

result as reflected in the fo?iowing statement by a woman

81

who consulted her doctor apout her sgpeJknee: - “\\\

I felt, since I wasn't incapacitated, that he

~wasn’t too concerned. I felt that he didnit take me

too seriously. I suppose if I were im more painup?

- having a more severe prdblem, I may have been a
little more enthused ..um..more vocall.

As I've mentioned earlier, in Chapter 5, patients

sometimes report that th feel, or can be made to feel,
- .

that their probléms and concerns are trivial. This can

lead the patient to feel that they are guilty of "wasting

the doctor’s time." Although 1t can be assumed that a

-
S

-

$ - )
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patient’s presence in a doctor’s office is testimony that
) \

they perceive their problem to be above the status of a

"trivial matter" and worthy of the doctorys time. Patients

-

appreciate the doctor endorsing this. As one person
stated, "When you talk to him, he doesn’t make you feel

-

like you're wasting his time." The\doctor has a basis for
1
evaluating the trivial and serioug;&hat 'is not available
to the lay person.- Bloor and Horobhin (1974) speak of the
“double bind" expectations aof the patient, on thé part of
the physician:
...thg\ sick person is expected to analyze his
coqdftiooﬁjn terms - is it seriouér or non-serious,
does it require medical treatmedt or some other
alleviative action, etc. - which imply diagnostic
and prognostic. evaluation, but on presentation to
the/'docter, the sick person-is expected to "forget"
his own "prior assessment of the condition and defer
to the doctorts (Stimson and Webb, 1975:46).
— .
A physician’s motivis for making statements' such as
"It’s not that sericus” or "You needn’t worry'" or even
"Look, do as | say — after all I'm the doctor", méy Qg\&a
reassure the patient that there 1is no real cause for
concern and that they can trust the physician’s judgement.

Yet, an unintended consequence can be that patients

perceive themselves to be in a position where .they feel

82

A

€£he doctor is infexrin hat their perspective of
, a ot eir persp the

. . A .
problem is nonsensical. Alternatively, it can be suggested

that doctors may actually be trying to evoke this'feeling

in the patient as a means of enforcing that they are in

control of the situation. It appears that in many cases

[ ) r
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success with regard to persuading a doctor to bF attentive /’
and open to a patient’s !perceptions of a particular
problem is largely dependent on the "type" of doctor he or
she encounters. ) .

. . P
INFLUENCING THE DOCTQ%?N\

In face—to~face interactions the control and

influencing strategies the doctor uses can .be more avert
because in some respects he is expectgd, as a doctor, to
instruct and direct; to "act" like & doctor <(Stimson and
Webb, 1975:50). This gives ‘them certain strategi;
advantages when we consider the possible «controlling and
influencing techniques available to each participaat. In
one sense, docto}s, especiallyl specialists;, can wieldia
great deal of power becaugeeultimately they cantrol access
f 4
to treat:SLt resources. This can have a serious impact on
how paqiénts voiqe their concerns and demandsxﬁgne male
patieé& who was %uffering from ' migraines and cccasional =

seizures indicated a concern about demanding more time

from his specialist in discussing his for fear

probliem

that he could alienate this doctor and jeopardize further

v o o

4
.--it’s like I say, if*you «challenge the guy then
forget it, you don’t get no answers. It's l.ke you
got to be dumb, and the way I 1look at it, hey, I'm
not dumb.  I’m not some goof off the street. I like’
to know what’s going on. But yet,if you challenge
him and tell him ﬂhd tell him exactly how you feel,
no, you gotta back off or you’ll make him mad.

T /

treatment:

o
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Thus, patients can feel powerless in circumstances where

they think they must "back’ off" from wvoicing their
concerns about the poor UfeatU?ES of the interaction
process in order to receive desired treatment resources.
It is possible to differentiate stages wheré doctor
and patient are verbally active or ‘passive. For example,

during the description of symptoms, the patient is usually

~the more active of the two initially, but often the doctor

4

interrupts with Qquestions or additional comments aor that
he or she has heard enough and can proceed with the
examination or diagnosis. This usually marks a transttion

from the patient to the doctor— being the active

negotiator. At  this point  the doctor gives his

. \

explanations of the symptoms and makes.recommendations.
The patient may supply additional information or inquire
about what the doctor {;as said but usually  the doctor
remains the more active~ of the two in the exchange by
offering advice or issuing instructions. The response of
those persons interviewed in this study indicated that
either.\ﬁbtient o:a doctor can exert pow?r \?r social
inf?uence by aominating tge verbal exchaége (naturally

(
some doctors and some patients are more verbal than

others). However, in general it was felt that patients’

tend to be the more pdSzTve of the two. Patients, even

those who presew{:d themselves to be Active or Consumerist

Patients types, \ig.not readily give open expression to

S0

“u
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feel&ngs of disagreement or dissatisfaction to the
é‘ L

doctor’s face, Jjustifying such inaction with responses

like: "It’'s not my style to do so" or "It's not part of my _

persconality"” or even "It wouldn’t do any good anyway." The
question é&s then what strategies do patients employ in
influencing and controlling face—to-féce_interaction?

-
& .
StimSon and Webb (1975:53) have ~suagested that
"repetition” is a device used by patients to cont?ol
interaction. A patient rarely contradicts a doctor, but

-

expresses duhiousness or doubts .by rephrasing,
reformulating, or repeéting his or her statements.
Recalling the .woman ;ho'insisted that her tuélve year old
déhghtér's ilrﬁess was not ehotiongy; we see tﬁat'by
refusing to let the matter rest, sh? persuaded the doctar
to agree to take a;:::;?\Whis strateqy is perhaps better
illustrated by the example of a woman who had conculted
her doctor about her two year old Son wha
qncharacteristicéily began rocking and banging his head
agaiﬁst his crib:

I finally put my foot down -~ like/{."dc something,

recommend something", and he said, "Let’s send him
to Dr. R. (pediatrician).

I Do you think he would have recommended this

specialist if you hadn't put youp foot down?

I don"t know, maybe, eventually. I think I had to

getsupset. Like I said,‘E{ (son) had beeQ doing this
for a year and the doctor wasn’t taking it
‘sericusly. ’ .

-
.

"Repetition" as a controlling and influencing

Kl

AN
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strategy available +to patients seems to be popular among

Demanding Patient types but is less f{frequently used by

Active Patients and almost never by Passive Patient types.
’ -

It can be suggested that Passive Patients may be missing

out on important opportunities to exert power and social

influence'in. interéction with physicians by virtue'of
their qufﬁt, non—-aggressive nature. Without that little
pﬁsh of persisfence froﬁ patients, doctor; who could
otherwise be” persuaded to,act on the patient’s wishes may
opt out for- the path of 1least resistance -~ namely a
traditional'Gne—way‘influence form
of communication where the doctar controls h%hé
interaction. - . '
Ancther type of control strategy is what Stimseog and
Webb (13753:34) refer to as the "appeal to the normal”, a
reference.to what 1s claimed as usual. Ideas aboﬁt what 1s

appropriate are based on previous experienceé with the

medical profession and of the problems befng p}esented, or

the experiences of others upon which comparisons can be’

based. As_ one syoung woman explained:

I feit like I had strep
problem which "I have experienced in the past and I

A1€Q9ugh patients can and do use fthe ‘"appeal 1o the
ﬁarmal" as a strategy to influencg/ and control the
interaction so too, do physicians, and with greé%er rates

of success. Responses recorded in_tﬁéféstudy point ou%

.
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that doé%ors often appeal to what other doctors or
;olléaghes have done. In many situationf doctors(uill
stress theirlprevious experience with certain types of
problems and the way in which other patients have
benefitéd from the treatment he or she prescribes in order
to lend conviction and authority to his or Her statements.

The doctor can alsc appeal.to the body of knowledge
which he or she represents and which is notﬂavailaple to
.the patient (competence gap). It is an appeal to the

"facts" of institutionalized medicinmne. Often a physician

will tell the patient that there is no other treatment, a

. test or procedure is .inappropriate, or that all that is

possible has been, or is being done for the patient.

Consider the following example about a young female

patient suffering ‘f%pm a back injury sustained in an
automobile accident: -

There was . this time,.fhere was a story in the paper
about a girl who was in the same predicament I'm in,

;_//’—\. . and they gave her some kind of shot. But I asked him

and ke said it wouldn’t be worthwhile ta get it.
Well I've been told by a ‘couple of doctors that I
have to stop trying to go farther, I have to accept
"the way I am, but I don't want to. He said <+that it
(injection) would be a waste of money. But that's
easy for him to say because he doesn’t feel the
way I feel. Now I’'m sure he cares "but, you know, I
still want to try.

I3

<« .
The array of’ responses recorded during this study
have led me to suggest that perhaps the most effective

controlling and influencing strategy available to patients

B7



lies 1in information seeking. Patients who gather

informaﬂ{%n prior to face-to—face interaction with a

physician and use this information to ask questiocns and

make suggestions are much more successful ip' having their

problehs and concerns attended to in a manner they
gt} .

perceive as appropriate. Patients who seek.information

g8

concerning their problems are, in effect, narrowing the '

. -~
"competence gap" between themselves and the physician,

and, as evidence suggests, are ig a better position to
v 5 .

question and | disfuss a diagnosis and/or treatment

-

" recommendations. As one woman stated, the doctor who
treated her five-year-old daughter’s cleft palate seemed
to respect the woman’s knowledge of the condition:

I really feel that this J(infopmation gathering>

established me in his eyes as someone who cared

. enough to find out and therefore he would relate to

. me as, you know, an intelligent, informed person and
never once has he been patronizing.

I. Do you feel that thié had certain advantages?-

. DOh definitely. I don’t think C.'s care, I mean I
have to ftrust that he would give C. the best care
even if I was the most obnoxious wopan, or the
dumbest, or whatever...I thought he was very careful
to inform me every step of the way.

I. Do you think that he may not have been-so0 free in
sharing information if you weren’t so up on all the
ins and outs of the situation? ' ‘

Probably not, ‘because a lot of the information he

told me was because of the questions I asked, that I
. felt were good guestions. '

An important distinction can be made about patient

and doctor types regarding the usefulness of information
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seeking as a strategy for control and influence in the
patient-ph}sician relationship.. Passive, and mor e
specifiﬁally, Demanding Patient types are less likely to‘
report satisfaction with Authoritarian Doctor types who
“don?t lis%en“ to them or are seemingly "unsympathetic".
The author suggests that the main reason for this may be
that, characteristically, Passive and DRemanding Patient
types are lo%‘information' gatherers and low information
. sharers. Thus,  Authoritarian Doctor types tend to look
down ét them and wili more readily dismiss their concerns
and d@mands a? "hyaterical” _or "illogical." On the other
hand, “Active Patient typés who aré high information
gatherers and information sharers, stand a better chance
in influencing Authoritarian Doctor types in having‘their
concerns addressed. -

.It is réasonable to assume that patients are
somewhat responsible for the form of interaction {(one-way
‘or two~way communication) that takes place in doctor-—
patient encounters. If patients, by virtue of their
%?tions and responses during interactioﬁ with their

physician, can dispel some of the common assumptions about

the patient’s role (d.e. inferior status, competence gap)

they are, in fact, influencing their physician.
= I 4
Thus the Active Patient who does not perceive a need to be

e

a consumerist "in order to find a doctor who meets their

expectations may not have had to, because they have shaped
. .

-



the behavior of their physician.

One can speculate that i» some cases Active FPatient
may be responsible far creating their own referent/patient
as equal relaticonships, rega?dless of the .doctor type they
initially interact - with. (Possibly nét a Doctor Ged type,
but certainly with a borderline Authcoritarian ﬁr_Doctor
Nice type). 0On the other hand, passive patients may be
respcansible for "setting themsel ves up" . in
traditio&al/one—way influence types of relationships by
virtge T their low key patient role. Since fraditional
types of dmctofs rely heavily on expert power when
interacting with patienté and tend to- typify the ideal
pa?fent as someone who has sufficient expertise to know

what symptoms to present and when he or she should present

. R .
them, Active Patients pose less of a problem for them to

L — =y

deal‘uith than do Passive or Demanding Patient types and
are thu% more likely to receive better atteﬁtfbn and.éare.
- The experienée of é twenty-six year aold mother
spéziights the difference between Active and Passive

patient types and the importance of information éeeking as

"a control and influencing strategy available to patfbnts.

This particular woman took her one-year old child to a

specialist on the recommendation of her family doctor to
deal with a breathing problem the child was experiencing:

First he said it was just croup, but she wasn't
getting any better and she turned blue on him-there.
Eight days went by and I thought something else had
to be done. The nurses said to me, and this was in

30
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the hospital, that she shouldn't still be there, she
should have been cured and gone home. So I asked the
doctor and he just jumped on me like I was silly. He
said I was stupid and it was none of my business,

and if 1I.didn’t 1like it, find somebody new. So I
bawled my \eyes out ard thought, "What am I gonna do
now, who can I turn te?", because you're supposed to
go to them. He acted like I didn’t know what I was
talking about, which I didn’t know, but she was
still sick. I told my family doctor I didn't think
he was doing his job, so he got this Dr. V. The

next morning I went in there and there was Dr..V.
whao is an allerqy specialist, and he said, "Take her
off milk, Mmow!"Y, and in twenty-four hours she was
fine, perfectly fine. Well, Dr. 5. told me to find
somebody new. '

I. When you decided to leave Dr. G. was it on your own'

or after the nurses told you your daughter should
have been 0.K. .by this time? ;

Yeah, that's when. I didn’t know she shouldn't have
been there for croup for that long. I didn’tknow
nothin® about it. It wasn™t until the nurses said
that that I started gquestioning him, like why isn’t
she getting better.

In this ¢ase the patient .did not initially challenge
the doctor deSgite her frustrations. It was not until the

—

- - . .
nurses, wha via their professional role, were perceived by

F1

the patient t¢ have sufficient expertise to challenge the

physician and whose cqqferns could act as a catalyst for
the patient, that she wvoiced her objections and sought
help elsewhere.

. This patient reported that this episode was a real

learning experience and® she recently has become more

active insofar as seeking information on her own and using

that information during - face-to—-face consultation. With

regard to her new patient role and her relationship with

the allergy specialist, the patient responded with an

R
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interesting comment:

I. How _ would you describe the ideal ddctarﬂpatient
relationship? . - . .

Ch, Dr. V., the same relationship I have with him. I
can go in there and talk to him and he’ll answer
anything. He makes you feel like ™ you're a part of
it, you’re not the one-who's left: out.

I. Have you eve felt left out Er that you didn’t have

any say in some matter, in your experience with Dr.
v.? Do

» When we first started,xyes. Like all the tests they
were going te do on her, and I didn’t know what all
these tests were, and he didn’t really explain them
then. But he did 1later, cuz I came home and read
‘about them and asked quéstions them. So at first he
was...not that he left me  out in the cold, it’'s
Just...well he’s qood. ’

CDQSTQAIN¢S ON INTERACTION

What patients attempt to do dur{ng face—-to—-face
interaction is often limited by what they perceive as
possible. Certain factors are frequently menticoned by
patients as either possible barriers to effective
communication, or cother problems related to ‘“getting what
they want." Constraints operating in the interactien
process provide the limits to the interéttion,'serving to
contain or cantroleﬁe strateqgies of‘the participants..ln

.

this context, it is appropriate. to speak of the

limitations imposed by the perceived confidence gap

between the patient and the physician, by a perceived
social distance between the twe, and the significance of

time.
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Upon reaching the decision to visit a physician omer
can argue that the patient is reccognizing the doctor’s
claimed expertise by wvirtue of consulting him or her.

There is, in effedt, a perteived'competencg-gap indicative

‘of EDP different types of knowledge available to the two

participants-- {lay knowledge vs. proiessional knowledge).

Because the doctor is seen as having access to specialized
.
knowledge that is not available to the patient, this gives

N ST : ) ..
the doepar the abllity town act aa the primary decisiaon
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maker in the interaction process and allows him or her the—

v

greater control. While patients can and do make decisions

. about $heir health bdth pricor ta and after the face~to-—

-

face intgraction, during the period when they are with the

.

doctor, they are asking for that speciélized kndwledge to

be ‘the basis for explanations and decisions. made on their
behal f. - .
R The doctor can use his claim to special knowledge to

cantrol the patient; perhaps by threatening to
refuse to treat the patient if the patient doces not

follow his instructions. It is almost as if -the
doctor were saying that if the patient does not

believe in his competence - "have faith’in him" in

. popular terminology - then he, the doctor, is

unable to work under such conditions. Similarly, the«
doctor is always-able to dispute the. patientl’s use
of a medical term{azr claims to mesical knowledge or

doubts about the ctor’s diagnosis or treatment.

The doctor can always remind the patient that "I'm
the doctor" (Stimson and Webb, 1975:58).

The perception of a competence gap does indeed
hinder the ‘controlling and influegLing strategies and the

develépment of a patient -as equal relationship. However,

N



patients, specifically - Active Patient .typas,: are

cémbatting the competence gap and have, in some instances,

succeeded in containing a physician’s dominance by

information seeking in-the "micropolitics” of the medical

., ~encounter. Patients are becoming wmore informed and are,

therefore, more spncifié-uhen speaking to physicians about
their problems and what can be done for them. Many of the
subjects interviewed for this study indicated. that they
have sought information on their own to help them bécome
“more involved" during face-to—face encounters. One

patiaent reported seeking information from a local health

information service, however, most "information seekers”

use the resources of .their local libraries or obtain
. pamphlets or medical jo fnals to consult before and after
interactions with the doctors.’

Increasingly, popular magazines have been aeyoting-a
géod deal of space to advigsing potential patients on how
they can pin down problems involved with talking to their
doctors. Most “women'’s" magazines have traditionally
featured regular coluans on health care. Recently entire

articles have 'been devoted to medical communication.

Family Circle, for example, offered readers "YHow to

Understand Your Docteor" through an alphabetized "Guide to
Medical Language"” (Nierenberg and Janovich, 1979). Goecd

—— e et e b s e R s e

Housekeeping offers a 928 page "Family "Heaith and Medical
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Guide" comprising information and advice from thirty-seven -
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contributors (Liles, ed., 1980). Cosmopgolitan featured
"Ar@ You a Smart Patient?® <(Belsky, 1978), stressing
important questions batients often forget to ask. Such
examples indicate the extent to which thé doctor—-patient
competence gap is generally acknowledged.

The reasons patients gave for information seeking
generally reflected a desire to become more active and
more in control of the encounter. As one male patient

indicated:
It (gathered information) really made me identify
with my problem and to ask the proper questions
eeI"m not intimidated, like I feel I really know
something ;pd can share it with them (doctors).
Some patients have been successful uUusing information
seeking - as a means of increasing thei} knowledge and
,naffowing the competence gap bebwean themselves and %he
thSicjan: Howevef, all those who empléy such a strategy
are not being met with poéitive reactions from their
doct0r5.‘ AsS meﬁéioned earlier, p#tients who use
infOrmatiqnal power to challenge their doctors, 'can aoften
be met with negative responses ranging from a gentle
dismissal of the patients viewpoint, to open hostility,
eSPecialiy with traditional-typé; of doctors. One of the
problems: with ‘info;mation seeking as it ;pplies to
v , ' .
establishing a "good" relationship with a ph}sician, is
that the competfpce g;p is over ~assumed by many
physicians. It appéars that doctors often typify patients

as persons who cannot understand the “mysteries" of modern
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medicine, even when a patient displays a reasonably sound

knowledge of a particular condition or’;;;blem:
\ -

I.

I remember three years ago I was in F.'s office
(G.P.)> and he said, "I bet you don't remember what
J. (patient’s son) had that operation for." 1 said
Pyloric Stenosis, __and I explained the operation to
him. He said, Well, I didn’'t think you'd know all
that!" I said, "Well I locked it up, he’s my son.”
That ticked me off.

Do you think he responded that way because you were

a woman?

A

No. No. I think they view all patients as pretty
dim—witted. You know, like they're "out to save ’em"
(laughs). "You don’t have to know what I'm doing.”

This comment raises an interesting point -about the

perception of a physician’s inappropriate behavior as a

feminist concern. Og the ten women interviewed, only one

perceived the "shabby" treatment she received from a
: »

physician (a Doctor God type) to be reflective of a poor

attitude towards women;

He said, "These woman who come in here and think
because they have a child +they know all about
medicine.” I realized at this time that he had no
respect for the fact that a Mom would indeed know
her own child...He made it clear to me that a Mom’s
opinion wasn’t too valuable, and T was distressed

- at that because my own personal opinion is that

that’s exactly where you get the information.

What if you had been a\nﬂe‘? Do you think this would
have made any difference In the way he would treat
you? '
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Oh, without a doubt! If I had been her Dad, or even -’
her grandfather,: there’s no doubt in my mind that

I'd have been listened to. I was intimidated by the
fact that I was female, I did allow myself to be a
little bit intimidated. I thought he could see ! was
an educated person and not hysterical.

Other women who reported poor experiences with



physicians did not express a belief that the problems they
encountered during face~to-—-face interaction with a
particular doctor would be g?;' different for a male.
patient with a similar'problem. In fact, one woman related

an experience that was in direct contrast to the situation

outlined above:
One time in the hospital this doctor (family doctor)
said, "Oh vyeah, we listen to Moms because we have
to, they know what they’re talking about." And that
made me feel good you know. I’m not being hysterical
or stupid. I know what I'm talking about, and at
least this guy patted me on the back for it.

Dr. John Fisher (1977:169%) speaks of another more
serious problem associated with information seeﬁers:
A little learning is not only a dangerous thing.
When exhibited by patients, it can also be downright
annoying. And more and mcore . patients are exhibiting
it. With the growing number of pseudoscientific
articles in the lay press, the physician’s word is
increasing being questioned.
s
Fisher seems to imply that the very legitimacy of the

physician’s occupational status may be imperiled by the

patient’s increased activity and inquisitiveness.

Although many traditional doctor tyﬁes may share Fisher'
concegra for the conseguences of increased
aésertiQeness y there are also those doctors using
referent ﬁower who encourage a high degree of patient
involvement and_'may even shudder at the thought of

gbpuldering total responsibility for the patient’s health.
| Especially in these tises wher; many peoplg appeér to be

M"litigation crazy” and the costs of playing God <can be
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h{bh, antielitist doctor types are .prone to welcome
a2

patient assertiveness in a patieﬁt as equal approach ”hiiP
spreads the obligation of responsible heaith—related
communication over their rglationships with patients. As
West (1984:3) notes, sérious long—term difficulties can
arise from a -”failure to communicate”, including
ambiguities whose -rvesolution is 1likely to take place in
the courtroom. .

Social researchefs have suggested that the

competence gap is matched by a social gap. Stimson and .

Webb '(1975;58) maintain ..that class and cultural

di fferences, as well as those emanating from differing

perceptions and orientations of the professional and the

layman may make for a certain degree of social distance

between the two. There may be .- a number of other reasons,

—

both structural and psychological, that one could consider

but the contention here is that many physicians opt for an

authoritarian model of communication with their patients

because they are unable or unwiillng- to identify with
patients who occiipy a lower social class position.',
§, - Furthermore, as reported in the review of the

literature, it has been suggested that patients of a
working class ’;ng middle Elass background, will, at

-

present, agree with a. traditional/one-~way influence style

of interaction and take it as normal and expected behavior

e

towards them. Although this study was not intended to be

[ I Pl



representétive of the .general population, I found no
support for such a claih. It is this author's/feeling that

it is more appropriate to suggest that acceptance of the

traditional pétient—as—inferior model is more typically a

.Passive Patient trait rathé> than the characteristic

tehavior of a partiéular social class. There was not a
cluster of working class or middle. clags patients among
those who repoqted expectations df a traditional style of
interaction, or those who reporfed "good experfgnces"_uith

Authoritarian\g?ctors.

_.Time is another factor which acts as a constraint on

face~to-face interaction. As alluded to earlier, patients

perceive and report that doctors frequently express their

irritation éé the "trivial complaints"™ that "“take up™’
thqir time. Patients Ql;o racognize that the dbcéor is a
"busy person” who should not be troubled gith trivial
things. The &octcr“s time is seen as a valuable commodity

by him  or herself, his or her staff, and by the patient.
. REANEY I
However, it is only the Passive Patients types who see a

physician’s time as more valuable than their own:

He kinda explains what he’s doing really quickly.
Sort of like "I”’m going to be doing this and doing
that; you’ll have to wear a,colostomy bag for a
little while", and um... But he did it so fast that’
I just said, "D.K.", cuz he’s always busy too, so I
didn’t want to take up too much of his time. I
figure he knows. what he's doing, right. (Male
patient about his specialistl.

~ An interesting bower dynamic surrounds the cpncept

of time as it concerns the patient—physician relatiorship.

-

99



—— 2
100

of time as it concerns the patient—-physician relationship.
Interview subjects made reference to a perception that
they can be made to feel they are wasting the doctor’s

time, but the doctor was rarely accused of wasting the

patient's time. Of the seventeen. interview conducted, only

one patient actually complained of the doctor wasting his

time. In terms of this study, almaost all the cdmplaiqts.
'concerning time reflected patients’ dismay over the fact
that their " phvsicians were "“rushed" and ‘could not spend
the desired time with them to fully attend to their
problems and quEStiAns. This was seeﬁ ta be the most
frequent problem reported amdng all patients types,
specifically in regard td” encounters with general -
praétitioners. Two female patients had this to say about
their G.P.s:

-~ " '

I expect him to treat me like a persen not a number. ’

~and be willing to spend as much time with me and,
you know, if I have any questions he’ll answer them.

I think he’s a .good deoctor and he’s a nice perSon

but, 'I feel like I'm on an assembly line and he’s a

dispatching agent, he’s a clearing haouse.

And:
I get in there-abd he?'s alwaysin a rush. He gets
you in fast and he gets you ocut fast. He’s always in
and out of the room, you know. He answers your
questions but__ he’s qguick about it, so sometimes you
walk out of .there and you go, "Gosh, I forgot to ask

.+ him this."”

Thus, for most patient types, having an appropriate reason

to consult a physician jﬁstif;es their demands for a

doctor’s time.
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It is quite evident that doctors have the power to

control the length of an interaction and the nature of the
encounter. Simply by appearing rushed ¢r by giving quick
or ippant re;Bonses to patients’ questions, face-to-face.
interact o can b;come, ‘for' many patients, little more «
than a trip through a reveclving ~door. However, pétiénts

are not'totally powerless in regar; to how time is’ managed
during doctor—-patients encounteJ?y espeéially Active and
Demandiné Patient types. Patients can employ stra;egies:'
‘and techniques to terminatg and prolong- an interaction.
Terminating an ;ntergction depends largely on discouraging
the doctor' from continuing by reducing feedback to him or
her. This strategy was illustrated by a woman who refused
to bw drawn into conversation and stated that she just

wanted her prescription so she could go home.

~

Toe prolong a conversation, patients can do the
opﬁﬁsite of this. They can ask further questions, or ask 7
earlier ones. in a new way, or by bringing a list of
questions and refusing to leave the djctor'é oFfice until
" he or she has.addressed all of the concerns.

REASSURANCE, SYMPATHY AND éMPATH{; .

Reassurance, sympathy_‘ andA empathy aret coammen
expressive: features of doctor—-patient intéraction.' It-

should be noted that doctors frequently imply that

patients? p?oblems are "not that serious" or "nothing to
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worry about." Phrases used by the doctor, such as: "Yes, I
- .

understand” or "I know it can be rough" serve to epxpress

an appreciation of the praoblems the patient is

experiencing. However they also serve to reinforce the

physician’s authority, competence ~and <tontrol of the

interaction process. A male patient who reported that he
\ a

did not fully wunderstand the details of an upcoming

operation and that information transfer from the doctor

~was minimal - "He sort of told me in a broad sense" - also

QPVE 4he impression he was not toa concerned about the
lack of detailed information. He expressed that his
physician was quite sympathetic and caring:

I felt that someone was there just for me...l felt a
little more secure in myself because I knew someone
was there to help me, cuz it was scary.

This pat{ent perceived a sense of concern which helped to
reduce anxiety as well as instill a sense of faith in the

doctor. To the Passive Patient type, the perception of a
. hY *

. \ . .
genuine sense of concern and the doctor’s willingness to

promote and insure this feeling, for the patient, becomes

more important than information transfer:

The way he used to talk to me, the way he set me up,
I never really thought of this as a major
operation...I remember about a day or two before
the operation he comes up to me _and says, "Are you
ready for this?" I said, "Yeah, don’t worry, don’t
worry." And actually never di'd worry, with him
anyway. 1 trusted the guy a lot and ah, maybe if it
was some other doctor, maybesdt would have been a
1ittle:more tense or something likg that.

This example shows that a display f gsympathy and a

4
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‘pat}ent’é perception of a sense of concern can play an

‘important role in ailowing' physiciaﬁs tae exert social

influence on their patients. Once a physician has conveyed
a "éenuine" sense of concern for his &r her patient,

securing a patient’s trust. in the physician’s judggment or

competence becomes a relatively easy -task.. Once trust has

4

been established, a physician’s ability to exert expert
and legitimate power insofar as making patients comply to
a recoémeﬁéation or adhere tgo a medical ?egimen, becomes
easy. Furthermore, once a‘ physician has a patient’s
"comp}ete' trust" that physician dzesn’t have to share
pawer in terms of a high degree of information transfer
and mutual decision-making. This <can be  especially
significant when physicians are dealing with FPassive and
Demanding Patient types wh& could lean  towards taking a
e ’
consumerist perspective. This 1is not . to say that
physicians use sympathy as a conscious strategy to aveid
sharing power with their patients. éut then again, —It is
not unreasonable to suggest that some physicians use
reassurance and/or sympathy in gromoting a sense 0;
goncern as a method of avoiding challenges from patients
or to avoid spending "valuable time" _discussing options
and procedures in what can be }engthy information transfer
interactiohs.uithrpatients. T
- T | -

Dther researchers have alluded to the use of

»

«3 .
sympathy has a strategy to promote and maintain a aura-of

J
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, e
recorded the commants of a student—~physician who

summarized the relationship between acting competently and
patients’ responses to mzm.u:h per formancea:?
! p
You w the patients put pressure,én you to act as
if you're ip the know. If you know lanything about
the placebo . effect, you  know #%that a"lot of the
healing and curing of patients doces not involve
doing anything that will really help them, but
rather creating confidence in the patient that
things are being done and will be done. We know that
the placebo effect, for example, has even cured
cancer patients. If they have the confidence in the
doctor and what treatment the re undergoing, they
are much more likely to get well, irrespective of

the objective effects of the treatment.

Haas 'and Shaffir (1977:84) feel that student

physicians learn the practical importance of what they

.call the "cloak of competence"”, strategies that theyﬁhdabt

as part of their professiconal role. It provides patients a

Va
"taken for granted” situation abOUt;ETE competeq?e of the
physician that is important for th/ r confidence in the

physician and the treatment p?ocess. Thus,” for many

physicians, ' that use of reassurance and- sympathy can
. L

instill in their patients a trust in their éompetence and

may help the physician deal with, or aveid dealing with, .

the unpredictable and botenffﬁily_;héeatening raactions of

.thoge who eéﬁluate-their work.

Many patients comply with the orders of physicians
who use reassu;ance and sympathy, and report that a
perception of the doctor’s ?oncern help:*‘redgce anxiety
about treatﬁent recommendations. Houever, other patients,
Specifically' Active and. some  Demanding Patient types,

.
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specifically Active and some Demanding Patient types,

report that these traits are not enough for them to feel

truly confident in the doctor’s ability and satisfied with

the relationship. Evidently, matz/,patients feel that
LS

doctors are sympathetic but not empathetic. That is, many

docttrs appear to care about the patient but are perceived
to be too caught up in their professional role to truly
identify with a patient’s problems and understand the
reality of an illness from the patient’s point of view:
He cares, but I was frust}ated with him. He makes
Tyou think like you're overreacting. You shouldn®t do
that to a person. He wasn't taking it sericusly.

(Woman about her G.FP.1}.

A male patient relates a similar experiencé with his
specialist:

Like the six months I had to wear that colostomy
bag, I never dated a girl or nothin’. I ¢ould’ve,
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but I just didn’t feel right. I was too embarrassed:

and all that, eh.

I. Do you think he took into consideration your
lifestyle, your age, and the things you wanted to
do?

I always wondered that. I told him the things I was
doing, like going\to school, and I'm working also. 1
was living with my girlfriend at the time, and he

knew that but I don't %hink he knew what my

lifestyle was really like. How I liked to go out at

night and have a few drinks or stay out late at.

- night, you know...I asked him why he put my
colostomy bag so high, because normally they’re
really low. And . he says, "Because that's just the
place I normally\ like to put them." You know, after
awhile,when I got used to it sort of, I.think that’s
actually a bad place to put because you don’t really
have too mudh motion or flexibility with it because
it?'s right there.

As the above case illustrates, a physician who uses




\‘\

expert power but does not incorporate referent power as

" part®.f his or heé professional role, does not identify

with thé'patient and therefore, can fail to inquire about
the meaning to the patient of pain, embarrassment, or
other prpblems associated with ‘the wearing of & medical
device. In general, physicians who do not readily use
referent power in face-to-face interactions .with their

patients are often perceived to exclude from consideration

important aspects of the patient’s life situation.

Bl
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CHAPTER SEVEN
. ‘éFTER THE INTERACTION
o The analysis of %the interaction process continues
beyord the. face-to—-face contact be£ween patient and

physician. People evaluate both the interaction during the

consultation and the recommendations made by the doctor.

—
-

There are specific bases for making these evaluations
including comparison with the patient’s prior expectations
(usually based upoﬁ the patient’s prior experiences with
doctors, illness, and  medicine), a comparison of the
"experience of others, and the circumstances under which a
patient has consulted a physician.
D . .

Stimson and Webb; - (1973:76) suggest that in
reappraising the consul;étion patients come to assess
their doctor’'s actions:

'Did the doctor acxwag anticipated, was his behavior
appropriate in terms of how doctors usually behave,
and was his behavior consistent with how he as an
indivédual usually acts? Included in this appraisal
might be a consideration of whether the doctor
devoted enough time to the consultation, showed
concern, appeared competent, or carried out expected

examinations and tests.
N

o y

-

"EVALUATION OF THE ENCOUNTER
Most patients evaluate the outcome of face—-to-face
interactions in terms of what was expected prior to seeiné
the dqctor. Iin Chapter Five, -it was suggested that many of
those interviewed had a clear idea &f the outcome of the

—~ "
EH;;unter. Expectations can be thwartad in many ways.

-



"the pill pusher” — or they may not prescribe or recommend

a particular treatment that is desired. Some patients

stated

that they entered into a interaction with a

physician expecting a particular drug, either one they had

received before or one they had heard or read about, only

— to have the doctor disregard their request or prescribe a

di fferent drug. One man described his frustration at not

receiving a drug he expected:

Like I'm always hearing about different things and
I'm saying, " Well jeez, theSe guys are benefiting
from all these things, why not me?" He always kept
me on the same pills all the time, and I guess at
times I kinda wondered what the hell he was doing.

Did he explain what would happen if you took these
naw pills? *,

No, no. He’d explain what it was for...but he’d say,
"I don’t think that’s right for vyou."

Did you ask him why it wasn't right for you?

Yeah, I guess I did. 1 really don’t remember what he

said.
e
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Did you ever leave his-bfficn feeling like you

didn’t really understand why you couldn’t take a
drug that you heard was benefiting some other guy?

Yeah, I did leave like that. Because you see this

guy and he’s all right, and here I am in pain.” He
told e= this drug’s cur this guy’s got diarrhea. But
yeah, I have that too, you know. But he said,
"That’s not for you", and he really didn’t say why I
couldn’t take it. I think it was because he didn’t
like that kind of therapy. But I kinda went outta
there feelin’, “Well jeez, aaybe it would’ve been
better to try it out or something. But then sure
enocugh I turn arowrd and say, "He knows what he’s
doing". _ .-

. @* ~
It is important to note that even the Passive

A}
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It is important to note that even the Pagsive
Patient. who is the most likeiy of all interactional. types
td?comply with a physician’s recommendations and sometimes
expect§ an asymmetrical power relatiohship, can still
repoft feelings of frustration and anxiety when their
attempts to become more active are " stonewalled and/or
questions TEgarding that patient’s health are lnot
adeduately answered. As ﬁentioned,. Passive Patients can
become aggressive and n;n—compliaﬁt if they feel the
situation is serious enqugh to take such action. Houeyer,
such reactioné tend ko be emotionél_iespdhfes such as
“reégténce" rather than the thought-out reactions of an
informed consumer. —

For patients, who did not héve clearly defined
expectations about the face-to-face "encounter, they find
that the period after Fhe’ interaction is a time for
appraisal and they begin to speculate about what they
really wanted out of the ’rglatinnshiﬁ. Althoudﬁ some
patients were not able to say prior to the interaction
what it was he or she.expected'from the doctor in terms of
his or her behavior and récommendatioﬁ%}- going over the
encouw?er brings to light that perhaps the patient would
have liked the dpctor to have done mp(é. This reégearcher
found that such appraiséls tend to focus on what patients
perfeive to be a lack of information sharing. As one male

patient reports:

109
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In the back of my mind I‘thought, you know, how I
have to ask guestions. But I always thought when
things got a little more serious with the medical
terminoleagy, I didn't know anything about that, I
thought that he'’d -volunteer his diagnosis and say
what the hell’s going on and all that. But he’s not
like that.

Fipal evaluation of face-to—face interaction is also
made up of what the patient and the doctor actua11§
accomplish in the encounter. Patients assess themselves to
some extevt by asking themselves if they asked the "right"
questions and whether or not they got across their point
of view to the physician. In other words, patients will
look at how they managed the patiefit role iq terms of
their prior scxpectations and/or preparations. Thus,
patients c¢an <¢riticize and blame themselves for}poor
outcbmes, especially Passive Patient types who seldom make
demands on their doctars: 7 —— -

If I have any questions I wusually don’t say

anything. And afterwards I711. think about it and go,

“I should have asked that."

Some patients blame themselves and their doctors .for
problems associated with the face—to—~face encounter. While
criticizing their doctors for being "too busy" or "too
rushed" certain patients will still shoulder some of the .

responsibility for unmet expectations:

I can tell when I walk in there when he has time and
when he doesn’t. When he's rushed I'm rushed.

I. So you g¢go in and judge the situation and sort of
adjust yourself, rather... :

..« than making him adjust to me, right, exactly.



-

r 4

\ : . 111

-

I. Do you feel that's the.way‘it should be?

Um...No, because I feel I'm his patient and he
should take the time out. But here I'm deoing it, I'm
doing it, adjusting to him.

Furthermore, the circumstance under whichla patient
and a physician come together has a strong impact on ho;
patients evaluate problems within a particular
interaction. One woman who felt that her doctor is alwéys
busy, reports"that this doctor will heed her demands for

time and information sharing:
It depends I guess. If I'm Jjust geoing in for a
check~up or if the kids have got a runny ncose, I'm
not going to take wup his time. I mean, he doesn’t
need that. But if it's serious enough he knows I'm
not an overreactive person or some kind of nut. I
make him take the time.

One of the more interestina findings with regard to
evaluations of doctor—patient encounters was the frequency
with which - patients make excuses and allowances for their

physicians, specifically among Fassive Patient types. The

following conversation I had with a man who was fitted

‘with a temporary colostemy-——bag while recovering from

Crohn's disease (a gastro—intestinal disorder),

illus%rates,hoh some patients overlook or forgivé certain

T e
.

aspects of the relat%onship with the physician:

I. Did heexplain_all the risks and some of the things
you couldn't do, and how 1long it would take to
. recover from this operation?

No, he didn’t explain all that, that’s one thing he
never ever said. I never knew what I should do or
what I can do, so this is what we have. O0One day I
went skiing with a friend and I had been drinking

o —



112

. F

Just a 1little bit. But as soon as I have a little
bit of alcoheol, and that, part of the stoma, the
intestine that sticks out of from the colostomy bag,
it enlarges. So when I woke up the next morning I
had & handful of my intestine sticking out. So I
phoned him up and I went to Emergency, and there
was blood everywhere, eh. And he’s trying to push it
back in because he did that before, but it wasn’t
going in. So they were shootin’ Demerol into my
legs, 'like a hundred tw&nty milligrams, eh, and it
was so much pain, but it . vasn’t working. And he
says’ "We’re going to have to put you under and fix
you up."”

I. And it was the alcohol that caused all this?
* Algohel plus the activity.
I. And he didn’t tell you to avoid this?

No, no, he never! said that. And he still never does
talk a lot. So he had to put me under and fix it all
up. And that?s when he came up and gave me the three
""No’s". Finally. He says, "No drinking, no skiing,
and no nothing like that." .
I. Were you upset at him for not explaining this
beforehand? -

; \
I was never, ever ticked off. I was never mad at
him, ever, never. I got to know him iQ a way that if
LN I want to know something I have to ask him, which is
not good either because sometimes, you
know. ..Luckily for me I studied a little. I looked
in a medical book about what <colitis is, so I sort
of knew about what to ask...But for some person who
might not “know what to ask the doctor knows
everything, he knows what’s going on. But I wish

he’d come out and explain things more.

I. Did this affect your relationship with him as far as
~thinking he should have g¢xplained this?

. No, never, not once, Mot once...It was like we had a
§ 4 business - we were partners in a business - and we
,‘ were there for one thing, and that was tc cure me.
That'’s what it was more like. I never once resented

the guy for, anything. He was good.

When asked what it was about this particular doctor

that was so good or so positive that would allow him to

-
. - .
v
-
\
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forgive the doctor for this lack of informaticn sharing,

the patient stated: -
Well I don’t feel any'paiﬁ'§ﬁ9hore, he " fixed me up.
And we are good friends; I mean friends always make
misfakes, and, you know, you're supposed tco forgive
and forget and stuff like that. There wasn’t any
point in ti where 1 said, "Hey, this guy’s flipped
out, I don't trust him" or nothin’® like that. It was
never ever like that. :

This response raises an  interesting questi®n
regarding the benefits of establishing a "friendly"

relatfonship with\a physician. A woman who spoke af her

——

“family doctor (a Doctor Nice type)lreports:

As busy as he 1is, he’s always got .a smile on his
face...He makes it like a social visit, he daes.
Wefre aon a first name basis, it’s just the way it’s
been, he’s always made me.comfartable that way.

N}

I. Do you .feel this familiarity benefits you?

‘Nb;’éﬁ'first I enjoyed it because you’d sit down,

yak, have a coffee. But now it’s hard to get mad at

- him, hard to challenge him. It’s hard to sit down
and say, "F., I'm ¢tired of this running around. Do
something, recommend something. So it’s not always
good to have him on that level. .

Q‘

-

Thus, it can be noted tﬁat “identifying" with one'’s
physicﬁan can be a drawback of the antielitist model of
doctor—patient Fommunicatian, specifitally with Doctor
Nice typesf Situations where patients ‘ﬁut‘ themsefves in

P

precarious. positions by virtue of being over-accepting of

their phxg{tfans was not vreported as a problem with

- -

Referent D6t or typeés. This is not  to suggest that
Referent Doctors do not make occasional errors in

jﬁdgement, however, since they characteristically share’



and volunteeixigjormation and encourage a high degree of
information transfer, one can speculate that patieﬁfs that
interact with them will not be “led down the garden path".

In cases such as the two .;bovejll
£

it is difficult to
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say whether a patient’s. - perception of equality in the

. [
doctor-patient relat;ppship and what Elliott Krause

defines as' the pat;ent as equ;I model, are indeed two
sides of the same coin. The pétignt in the first case does
reporgsthat  he was satisfied with the per formance of his
physician; he trusted ,the ‘ physician’s judgement and
“overall competence, and felt a sense of equality because
the physician. socialized, sympathized, and had a "non-
;nobbish" attitude. Thus we ar’ left with an interesting
séciological dile&ma:. is it appropriate to say there is
equality En a doctor-patient relaticnship if the patient

reports this to be the case, or does one only assign the

equality label when the criteria of information transfer

C(through the volunteering of information by the

physician?, discussion of the options, and mutual
-

decision—-making have been met? In other words, does one

reserve the "good doctor" label for those doctors who are

the referent type and subsequently, the only "type" of

docter ~Qﬁo truly operates within thé patient as equal

model, or should researchers. such as Krause and others who

endorse this perspectivlf widen their scope for acceptance

as "good” those doctors who, regardless of method of
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operation, are deemed "great /doctors" by their patients?
‘Indeed this question requires further interdisciplfnary
research. _

Overall, the recorded responses of patients in
reappraising their expe;iences indicate that particular
skills are needed by both doctor and paf?;nt in order to
avoid conflict within the relationship. In assessment and
appraisal it was found that criticisms of the physjician
may be made but excuses and allowances are also made, and
fﬁat many patiepts will have criticisms as well as praise
for a particular doctor. It . is imporfant to. keep in mind
that the comments and criticisms that patients report”in
evaluating face-to-face interaction are a rgsult af the
natures of thé physician and the patiént, the type of
behavior being influenced, and the situaticnal variables

present in the relationship. .
LI v

L
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CHAPIER EIGHT
CABE STUDIES.

The following two case studies are presented nere in

_'order to give the reader a better appreciation of power

and social influence .as it applies to the patient-

physician relationshiﬁ. The first cggg' study involves a

twenty—two year old female teacher, who I'define as a
Passive Patient. She describes her experiénces with a

number of physicians, which should provide the reader with
\

a better appteciation of the doctor. "types” discussed in

.Chapter Four.

Igl

CASE STUDY #1 ‘ .

I. Can fou describe your relationship with your physician?
(Gynecologist) »

R. He'’s very honest. He tells you everything right out. He
tells you the pros and cons and everything, um, it’s just
that he’s very, very busy. Like, you’re an average of two
hours in his office at least, if not three. He’s always
out delivering a bBaby or something, so a lot of times you
feel a bit rushed because he'’s so behind. But if it’s -
something serious enough, he’ll stop and take his time,
and um, it’s niot just medical, he asks what I’m doing now.
And last summer, like, I thought I had an ulcer, and I
told him I had an ulcer and he said, "Ohhh". He said, "You
can always come and talk to me. I'm not Jjust a doctor,
I'm a friend.” I thought "Oh wow,"” I really didn’t expect
that from him.

I. Did you feel like he was a friend? i
R. Well, he makes an effort to keep up with you, so like
he knows what I'm doing now.  I'd never go to him to
confide anything, I don’t think it has to do with hiam, I
Jjust never imagined myself going to a doctor and telling
him all my personal problems. ‘

I. You méntioned- you- feel rushed sometimes, did you
express that this bothers you?
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R. No, no, I'm the quiet patient who won't say anything
(laughs)...Il guess he’s, um, a domineering type of person.

1. When you feel rushed, do you feel that sometimes all
- your questions aren’t being answered?
hl . . * v
R. Yeéb yeah. Even though he may say, "Is there any more
3uestions?“§ yvyou know there’s twenty more people waiting
out there,+ you feel 1like "That’s 0K, don’t worry about
it." '

“"I. S0 you sort of adjust your behavior for him, rather
than making him take the time to answer all your question?

R. Yeah yeah.
1. Do you think this is OK because he's rushed?

R. Ne no, I know if I was really depressed about
something, he’d want me to ask him about it. But I guess
it’s because his office is always so full, and there’s all
there’s all these big pregnant women in there, and I'm
going, "Bye, it’s OK, see you later" (laughs).

I. So do you feel your problems aren’t serious enough to
take up- his time? :

R. Yeah, exactly.
I. Has this ever caused a problem for you?
RJ No, no, not with this particular doctor.

I. Have you ever had a bad experience with a physician?
[

R. Yeah. I was recommended to a gland  specialist for my
thyroid gland, and this is one of my worst experibnces. I
go to this office and the guy sits me down and says, "So
why are vyou here?" I said, "I guess you’re supposed to
tell me."” He looks at me strangely. He goes, "Are you
having headaches?" I'm going, "No I feel perfectly fine."
“Then, why are you haere?” "Because my family doctor said
something was wrong with my thyroid gland, and to see
you." He said, "I don't see anything wrong with your
thyroid gland," as if I should know what’s wrong. I'm
going," I just went through a series af tests, you're
suppos=ad to tell me what they found. They called and told
‘me to come and see you, and he's, atill going, "Well I
don’t understand why he sgent you to ma," it’s as if I'm
bothering him. I said, "Hey, 1 Jjust follow doctor’s
orders, I'em here." You know, I'm not supposed to know,
he’s supposed to know...so he sent me for some moreAtests.
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I. What were your axpectations when vyou sent to see this
specialist? !' —_

R. Well, I thought he’'d tell me what was wrong with my
thyroid gland and he’s going, phff, like it’'s ahh...

I. It’s up to you to kmnow? .

R. Yeah, cuz my family doctor called me at home and said,

"We have a slight"probremT"'and you think, "I'm going teo ~Nd

die." You khow,” when your doctor calls you at home you
think to yourself, "OK, something's wrong,"” and you go to
this guy who acts like he doesn’t know anything about you,
he doesn’t know why you're there, as if you're wasting his
time. Like even if I was there for some general questions
I don’t think he would answer them.

I. How did you generally feel about this? —_

R. He really made me feel like 1 was wasting his time.

I. Desgxibe__your‘ relationship with your family doctor.
(Female GP)
. ) .

R. She’s awfully nice, she's very nice. Last time 1 saw
her was for a T.B. test, and after that for my ulcer. She
gave me this whole big spiel about, you know you shouldn’t
worry, so she took time out. But she’s alsc very rushed.
Maybe it's just her nature but she's always 1like, uh huh,
"uh huh, and she’s always going, "OK, I’ll be right back,"
and boom, she's gone.

I. Does she have a lot of patients waiting?
R. No, no, it’'s all very quictk, it’s just the way she is.

I. Do you feel you can’t ask questions because she’s so
rushed? . .

R. Sometimes I think she doesn’t give me the time to think
about it. It’s like (snapping her finggrs) she’s just a
very quick person, and if you haven’t thought about it in
the two seconds she’s given you, then it’s too late.

I. Have you ever stopped her to tell her to slow down?
R. No. (Kaughs,'e bit embarrassed) Nope. £
’

-

I. Have you ever felt you wanted to?

R. Nope. 1 feel too intimidated by them, like, "“OK, you

'y
1
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know the answers, I don’ft."

'I. What are some of the things you typically do ags a
patient during examinations and consultations?

R. I listen, I go "Uh, _huh, uh huh.” If I have any
questions I usually don't say anything (laughs). )

I. When you do ask questions how do the doctors usually
respond? .

medication she (family r? recommended for me I'll say

R. Oh, very positively.ﬁf if I said I heard about this
like "Will it affect that?”- and he, I'm speaking about me

gynecologist, he’ll sayy, “there's these pros and these
cons but it’s up to you if you 'don’t feel comfortable then
don't. Because when ! was in Grade 12 they recommended

to. me to take the Pill for my- bad hormones and I said,

"But I don’t need it so why do I got to?" and it was like
"these are t advantages and these are fhe d1sadvantages,
if you really 't want to you don?tfhave t@" so it was
left up to me.. He was l1ly pushing for §t and I said
"No* and he said "FineS_and, you know, he said "Just kebp
up with the tests, and if we see that thereMs any serious
problem wefll talk about it again".

I. Wag - having control cover the final decision very
important to you? ' -

R. Yeah yeah, because when I first went, my family doctor
recommended it (taking the Pill) and she made me, it
wasn’t a decision. She made me take it for awhile and I
said, "I don’t want to,™ and this is when I went to him
and said, "I don’'t want to and don"t see why I have to put
this medicine into my body every day. I don’t need it."

I. So how would you rate your gynecologist compared with
your family doctor in terms of this experience?

R. Well I feel if I had gone back to her again and said,
"Look, I really don’t want to take the Pill," she probably
would have talked about it again, but she was really
strong for it and just thought I was being anxious over
nothing.

I. Wiat are some of the other things your doctors do
during examinations and consultations?

R. Well- she takes an interest into what 1I'm doing now,
like last-®ime I went to her I'd just gotten back from a
trip and she said, "Oh that’s very good." 5o she’s very
supportive that way. Like with my ulcers she’s very

( .

2
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supporivive saying'“Don’t worry." So she takes an interest
in my mental health as well as my physical health.

I. Do yod feel it’s impprtaﬁt that she gets to know what
you’re dong socially? -

R. Yeah, so this way she sort of knows where you are in
your life. One thing about her though is the way she’s g0
quick and when she told me, "Oh, A. you have an ulcer,”
like it was up to me to ask what foods shouldn’t I eat and
‘stuff, and she didn'’t seem too concerned. I was kinda
surprised, like you know, when.you gof an ulcer there’s
certain foods you’re not to hawe and she never really
followed up on that.

I. What do you like or dislike about your gynecologist?

R. Well even though hiz'waiting room seems to have twenty
more people in it, he seems to spend more time with me,

over her (family doctor). It’s like she’s "Uh huh uh
huh," = she's . picking out the important points and
@liminating what’s extraneous. He gives me material to

read which is good. 0Or he’ll tell me, "We just came back
from this conference and we talked “about this, this and
this. Isn't that interesting?” He gets involved in these
things and that’s good. Also if he’s about to examine me,
he says what he’s going to do, whereas she doesn’t, a lot
of times she doesn't.

I Do you ever ask your family doctor, "I don’t know what
you're doing, can you explain this? ~ .

R. No, nope. I figure she knows what she'’s doing.

I Does she use a lot of technical terms?

k]
R. No, cuz she doesn’'t say much at all. I trust her, I
figure what she’s doing is for my benefit, that if it was
important enough to explain to me, she would. But I guess
it's just something normal and routine to her so it’s no
big deal.

I. If you could have the ideal doctor—patient
relationship, how would you describe it? .

R. One who does take their time. One whe is honest. One
who right from the moment you sit down 7till the time you
leave tells you all the information about what's
happening, I like to know the little details.

I, So after an examination you want to know exactly what
t&ey found out? . '

-~
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R. Yeah, and without me having to ask. I think that they
should be able to give you that information because they
know what they’re doing but we don't know exactly what

they’re doing. It’s more their responsibility to divulge
informati instead of me always -having to ask. the

questions I think they should.be more willing, more
liberal in giving out information. .

J- Does the volunteering of information make you feel less
anxious, less intimidated?

R. Yeah. A

I. Is there anything else you’d like to add about the
ideal doctor—patient relationship?

R. 0.K., spending time with me is important, open
communication, um, availability at any time, and follow-
ups. A lot of times you go for tests and unless they’re
negative they don’t call you bac So even if there’s
even a little bit of a change, like to know what's
happening, that’s about all. T

o

The second case study depicts the experience of a ..

thirty—five‘zear old male who 1s suffering from hard

metals disease (HMD), a. cobalt-inddced lung disease with

has decreased his lung capacity. In contrast -to the
subject in the fist case study, this respondent presents
himself to be an‘héiixe patient. He has had’a number of
dealings with various physicians anq his résponses provide -

us with a personal perspective of how th Active Patient

may handle the interaction game.
{

L")

CASE STUDY #2
I. Can you describe your experiences with the physicians
you've come in contact with concerning your illness?

R. 0.K. The first doctér, he was a younger sort of doctor,
new to the city, he really seamed helpful. He wantad to

N
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do things step by step and take it slow and document
things which 11 was completely satisfied with because at
this point I felt that on my own, I knew it (illness) was
a work-related thing, —d&ut it still hadn’t been
proven...But later I was dissatisfied with :
him because he didn't want to send any Compensation
papers. He didn’t want to get involved. . He made the
diagnesis, nothing in writing, Jjust verbally, and he did
tell me it was Hard Metals Dicease (HMDj.

-

I. Why do you think he backed off? .
R. I ¢think he just didn’t want to get involved in it.
It?’s a-.time-~consuming thing. _

I. Do you feel that one of the factors that made him shy
away from 1igis is that HMD is hard to diagnose and maybe
he didn’t want to go out on a 1imb?

R. It's +true, yeah, I would say that that has some
relevance. Well that’s funny because to me personally
there was no question, taking my work history into account
and everything, it was HMD, no doubt abgut it.

Note: For the next six weéks this respirologist has him on
medication but the patient continues to deteriorate. At
.work he is assigned a desk job. ' *

R. During the six week period of working in the office, I
continued to deteriorate and that's when I went on my own
and contacted the specialist in-London... He took a chest
x-ray and some pulmonary function tests and he read the x-
ray in front of us (wife was present) and he said he could
see scars caused from, he thinks, caused from the cobalt
dust powder. He actually wrote a book on the subject and
.he’s very familiar with it. So at that point he booked me

. a room and kept me there (hospital) for eight days where I
underwent a series of tests... all kinds of tests, and it
was well documented and his final decision was it was
definitely HMD. What really sticks out in my mind is the
way he documented things in case he got challenged, to
make sure, you know. ) .

1. Do you feel he did this documentation to protest
himself in ¢ase of any challenges?

R. Actually I think he had twe interests, one, . yes, to
protect himself against if he's ever challenged, and two,
to look out for my best interests. I really feel that
way, that he was mainly doing it for me because there was
a problem there and he really wanted to get at it.

Note: The patient was put on medication in hopes that it
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would slow down and stop the scarriné of his lungs.

I. Did the doctor\\§p1a1n all the ins and outs of takzng
this medication?

R. Yes, everything 1 had was explained. This was good
about it. He actually gave me .a paper on it (HMD) teo
thoroughly read before I had any testing done, to know
exactly what he was going to -do and what the reasonings

were for. He "talked to me about it and discussed it and
then he said, "It is your decision." It’es not something
like, "You have to do-this." You know, he’s telling you

why you should have it, but you're the one making the ..

final decision on having it (tests) done or not...I was
completely satisfied with his thoroughness, 1 guess, and
the way he related to me. . There was nothing hidden,
Everything that was going on was right out there. Again,
he was very, very thorough.

I. So, did he met all your expectations?
R. Yeah, that’s what 1 expected. Exactly, exactly.
'S ) .
1. Has the treatment so far met with your expectations?

R. No, actually no, not really. The only treatment I’'ve
had so far is Prednigsone, which, you know, medicine! And
that supposedly did do the job and stop the scarring, but
I’ve had nothing else. Like actually, I' wanted te go on
some rehabilitation program, and no one has ever suggested
that.

I. Were the treatments explainad to you in terms of what
they would do and how they would help you?

R. Umm, to a certain extent. They weren’t sure what,
exactly, it was going to do. They did explain the side
effects of it, you know, and what to do and not do, what
it’s supposed to do if it does indeed work. Like it was
actually experimental, I guess you would say.

v
I. Did they tell you it was experimental?

R. Yeah, it  was explained. So, no false hopes, it was
their hop2 that it would work.

I. What are some of the things that you typically do, as a
patient, during examxnations and COﬂSUltitiOﬂSo

R. Um, good question...Well by now, I pretty well know the
line of questioning, you know," "what they’re going to be
asking, so {'pry to prepare -myself by keeping notes of



124

things that happened to myself and ¢trying to remember
dates, like when I was last sick.

I. Do you bring these notes with you to the examinatica te
help you remembbr\thinbs? :

R. No, I don’t go that far. I have a preéfy good memory,
but I~ keep notes at home and stuff, so I'1ll kind of
prepare myself b
I ~4shen you first found out about your illness, did you
start to_read up on it yourself?

R. Yeah, I got a lot of information. Actually I came to
£a local health and information . servicel and they did
supply me with a lot of information on the cobalt
industry. And I went to the library...Information was
very hard to get. Information at the library was very
sketchy. ' :

I. How helpful was the information received from the
information service? ’ )

‘R. Very helpful, very helpful. It really made me identify
the symptoms I was having. It made me ask the proper
questions. I think that if I had gone to the doctor
without this information I wouldn’t have known or brought
my workplace into it, that’s how misinfbrmed I was.
-Therefore, by the time I got to London (hospital) with my
work history, it really helped me pursue that angle.

I. Do you feel this information helped you be more actiQe
in the relationship with your doctor?

R. Yeah I doo, I even found myself bringing literature to.
my doctor.

1. Did you find this helped you have a greater feeling of
control over the whole situatxon?

R. Yeah, yeah I did, maybe that’s why I wasn’t

qintimidated. I felt like I really knew something here and
I wanted them to know also, rather than just going to them
just for advice type of thing. Now this Dr. J. (general
practitioner) I'm going to now was one of these doctors
that wasn’t really aware of the workplace thing. He was
very limited about occupational stuff where I think I
could say he learned a good lesson from the stuff I
brought him, and it really helped him in that way.

1. Do you think it was a plus for you to be able to tell
-him certain things? -
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R. Yeah it was, it really was. The thing that imoressed
me about him was he went beyond the call of sezing the'
patient from \nine to five. He actually did a lot of
homework on this thing. . He read up about it, he found out
about 1it, he learned about it, you know, just from my
suggestions which really impressed me.

1. Have you ever had an experience where you felt you were
being talked down to by a physician, where some of your
concerns were dismissed? .

R. Just recently, in the last three weeks, in Toronto. I
want to this respirclogist where he tried to talk me into
going through this series of tests to try to disprove that
it (HMD) wasy work-related, which I was totally upset
about, and he basically wanted to wmake things simple for
everyone. i
I. 50, were you upset that he was trying to make things
easier for himself rather than being really concerned
about you? : '

R. Exactly, that’s the big thing, there was no concern for
me whatsoever. Those tests 1 would have gone through
would have~ggtually impaired me more, would have decreased
my lung capacity by taking a chunk out of it. It was just
his whole attitude, you know. He came and talked to us
about this lung biopsy thing and I was shocked by ‘that and
said, "What are you talking to Tus about?" and he said,
"Put an incision down here (chest)" and take a chunk
about the size of a golf ball out of my lung. And he kept
saying, "Oh don’t worry about, you’ll come aroundrin about
two or three weeks, you're a young guy."” Like no concern
for the chest tubes sticking out of me for two or three
weeks, or being away from home. You know, there was no
sympathetic attitude whatsoever, just, "That's the way it
is, you’re going to be in, the hospital.” So I was not
happy with him. . a '

I. How would you describe the ideal doctor-—-patient
relationship? .

R. Well, first of all, I think honesty is really one
thing: The doctor has to be honest with the patient, and
not =0 much honesty with just that patient, but with
others involved. That's his duty, he has to do it. And
he has to go beyond the call of duty. I think that in an
ideal situation a doctdr has to do those type of
things...And if he tells you one thing he has to stick to
it. He can’t change it when the scene changes and it’s
not to his liking.
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CHAPTER NINE
DISCUSSION AND CONCLUSIONS

After analyzing the responses Sf patients'conce?ning
their experiences with physicians one is still left with
the question, hou.does crie really know whether people are
still "satisfied" or "dissatisfied” with the-interaction
__process, with <$reatment recogmmendaticons, and with their
doctors in gene;al? Stimson and NEUB (1975:78) maintain
that ‘Satisfaztion and dissatischéion are concepts that

are difficult to operationalize in research. However, this

is éot intended to be a study of patieﬁt satisffaction.

éather,'the recorded responses of'patients are intelRdged to
provide testimony of their efforts to succeed iH the
» .
interacticn pfocess. Thus what patients say about the@r
physicians in terms of ‘“good"' experiences or "bad"
experiences should be seeg a&s praoviding the framework fo;
understanding the ﬁroblems associated with power aﬁd

social influence in the patient—ph;ﬁician relationship,

and not as an indication of "real" experiences.

G00D DOCTORS/BAD DOCTORS
From the array of reéponses_recorded for this study
; it became apparent that most of the "bad" experiences.

‘ . @
involved interaction with +traditional types of doctors.

Of-fhandedness, rudeness, not answering gquestions, not

having enough time — all these characteristics are part of
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being a “"bad" doctor. In many cases, such ‘'bad" doctor

gualities will push a patient towards a consumerist

.

. r]
perspective. As one woman indicated:
o . ,

He really didn’t answer my questions at all, he Just
sort of told me off. So I'11 make sure I never go ta
him again. :

It was also significant  that  many ot the reparts
about  "bad" daostors were not presented as such, and in

fact, would be prefaced with remarks suth as: "She's nice,

5]

s

5 awfulls nice, but she's very rucshed...I don't have

r

much time to  ask  guestions."  As mentioned  in Chapter

Seven, EuILTES for what patients perceive - Lo be

inappropriate behavior can be made. Therefore, many "bad"

doztors are  not condemned for (failing to meet a patient's
expectations.
It was rare among the patients interviewed for this

study for a particular doctor to be Judged as "bad"

faction with medical per formance. (As

4!

indicated earlier, some  patients  put up with the “poor

':bedside manner" =f an  authoritarian " type in  aorder to

receive the benefits of his or her specialized skills)h.

Similarly, the criteria fer  judging a C'good" doctor were
usually = not his or her «clinizal shkills or expert

knowledge. Such gqualities as a willingness to listen,

—— r

spending the desired time with the patient to answer all

thei? questicons, and displaying a sense of concern far the
? .
patient, topped the list of characteristics of "good”
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.doctors. Although doctors do report  "good" experiences

with physicians in spite of peoor communication, responses
of what they define as the ideal doctor—patient’
rel%tioﬁship suggest that the above qualities, which are
characteristics of. referent power, are what patigﬂfg
expect or desire from their physicians. The reazoﬁ why
gualities that are synonymous with a good bedside ménner
are given such high rigard by patients reflects the fast
thgﬁ'it igs the doctor’s soacial and not his or  her medical
skills that most patieﬁts are in  a position to judge. &
recur?ing theme, gbecffically among  Fassive and Demanding
Fatient types, was  the ‘good" doctor. who had time to
iieten to them, anc in many instances, a great deal more
emphagis was o put on their ability to listen thar their
abflity to advise.

-
1

THE FUNDAMENTALS OF DH%N&E

/ .
It was evide from the analysis of face-to—-face
’ Y

s

or many patients, seizing control. and
+

influence is almost . as difficult @ as persuading. the

interaction, that

physician to cede 1t. Patients want %heir doctor to be

right, they want to like them and be liked themselves, and

-

most of them want to believe that they are being treated

o as equals by their dactors. For people who are not Active

Fatient types, it 15 easier to rely on the authority of an

2

"expert" than to seek advice from others or gather
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information on their own. AS Roberts (1985:116) points

out, "To treat the doctor as an expert amongst many
>

involves the frightening task of taking on power oneself."

‘Some patients reported. that during face-to-—-face
interaction they made lists to refer to, asked questions,
and wrote things doewn so as not to  forget them. Hawever,
it was found that patients only take such action under
certain circumstances. Alsa, one can speculate that
anximus glances at a imng list ‘or flippant responses from
a physician can cause a patient to abandon -this
influencing strategy. I have pointed out th&t other
cantreol and fnfluéncing strateqies used by patients can
havé a certain level of success. "Repeti#ion? is a
strategy where -patients répeat étatemeﬁts about . a
particular prablem in order to persuade a dectar teo take
some sort éf desired actiaon. Likeuisé,' an "appeal to the
normal” where patients make reference toiwhat is claimed
as the usual course of action, can iqfluence physicians
into ceding to the concerns and demanas of the patient.
However, such contreol strategies can be rendered useless,
especial}y 1f a physician feels the patient ié béing
"hysterfcal".or "illogicai“ or 1is generally ignorant of

! . B
the medical aspects of his or her problems. Morgover, it
can be very difficult;to be insistent on such matters if
kY

the doctor is being reassuring and sympathetic-and the

patient wants to be told everything will be alright.

i
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One of the ?hings that makes patients so powerless
when they—arg_interacting with physicians, is the fact -
that the doctor is assuﬁed to hoid all the knowledge about
‘what is wrong with the patient and what can b?‘ done. As 1
have mentioned, doctors are perceived to control access to
‘;themselves and to wvalued resources - information and
treatment - which can be .made available to the pétient.
What the physician has and what the patient wants is the
physician’s knowledge ébout illness and treataent. The
di fference betwgen professional, medical knowledge and lay‘
- knowledge about illqesg and treatment has been viéwed as <
-competence gap. (The competence gap epitomizes many other

,s

professional-client relationships). This view sets up the

t .

knowledge of the physitiarn as superior in .all respects
i

and measures lay knowledge against it.

Usually the patient' does lack the technical skill
and knowledge that a doctor has, even the most active
information seeker will boy to the physician’'s superior
_kpouledge on-specialized techniques.‘youever this does naot
necessarily aean that the-patient is granting a phgsician
absolute power; they may still demand to be informéd and
involved in ail aspects of their care. Opportunities for
open diécussion and mutual deci%ibn—making should not
cease Just' because a patient acknoylcdgés a ph&siciaW"
éxpert;se. Consfder ~thé foi@hgigg' erxample concerning a

woman whose five year—old daughter had undergone plastic

-

st
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surgery:

Ch the procedure, that was totally in his hands. Ch
the sophistication of it , I mean we're taking real
speci fic specitalized skill here...But one thing I
really had a lot of input in was the interim care. I
really felt that I had to become informed. Like, it

was very hard to feed C., it took up to an hour and ™

a half. It was a very inventive procedure that we
(doctor and wmother) made up to feed C. I did a lot
of that part of it, so I had a real part.

Thus, doctors can use referent power 1in promoting
patient participation in combination with their role as
expert. ¢ For the participants in a doctor-patient
relationship the degree of khowledge about medicine in
general, or a particular wmedical problem, will vary from
relationship to relationship. But an absolutist view of
the discrepancy in knowlédge neglects certain problems.
. Stimson and Webb (1975:131) point out that a doctor’s.
knowledge of medicine is naver really complete: .

He [sicl can never be certain of the outcome of the

actions he takes; medicine operates at the level of

the . probable course of an i¥rlness and probable.
effect of treatment. Secondly, the doctor never has

a complete monopoly over the relevant medical’

knowledge: the patient can acquire medical .

knowledge from other sources. Thirdly, the doctor is

never in possession of al the information that may
be relevant to a particular illness - especially
information held by the individual patient.

Thae emphasis on the competence gap in patient-
physician relationships fails to take into account the
fact tnat the patient is rarely in a state of complete
ignorance. It appears that in many cases, doctors and

* patients are held back in their thinking by social roles-

sets of behavior that "prescribe inferior status ¢to
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patients aﬁp superior‘status‘ to physicians. As we have
seen, patients assume a lot about the competency and
expertise of their doctors. The physician’s role as
powerholder has been protected in the publics eyes; after
all, society has, in part, helped to create and maintain
thé ;egitimacy of the physician’s role as expert. To be
sure, the title of doctor yieldé 1nstant‘ prestige and
..credibility. |

What, then, are the basic principles of change that
need to be ;onsidered? As I have suggested, in many
respects, the roles of patient énd doctor are predefined,
and in the words of Heien Roberts (1985:118) "one is often
tempted to think that there are good and bad actors in
botr. roles". Howevﬁé, éhis does not mean that changes
within the iQtEﬁpction game cannot take place. Inso%ar as
change does také place, it needs to take place on both
;ideé. Patients, pecifically Passive Patient types,'need
to be ;trengthened and employ the use of tnformation
seeking as a strategy to narrow the competence gap bethan
themselves and their physicians. Furthermore, doctors need
to be educated in a way which enables them to support
their patienté, 'this includes sharing knowledge and
information with the patient. )

As I have mentioned, informaéion seeking appears to-

be the patient’s best course of action for exerting

»
control and soclal influence in the doctor—-patient
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relationship. Johnson (1971) supports the idea of
information sharing as a strategy avatiable to patients,
and argues that the nature df doctor-patient relations
could change as a result of medical knowledge increasing.
He suggests that. despite medicf%e becoming increasingly
specialized and thus, extending physician control,
information seeking can increase a patient’s ability to
exert control in his or her relations with a physician
(Stimson and Webb, 1975:144). Huntingford (f975) also
supports the idea of information seeking by patients and
promotes the use of referent power by doctors in allowing
patients to participate more fully in face-to-face
interaction. In an imterview reported in The Listener,
Huntingford talks about the worst sort of patient-
physician relationship: -

The worst is no doubt where the doctor really
believes that he ([sjc] knows what is right for
those that seek his elp. The next worst is where
those seeking help believe that the doctor knows
best...I think people ought to challenge the

profession and say: "I want you to treat me as I
treat you, namely with respect,” but not with such
respect that they cannot say,.,"I" don’t believe what
you’re saying and I don’t like the way you're doing
it. Are there any choices? Why can’t [ be involved

it the choice? Women and men should be able to do
this with their doctor (1975:118).

However, as the findings in this study indicate,
many, doctors, especially traditional types, fesist sharing
knowl edge and %Qformation 'gith their patients, as this
serves to ‘"demystify" their role as expert. As Gof fman

(1959:70) points out: N

&
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The audience senses secret aysteries behind the
per formance, and the performer senses that his chief
secrets are petty ones. As countless folk tales and

- initiation rites show, often the real mystery is
that there really is no mystery; the real protlem is
to prevent the audience from learning this too.

Social researchers such as Haas and Shaffir (1977),
Rodin and Janis (19?2), Roberts (1985), -and Webb (16%6),
maintain that educating doctora“#o better support their
patients should involve, among other thing, a better
understéhding of what it is to be ill, and what.it ig to
be healthy, as well as a proper understanding that patient
is qualified in ways that the doctor is not. It is the
patient and not the doctor - however skilled - who knows
what it is 1like t¢ have a particular illness in the
context of their reality. Thus, both doctor and ‘patient
can learn from each cother.

S Inm the. examination oé patient types, we have seen
that patients differ in regard to how active and creative
they are during.encounters with a physician. Nevertheless,
patients bedng;“peopie, reﬁort that they like to be
actively involved at some 1level in what is happening to
them.-THLs change in the power structure of doctor—patient
relationships need to take into consideration ihe validity
o} the patient’s viewpoint. For doctors, this involves

" seeing the patient as a participant, rather than

obJectifying' patients as recipients of medical care.
' J

K
H

r-)‘k“
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CHAPTER TEN
RECOMMENDAT IONS
It is quite evident _that the use of referent power

in the physician—patiené relationship requires particular
skills which «can and should be taugﬁt to physicians and
medical students as part of educéting them tc support and
promote patient participation. To be sure, some physiciang—
may not be able to develop such a -relat1on5h1p - and
indeed , many physicians will not"ge able to devgiop a
referent relationship with all «of their patients. One
problem with referent power is that it can be i1nconsistent
with expert or legitimate power, which are based upon a
perception of difference and supericarity rather than
mutuality and similarity (Johnson, et. al, 1982160, If
expert and legitimate power are also to be utiliced At

. w—

takes particular skills to avord conflict  between power

bases. As we have seen, for some patients, 1t 1s difficult

to ascribe superior ‘knowledge to physicians and  at the
same time see them as basically like oneself. Alsa, 1t 19
reasonable to assume the choice of the most effective

basisyof power, be it ekpert, referent, or some amalgam of
both, must be a function o f the nature of  the
pract;tioner, the patient, the type of behavior being
influenced, and the situatienal and cultural variables
present 1n the -relationsh1p. Fo? example, a physician's

expert power <an easily be negated by the patient or by a-
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mamber of the patient’s family who refuses a particular
treatment for ethnic or religious reasons or on the advice
of professional or. non—-professional others. Also, the
severe nature of ;he patient’s condition can make
effective communication with that patient impossible. ‘

; I‘havélshown that in patient-physician relationships
there 1is quite a wvariance in the circqmstances td&t
promote a challenging of opinion and mutual decision-
making and what it means to the patient in terms of having
a sense of control over his or her own health. Some
patients report that they p;efer to be actively involved
in all aspects of their health care no matter how minor
the prqpiuf. ﬁthers také on traits of the active consumer
only when they perceive the situation to be seriocus enocugh
to warrant such aetion. 'Still, some \patients prefer to

defer the responsibility of their health care on the

shoulders of the doctor, no matter what the circumstances.

The analysis and discussion of the three stages of.

interaction indicate the traditional model and the new

patient as equal model can work for certain people under
certain circumstances, insofar as patients report that

they are satisfied with the care that they received. This

can lead one to suggest that it may be appropriate for

social scientists and health-care experts to promote &

consumerist perspective where patiaﬁts feel they can shop
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around for the “type" of doctor that best matches their

i

expectations.

However this researcher has l found that many
patients, even Active Patients *types, are not afuays
inclined to take consumerist actions when they feel that
their doctors do not have their beet interests in mind.
When questioned why .they did not <challenge or change
doctors éfter raporting.:a "bad experience" with a
particular physician, some interviewees implied_ that it
was "too much trouble" or "it's not my style." One woman
responded, "Switch doctors?. Well you can't just switch
doctors. You have to be referred, I know that."

Thus, patients do not always perceive consumerism to

2> a viable opticon to pursue when they experience problems
within a particular relationship with a doctor.
Furthermore, the récorded array of responses to the
questibn, "How would you describe the ideal doctor-patient
relatioﬁrhip?“, indicated that almost all the patients
interviewed idealize the traits that are characteriséic of
a patient as equal approach to healthi care. It is for
these réasons that I agree with those researchers that
pr;mote referent power and endor se an antielitist
perspective 'in regard to powar and s321.1 influ;nc- in the
patient—physician relationship.-

It is likely that contact with a physician who is

T using referant power can reduce anxisty tn pattent. By
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giving reassurance and empathy, and satiéfying the
patient’'s stress-—induced desire f;; interpersopai contact,
a doctor can alleviate fear §nd related émotiona; states.
Even iif a business-like physician is usfng expert power to
the limit, his or her effectiveness would be expected to
increase by adopting one or another of the means for also
acquiring social power as a significaﬁt reference person
in-the li fe of the patient. By adding referent power to
" other bases of social power, such as expert, legitimate,

reward, or informational power, a-physician would become
an even more highly esteemed helper with whom the patients
are more likely to identify. Then his or her health-
promoting recommendations would not only meet with less
initial psychelogical resistance, but would afisco be more
consciously #dhered to long after the conaultations have
come to an e?d.

He have seen quite clearly that some physicians
cannot spend ‘eﬁough time with their patieﬁts.to become
referent individuals. As indicated in the responses of
many individuals, physicians afe percéiQed to be too busy
to do this. The use of teamwork in health care may be the
answer here. Nurses and paramddics, acting as members of a
team, and thus réﬁrésentatives of the sta;?, can be used

.to'.yaké sure that the. héalth regimens ‘are clearly

understood anc followed. Their effectiveness may be

greatly enhanced by developin; referent power. As one male

-
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patient stated:

Part of the doctor’s service is the nursing staff.
That was one of the reasons .why I left my old
doctor, 1 had a perfectly good doctor before, but
his nurse was rather uncourteocus...Like-l said a
good nursing staff should be part of the &verall
service.

One woman, who left thé.héspital with a dressing over some

stitches, reported:

—

. »
I should have been told how to change that which I
wasn't. I was a little concgrned about that, never
having done that before...I felt that if it was
explained to me by the nurses or somebody, I would
have felt a little more reassured.

Teamwork <en both faciiitate and increase the
effectiveness of ‘referent power in health care today.
Barbara Bates (1970:132) described a controlled study in
which a group of patients were cared for in nurse clinics,
successfully amalgamating an expanded nurse role with

physician participatioq. When compared with the patients

receiving traditional medical—clinic care, their nurse-

’

clinic patients showed less disabifity,‘fewer syﬁptoms,
fewer broken appoinfments, fewer criticisms of their care,
and decreased use of other medical resources. Another

in regard
L&. -

controlled study, reporfed by Bates (19701132)
"to the use of! team;or; and ;eferent power, has shown
similar results. When a - nurse’'s interview suppleacnt;a a
physician's examinaéion inyan injtial studcnt—ho;lth
fvaluation, the students réporteq a greater o;;qrtuﬁtty to
discuss their problems, a char.r idea of services

avdilable, and a greater sense of the staff’s interest in
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them as individpals.
e
Feminist thealth car reports similar success in

regards to the use of teamwork. Doctors Maggie Eisner and
Maureen Wright worked together for four years in a general
practice in LShdon, Emgland, in an attempt to set up an
alternative to conventionally organized practice. Eisner
and Wright (1986:120) describe their experience after the

experiment ended in 1984: .

LThe democratic atmosphere allowed us to develop an |
open, informal a&approach to  staff and patients...We
also felt free to be honest with the patients and
other workers about the stresses affecting our
behavior on a particular day, such as feeling
unwell, having a sick child at home, or running
late, rather than having to try te appear
infallible. :

Thﬁs, the effective use of teamwork and referent

power can be .profoundly beneficial for not caly the
patient but for the physician as well, inscofar as
: . —~

alleviating stress by dismissing the notion  that

physicians /ust display an air of superiority and

-

infallibility.

~
Eisner and Wright (1986:125) continue:

We also learned how to help  patients gain more
control in outside situations, by involving them in
.decisions about their own health care, and by
providing as much information as possible. Even when
"medical information is made available to people, it
may be in incomprehensible jargon, and we learned to
fullfil a valuable role as interpreters of such
medical mystification. '
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On the basis of whatlhfs been pre%ented, it seems'a.-

likely that the effective use of referent power as a part

of a new model in the physician-patient relationship could

have profoundly beneficial results, and it 1s for this
reascon that goodzinterdisciplinary research 1s so greatly

needed, especially amocng medicine, soci1al  science, and

L4

callied health professicns. It 15 apparent  that, the

-

necessity for physicians to use referent power may reglare

Afr expansion af  their knowledge and sinlsA#Sr the

R

development of new types of specialists working afcﬁ@s:du

the physician. Thus, changes at a systems level as waf‘aw
- .
the individual level, may be required.

-

'1.

It alsc seems likely that by using referent power 1n
a “patient as equal apprbach, the health care tash will

\%gﬁrprabably be accomplished more effectively as  the patient

N
is invalved as fully as possible at every otage of the
K .

., treatment, which might be better viowed an o an

Ly +

"i;??EBEYSQnal, problem selving tranﬁaftxcpd fJohnﬁon,'nt.
al, 198B2:74). ‘sihce every interaction 19 a  mutual
influence process, the qatxent 15 actzvu}x utilz:xng Ome
degree Ef social  pewer since  he 0(“;§he' 15 directly

involved 1n decision making. It 1s 1mportant that patients
and doctors share power and social- tnfluence 11n their
relationships together, 1orﬂ}t 15 in thic manner that théy

come tc£éupport each other 1n the task of caring and

healing.
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APPENDIX
INTERVIEW GUIDE

Describe your experiencelsl (or that of a closg family
member) . with a physicianls] in thé& past five years
beginning with the most recent.

Probe for — basic demographics of the patient (age, sex,_
social class, occupation, etc.), and of the
doctor (sex, approximate age, area of
practice or specialty).

= nature of the illness and length of contact
" with the physician

= social background of the patient and doctor
- feelings of "reactance"

- perception of information sharing

- perception of mutual decision—-making

- challenging of opinion

-~ how any conflict was resolved ]
- patients expectatxons of the relatxonshlp

r

Describe your perception of the patient role.

Probe for -— what degrez{they perceive themselves as: bezng
- active and sel f-determining .

- how i1mportant to the patient is a sense of
control over health relevant outcomes

- types of power used by the“patient .

- challenging ‘of opinions and' mutual dec151on— '
making (how important is this to the patient

" and under what c1rcum5tances)

-

Describe your perception of your doctor’s role.

Probe for - types of power used by the physician
. — the extent that each type of power was used
by the physician
- information sharing and mutual dec1s1on—
making : ,
= under what circumstances was the use of one
type of power perceived by the patient to be
better than the use aof ariother type !

iy Describe what you perceive to be the ideal doctor—patzent
relationship.

Probe for — sharing of power (the relationship as a
. meeting between equals)-:
= information sharing
. " = concerns for mutual decision-making
g - feminist concerns
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