fo_.__%n.w_w\_w.?cw:.__&n.%&e&.oﬂ. of the major structural outlines -

f the social system from the action frame of reference, in the analy-
is of the central place of pattem rientatio _
ure, in the analysis of the motivational mechanisms of social
process, and that of the involvement of cultural patterns other than
hose of value-orientation in the social

‘which has been introduced ram_.w__ww.ou many particular points, we
“attempt 1o bring together many if 1 : ]
oregoing discussion in a more extensive analysis of some strategic
tures of a tant sub-system of modern Western society.
or this purpose we have chosen modern medical practice. This
n a subject of long-standing interest? on the author's

this chapter the resder may be referred to
atient as a Social System,” ?.n:.. MHwngA :

81

SOCIAL STRUCTURE AND DY- | in parts of modem seience, provides s concal fonus fos o o

 WE HAVE followed  long and complicated course in
s of value-orientation in this struc-

ial system, It will perhaps help
he reader to appreciate the empirical relevance of the abstract -
“anulysis we have developed if, in addition to the illustrative material

. : . “emphasis has been-on “treatment” or “therapy
not most of the threads of the plaasit hay .

tivi--

LT o " ties of the medical profession. We have already seen that there are
THE CASE OF MODERN MEDICAL

 important .vn.oznam,..um_%m modes of institutionalization of such a
cultural tradition. This institutionalization fits into the functional

 context of a ubiquitous practical problem in all societies, that of

“health, and is specially organized relative to distinctive role pat-

temns and value-orientations in our own society. Finally, as has

process on the problems of deviance and ial control is such that
adequate analysis of the motivational processes involved has impli-
cations reaching far beyond the particular field to throw a great

E mnu.____ om_.__:mr_ﬂ on the general motivational balance of the 8&&_____

~\§ THE FUNCTIONAL SETTING OF MEDICAL
~ \PRACTICE AND THE CULTURAL TRADITION
-~ -~ INTHE most general terms medical practice may be said

1o be oriented to coping with-disturbances 1o 1he “healilr oF o |

individual, with “illness” or “sickness.” Traditionally the principal -
. " that is, on dealing
with cases which have alteady developed a pathological state, and
attempting to restore them to health or normality, Recently ther
has been increasing emphasis on “preventive medicine,” that is,
controlling the conditions which produce illness. m&wgm_wcw%y _

‘f . pesience, notably training in psychoanalysis. It is, however, of considerable in-
Y. N.ux that it w2s in connection with the eadier study of medical \

be beginnings of the pattern variable scheme were firt
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‘ ; .. e e mn ﬂw._.ﬂ M__-—pﬂ OnN &

Kealth is incl

of the socicty so that from the

ctional needs of the individual member

~ denceof illness, is dysfunctional. This is in the first instance because
~ {llness incapacitates for the effective :___.monamz_ . of s. It
" ‘could of course be that this incidence was completely uncontrollable

[ wise, it is clear that there is a functional interest of the society in its
| control, broadly in the minimization of illness. As one special aspect
| of this, attention may be called to premature death. From a variety
of points of view, the birth and rearing of a child constitute a “cost

| to the society, through pregnancy, child care, socialization, formal
./ training and many other channels. Premature _mnm&_ before the
) individual has had "r...._owmonzaq to play out his full quota of
| social roles, means that only a partial “return” for this cost has been

_ received.

,5,,.. - .Eff%&&o_qso.iﬁa illness purely a.“natural phenome-

“ non” in the sense that, like the vagaries of the weather, it was not,
10 our knowledge, reciprocally involved in the motivated interac-
tons of human beings. In this case illness would be something

- which merely .&E%mﬂ.:.& to” people, which involved consequences

3

' ' which hed to be . :

'~ not be controllable but was in no way an expression of motivated

- behavior. e o .

. This is'in fact the case for a very important part of illness, but
it has become increasingly clear, by no means for all. In a variety

_ of ways motivational factors accessible to analysis in action terms

~ though without exact correspondence, many conditions are open
to %m&bﬁ&w influence through motivational channels. To take the

‘simplest ;maxmmmmgo. differential exposure, to injuries or to infec-

peutic functiona! gontext will present suffcient
cilfaction will show iitiedissely that the problem of
atelv Imvalved i tha. t prerequisites of the -

mmu.&.w_.a«.nnuonnp_u? by almost any definition

A int of view of functioning of the
s social system, t00 Jow @ general level of health, too high an inci-

- by social action, an independently given condition of social life.
~* But in so far as it is controllable, through rational action or other- -

ealt with and conditions which might or might -

~ are involved in the etiology of many illnesses, and conversely,

tion, is certainly motivated, and the role of unconscious wishes to

*."":I': S . <
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e injured o to

ﬂrnmaaa m% a o A }
fall ill in such cases has been clearly demonstrated.

Then there is the whole range of “psycho-somatic” illness mvocn 4

Lo  which knowledge has been ._me&w. accumulating in recent years, |
- Finally, there is the field of “mental disease,” the symptoms of
- which occur mainly on the behavioral level. Of course somatic

states which are not motivationally determined may play a larger
or smaller part in any or all of them, in some like syphilitic paresis
they may be overwhelmin ly predominant, but over the feld as a

- whole there can be no doubt of the relevance of illness to the func-

e social system, in the further sense of its involve-

- ment in_the motivated processes of interaction, At one time most

E&mo& ommumon msnmnamﬂo_muo._Rm:nnon._._om,&%n&nom_wrw.ﬂ.o..
logical and biological level in both the sense that etiology was always
to be found on that level, and that only through such channels was
effective therapy possible. This is certainly not the predominant med-
ical view today. IF it ever becomes possible to remove the hyphen
from the term “psycho-somatic” and subsume all of “medical science”
under a single conceptual scheme, it can be regarded as certain that
it will not be the conceptual scheme of the biological science of the
late nineteenth and early twentieth centuries. It is also certain that
this conceptual scheme will prove applicable to a great deal of the
range of social action in areas which extend well be ond what has

conventionally been defined ‘as the sphere of medical interests.

‘The fact that the relevance of illness is not confined to the non-
motivated purely situational aspect of social action greatly increases
Jits significance for the social system. It becomes not merely an

[] " " h *

sponse to social pressures, among other things, as one way of evad-

ing social responsibilities. But i also, as will appear, have some

_ positive functional significance. : e
~ Summing up, we may say that illness is a state of disturbance
in the “normal” functioning of the total human individual, includ-
ing both the state of the organism as a biological system and of his
personal and social adjustments. It is thus partly biologically and
partly socially_defined. Participation in the social system is always
potentially relevant to the state of illness, to its etiology and to the.
conditions of successful therapy, as well as to other things.




ey __.u.n.o»._._._._.m_.:w_
s of the

. ght it is, in the n

‘broad cultural stream not much
‘We have dealt at some length in
al (¢ ot lie r...._.nﬂ...
ions of its application to
ated here. We need only note
10 the medical field. First, it shoul
t of illness as a problem for apg

) nmﬁ%o_m
vith science as

clear that the treat-
ace must be considered
: “cor nse.” Th
_common sense.  1he
that illness, even a very
¢ illness, has been inter-
] treatment has been con-

¢ part of what to us is
eted in _w:unw_.aﬂc;e@_
erec s the appropriate : : .
.....Mmmm ”W&WMQ &ﬁnw_..u“u W-_... element mugwmmnm_. ore which ammw be
sarded as proto-scientific, with respect to the treatment o
s for instance. But the prominence of magic in this field is
.ﬁ_ﬁ“ﬁ”ﬂww“m”om...Vw no mean ooum#nm "oba:._m.n.omm."m nEEnm.P
 examples of traditional China and our own E_m&o >.mmm will
ce. Where other features of the cultural tradition are not mm<on.-
: aditionalized stereotyping which we think of as charac-

in the full sense, we find a great deal, and some-

the

eudo scientific beliefs and practices.
bt of these considerations it is not surprisin that in

_&w_,_.

1 include a religious approach
evel to which |
recent phenomenon, -

ith some of the
. This need not be
particularly relevant

‘of coping with it In nop--

ce, of health “superstition in the ”mmmm_n_om pseudo ! mwnﬂnﬁaﬁ

. o D % An excellent and ve ) detailed analysi of ‘one of these border-line n.ds.wmmu..

e mmn ; fia i et be Em mw. insti Fo o given in the study by Walter 1. én-mﬂnm.u.cmoaam Strain and Social Adjustment
tific me Jicine has come to | -

ntations toward the health problem are by -

ealth superstition, as eviden
medicines,” for example the

o ouch” hinaf it

uch popular
‘the “patent
E S _ y advertised “Dr. Pierce’s Golden
‘Medical Discovery,” and many traditional “home remedies.” Fur-

. thermore in the health field there is a considerable fringe of

o  sions auxiliary to it like dentistry and nursing. These are apt to

‘what
- are sometimes called “cults.” Some ‘religious denominations, of -

thaps the most conspicuous example,

i i us-approach-to-health as an integral part'of their
-} = general doctrine. Then there is a variety of groups which offer
N T ﬁ_om,.u treatments outside the medical profession and the profes-

include complex and bewildering mixtures of scientifically veri-

~ hable elements and various grades and varieties of pseudo-science.?

 Finally the institutionalization of science is, as the analysis of S
Chapter VIII would lead us to expect, far from complete within

the profession itself. There are man: f evidence of this, but

for present purposes it is sufficient to cite the strong, often bitter

-} resistance from within the profession itself to the acceptance of-
1 what have turned out to be critically important scientific advances

in their own field. One of the classic cases is the opposition of the

stition.”

It goes without saying that there is also an important involve-
~ment of expressive symbolism in medical practice. Rather, however,

than attempting to review it at this point it will be better to call

attention to certain aspects of it as we go along. |
~ § THE SOCIAL STRUCTURE
~ THE immediately relevant social structures

in the Marginal Role of the Chiropractor, unpublished Ph.D. dissertation

vard '\ 195H

y. consistin the
of the role of the medical practitioner himself and,

—— =

-} French Academy of Medicine to Pasteur, and for some time the |
- §  complete failure to appreciate the importance of his discoveries. A Bt
__  closely related one is the opposition of the majority of the surgeons o
3 of the day to Lister’s introduction _om.wﬁm._.nn_ asepsis. The concep- |
~ tion of “laudable pus” is an excellent example of a medical “super-




of Modern Medical Practice
mnaon :. Qmaﬁumwmmmnnmcocm to analyze it, that

hough to common
e iinpingements of both roles on other aspects of the BB_HHEQE.@
© of the social system which will have to Vn.Bnn_cos& at the appro-
 priate points. . - _

" _The role of the medical practitioner belongs to the general class
E Dm:kuwﬂw HQHQ 0 Moo s a mﬂﬂ.n_wm.m n%m the .mmnmmﬂ mﬂon””nwwommn “MH“WMW
tiona! roles. Caring for the sick is thus not an incidental activi

C w_m“ww ﬂ&mm..t%o_.mwm for example mothers do a .mocm.mnww.cmmﬂﬂv“m_

~ has become functionally specialized as-a-full-time“job." s, of

" ¢ourse, is ww_._:e means true of all societies, As an occu mcwnm ro
it is institutionalized about the technical content of the function

* which is given a high degree of primacy relative to o%mn MBEW-
determinants. It is thus inevitable both that incumbency o Mm ME M
“should be achieved and that performance criteria by. stan ﬂmm mw
~ technical competence should be prominent. Selection for it ..Em e
 context of its performance are to a high. degree womnnmmﬂoﬂ.wr nwra
other bases of social status and solidarities, In common with the
- predominant patterns of occupational roles generally in our B%nQ
it is therefore in addition to its incorporation o_.m nnvﬁﬁ_:ﬂ: mm» nmwr
universalistic, functionally specific, and affectively neutral. ; e

the role om__.muo_\wcm:oaiuz. however, it is collectivity-oriented not

e gelforienteds L L e o
/7 The importance of this tterning is, in one context, strongly
.ﬂ:wﬁwmn&mﬂﬁ.#m _.n_»aob..%ﬁn ..nEn.EmH..Qm.nm‘_oﬂ. One basis ME
the division of labor is the specialization of technical n.oamaﬁmﬁw.
The role of physician is far along the continuum of En.ammmﬁm y
“high levels of .S&E,mn&.noa%nﬁnoo required for m.mﬂmonﬁmsﬂ%. r.ﬂ
cause of the complexity and subtlety of .n.rn wﬁo‘.&nmmm. and skil
.| required and the consequent length and intensity of :EEHMW._.: is
| diflicult to see how the functions could, under modern conditions,

‘ties in that status, following wwna_.: .vw. S.rar. Brm mnmmmm
responsibility for the health of her children is mmn:v&wﬂ.o t mM mothet
~status, .N‘_En.n is an intrinsic noannono.: _umgnau achiev mnmm_mmnm
and the requirements of high nun_ﬁ_m&_ noBHunSmnow as well as
universalism and competence. In addition, of course, there is pres-

h" himself. There mmmwwo a Hm—.umb of maﬂoaﬂn ..

be ascribed to people onnm..m.wmum..m prior status as one of their activi-

e g Plag o e -

Ny

m;lﬁi‘im.; o B NN m\mﬁ-_ i R % P A e AR i b w4

o

- applied scientist, The physician is expected

the patient” above his personal

~ r——..)

_ The Social Structure “tazg ]
sure in the society to assimilate the medical role to others of similar
character in the total occupational system. L :
‘High technical competence also implies specifici  of function,
Such intensive devotion to expertness in matters of health and
disease precludes comparable expertness in other fields. The physi--
cian is not, by virtue of his modern role, a generalized “wise man”
or sage—though there is considerable folklore to that effect—but a
specialist whose superiority to his fellows is confined Bm?ruwnn&n
sphere of his technical training and experience. For example one
does not expect the physician as such to have better judgment about
foreign policy or tax legislation than any other comparably intelli-
.m.mun and well-educated citizen. There are of course elaborate sub-
ivisions of specialization within the profession. _
- Affective neutrality is also involved in the physician’s role as an -
to treat an objective
problem in objective, scientifically justifiable terms. For example
whether he likes or dislikes the particular patient as a person is
Ew%om& to be irrelevant, as indeed it is to most purely objective
problems of how to handle a particular disease. _
‘With regard to the pattern variable, self vs. collectivity-orien-
tation, the physician'’s role clearly belongs to what, in our occu-

/pational system, is the “minority” group, m"no:%_w insisting on

collectivity-orientation. The “ideo ogy”

of the profession lays great
emphasis on the obligation of the

physician to put the “welfare of

interests, and regards “commercial-

ism” as the most serious and insidious evil with which it has 1o

contend. The line, therefore, is drawn primarily vis-d-vis “business.”

The “profit motive” is supposed to be drastically excluded from the

medical world. This attitude is, of course, shared with the other
rofessions, but it is perhaps more pronounced in the medica] case
an in any single one except perhaps the clergy. .

In terms of the relation of the physician’s occupational role 1o
the total instrumental complex there is an important distinction
between two types of physicians. One of the :wﬁﬁﬁ;ﬁﬁkﬁgnn.._
the other the one who works within the context of organization.
The important thing about the former is that he must not only care
for sick people in a technical sense, but must take responsibility for




settlement of the terms of exchange with them because of his direct
dependence on them for payment for his services, and must to a
high degree also provide his own facilities for carrying on his func-
tion. It is & crucially important fact that expertness in caring for
the sick does not imply any special competence one way or another

in the settlement of terms of éxchange. It may or may not be a

{436 "The Case of Modern Medical Pracic

- good social policy to have the costs of medical care, the means of

payment for it and so on settled by the members of the medical
profession, as individuals or _Eacmr_ommnaﬁmoum. but such a
. policy cannet be justified on the ground that their special training
- gives them as physicians a technical competence in these matters
which others. do not have. _ .. -
An increasing proportion of medical practice is now taking
‘place in the context of organization. To a large extent this is neces-
- sitated by the technological development of medicine itself, above
all the need for technical facilities beyond the reach of the indi-
vidua! practitioner, and the fact that treating the same case often
involves the complex cooperation of several different kinds of physi-
- cians as well as of auxiliary personnel. This greatly alters the
- relation of the physician to the rest of the instrumental complex.
He tends to be relieved of much responsibility and hence neces-

. ...sarily of freedom, in relation to his patients other than in his tech-

nical role. Even if a hospital executive is a physician himself he is
not in the usual sense engaged in the “practice of medicine” in
erforming his functions any more than the president of the Miners’
F_:.c: is engaged in mining coal, _ _
As was noted, for common sense there may be some question of
whether “being sick” constitutes a social role at all—isn't it simply
a state of -“condition”? Things are not quite so simple as this.
The test is the existence of a set of institutionalized expectations
end the corresponding sentiments and sanctions.

_ There seem to be four aspects of the instituti
 tion system relative to the sick role. First, is the

ized expecta-

" nature and severity of the illness. This exemption requires legitima-
tion nid to the various alters involved and the physician often
- _serves as a court of appeal as well as 2 direct legitimatizing agent. It

is noteworthy that like all institutionalized patterns the legitimation

normal social role responsibilties, which of course is relative to_the

. e . o e

_ _.‘E_u._m .won:& .m.s.enEE .

the sick person but an oblioati f D

o S0 bligation upon him. People Ft e
wﬂ ”M unwsm_un.csm they are sick and it is not =58~W30mhnmwn Mﬂ.r”w“anw
tell them that they ough: to stay in bed. The word .w.wbam_:w hasa

mora ion. i
1 connotation. It goes almost without saying that this legitima-

tion _wmm the social function of protection against “malin ring.”
The second closely ¢ ect is the institutionali

tion that the

. .“wn.BMn%. m%%om " His “condition” must be changed, not merely his
»wn.w.,.:.,. ) : < course the process of recovery may be spontaneous but
while the illness Jasts he can’t “help it.” This element in the defini-

tion of the state of illness is obviously crucial as a bridge to the

acceptance of “help.”

itself undesirable with its obligation to want to *
two elements of Jegitimation of the sick role thus are conditional in

a highly important sense. It is a relative _n%:_.:.wno: so long as he is -

in this unfortunate state which both he an,
of as expeditiously as possible, .-
m_.zmz the fourth closely r element _..m the obligation—i
roportion to the severity of the condition, o nomnmnl% mm_a it
in the most

al ter hope he can get out

role structure,

It evident from the above that the role of motivational facto
in illness immensely broadens the scope and increases the "
tance of the institutionalized role aspect of being sick, For mg‘mﬂwmomﬂr
MMWME%EM&!\B:@& becomes much more mum:.on.m of mmnah
il .nmr mnum and nww.ms_zm lines. The privileges and exemptions of
Sick role may become objects of a “secondary gain” which the
patient is positively motivated, usually uncensciously, to secure or
retain. The problem, therefore, of the balance of Huwmcmwmmwu hﬂ%

Mmqnm. vmn.oam..m of mmm, _”Ewons:nn, In general motivatian [ balances
- great .m.mm‘nmﬂﬁmwm_h.:wmhmbmnmban.m.uh.M@m.m,#m_.mwhgmwpmﬁgnmes“w:w .

of being sick enough to avoid obligations can not only be a ri mrm e

1ni-




' motivations to mum.mpsno.

- Tymmu & .38 ro f 20&«32«&8&?@3«

. conurolled; and it should, therefore, not be surprising that this is no
| rxru_mﬂm”ﬂ?aran mesﬂapwga&n non__%o m_m_n_nm.mn _wwﬂﬂwgmam :
of the sick role and its relation to social structure. It is, in the hrst-

SR RN nt” role into which anyone, n_mm__..m@_u.mm.mmmwwmhﬁ.ﬂ_m
Pliceh aue i  come. It is, Furthermore, in the type case

, % Lk TP ] . ; L N i . mww
mporary. may say that it is in & certain sense a "negative
_ wmr. ¢ u..p _._u o % ilure to “keep well,” though, of .nocnwnm
v +-raie, th _ __keep oy ; OF o0
. positive motivations also operate, i?n_.._glm.vmn very token E b

It is inherently universalisti ized objective
e e T ; m.w m and with
ﬂ_”..ma_mﬁﬂﬁmﬁn Mua" its focus is thus classificatory not R_mcosmm
" Ttis also functionally mmn&m_o. confined S.m.ﬁ .mm_rﬂo of r.nﬁn_rwmn. )
: ._.wg._.mnz.“n._.;...n_a—,_.._m_.mm.m._.nm. .nﬂm\ m“mp_umwn—nm «5.&.:.5. that mwrﬂ—.n. tis

" furthermore affectively neutral in orientation in that the expected

behavior, “trying to get well,” is focused on an objective problem

ons,* ientations to an
not on the cathectic significance of persons,’ or orien

naoma:mzwm_nﬁzsm %_ana_. m_ocmr.nrmmnswwmm.schanE»:w
ise involved, - i e .

njm%mwoﬂoﬂhmg of the sick role vis-2-vis the physician is mr_o de-
fined as collectively-oriented. It is true that the patient has a very

b - obyious self-interest in getting well in most cases, though this point.

..... . . ﬂammzmwrwmmnmms
.n&énmvnmom_awn.wﬁosnownrmm n& _ ..
0 mﬁﬁﬁ tude mw.n__onn_ww Bwumnm. that he has assumed the obligation wo
.noo_wnﬂﬁn with that wrv.&omun in what is regarded as a common task.

“The obverse of the physician's obligation to be guided by the welfare

e Ol | PR “do his part” to the best

" of the patient is the Jatter’s obligation to “do his p :

5 ”m _Eum nﬂmzﬂw..ﬂmu m..o:: is clearly brought out, for example, in the
es

‘artitudes of the profession toward what is nws& _,m.rowwim ma«ﬁa.m

By that is meant the practice of a %mnnu_m ‘checking” the »ma_._nn M.p

one physician against that of another without telling physician

e "ram. | :

. he has done so or who B is. | .

. . T M V i ticularly important fo the therapeutic proeess,
s .uwuﬂ.wﬁ!%,nnﬁnﬂv .ﬂwh ww“". 5@%&35 significance of persons has no

1t in the etiology of illness ot that cathexis of the physician as an or.m.nn" does
w.eﬁ wceur—but it I controlled.

e medical view is that if the patient is

is or is not sick, how sick, and with »/,

e initendls to consult Hur._ﬁ_.&nn B, or if he comes back to A that

e aie i

.._...

e

R

s

" Anotth \
- dependently, and above all not without A’s knowl _
proper recourse is to terminate the relation with A and become “B's
patient.” The notable fact here is that a pattern of behavior on the

~do one of two things, first he may request a consultation, even nam- -

ing the physician he wishes called in, but in that case it is physician
: atient who must call B in, the patient may not see B in-

e. The other

at not only of the physician, but also of the patient, is expected
which is in'sharp contrast to perfectly legitimate behavior in a com-
mercial relationship. If he is buying a car there is no objection to the
customer going to 2 number of dealers before making up his mind,
and there is no obligation for him to inform any one %mm_n_... what

others he is consulting, to say nothing of approaching the Chevrolet

dealer only through the Ford dealer.

- The doctor-patient ﬂnwnmo:mrmw is thus focused on these pattem

elements, The patient has a need
doesn't—nor do his lay associates, family members, etc.—"know”
what is the matter or what to do about it, nor does he control the

for technical services because he

~ necessary facilities, The physician is a technical expert who by -

special training and experience, and by an institutionally validated
status, is qualihed to “help” the patient in a situation institutionally
defined as legitimate in a relative sense but-as needing help. The

intricacy of the social forces operating on this superficially simple

m:r.wwmzwaommonmmmnn_mnonm..i_.:.g Fd:mvﬁoc:.bnrm following
analysis. _ : _ _

' § THE SITUATION OF MEDICAL PRACTICE

A. The Situation of the Patient )

THE first step is to go more in detail into the analysis of

relevant aspects of the situation in which the doctor and the patient

find themselves, This will provide the setting in which the impor-
tance of the broad patterning of both physician’s and patient’s role
can be interpreted, and will enable us to identify a series of

mechanisms which, in addition to the physician’s deliberate appli-

cation of his technical knowledge, operate to facilitate his manifest __
functions in the control of disease, and to promote other, latent funec-
tions which are important to the social system.

i The Situation of Medical Practice  [439]
DA { not satishied with the advice Em_..@rw_&mmu m?mm r._ma,. he .va.. properly

.

- —




- “First, it mus

L

be remembered that there is an enormous range.of
diffecen typesof illness, and of degrees.of severlty. Flence 8 2%
 abstraction is inevitable in %w. such general account as the D

"~ ne. “There is also a range of different types of physician. Ie will

therelore, be necessary to concentrate on what can be considered

certain strategic and typical features of the situation omm,ao%_.m. i
"It will be convenient first to take up the salient m»ﬂw_:nmrumr -
\v:tion of the patient and his “lay” associates, particy mm ., M..ni
This family. These may be classified under the three headings
;ness and of help, technical incompetence, and emo- -

"By institutional definition of the m__n__...nowo.nrn.m__nr rson is help-

“ws,ﬁw& therefore in need of help. If being sick is to be Rm»&wnw ”m
 wJeviant” as certainly in important respects it must, it is wm smn .H_.. .”
" noted distinguished from other moamsn Br"m. vnm..n_moﬁw‘. y nmu. fact
" Dt the sick person is not regarded as “responsibl J.,mmﬂ.__.#_\m_.__m,oww%w._.m.u.
“he can’t help it.” He may, of course, have carelessly expo H_ms.
self to danger of accident, but then once injured he cannot, tor.

__..._...mpm_.unﬂ_cu&_owvw...g_wimn... ...H.rn nzrcn&.mo_ss
G w_“”w.q_.wwa_“_&:»nno at many womm“uonn points in ?n.m_m“_&_u.mv of
~ illness, but the core definition is that of a “condition” that either

Thas to “right itself” or to be “acted upon,” and usually the patient got -

into that condition through processes which mn.n.._monm.m:w defined as
| E%WH_ W..MM..@ of the need of help will vary with the severity of
“the &E_u_u:w__._._m_.__mnmz_m_ and risk of death or serious, lengthy or per-
manent .m_pm__zn__swnr It will also vary inversely with the prospect, as

defined in the culture, of %o%rgaﬁmngubmmnﬂﬁuq
and duration. Buta sufficient proportion of cases is severe inone or -

more of these senses, and :pmw&n.ﬁﬂnbﬁn.mﬁ@%%. e

soon enough, 50 _.ﬂ_r»ﬂ the feelin m_..o_m.r elplessness and the need ...U_.m_t_aw _

are very real.

The sick person is, therefore, in a state where _wo is suffering o
&&MWMMM _ww”.? and possibly facing risks of worsening, which is.

. y is fault” or s0 i hich he
_ ially defined as either “not his fault” or BBm%Ew from w _

_ Mﬂmow wm expected to extricate ‘Thimself by his own effort, omwmmw.

erally both. He is also likely to be anxious about his state and the

future. This is a very different kind of “need” from that of a person

B s e L
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- who merely “wants” something that _
~ he can “swing” it independently, such as a new car, or even if he
' “needs something,” such as adequate food, if he can reasonably be
- expected to procure it by his own efforts, as by working for it, and
~ " not being lazy or shiftless. In a special sense, the sick person is “en-

By the same institutional definition the sick ‘person is not, of

£

course competent to help himself, or what he can do is, except for

trivial illness, not adequate. But in our culture there is a special defi-

nition of the kind of help he needs, namely, professional, technically

competent help. The nature of this help imposes a further disability -

or ?E&n»m upon him. He is not only generally not in a position to

" do what needs to be done, but he does not “know” what needs to be

done or how to-do it. It is not merely that he, being bedridden, can-.
not mo down to the drug store to get what is needed, but that he
would, even if well, not be qualified to do what is needed, and to

- judge what needs to be done. There is, that is to say, a “communi-

"

tion gap.” - _
: Qmmw. a technically trained person has that qualification. And

one of the most serious disabilities of the layman is that he is not

qualified to judge technical qualifica
4%\ <

Two physicians may very well give conflicting diagnoses of the same
case, indeed often do. In general the layman is not qualified to
choose between them. Nor is he qualified to choose the “best”
physician among a panel. If he Sﬁn@nmw rational he would have to
rely on professional authority, on the advice of the professionally
qualified or on institutional validation. .

This disqualification is, of course, not absolute. Laymen do know
something in the field, and have some objective bases of judgment.
But the evidence is overwhelming that this knowledge is highly
limited and that most laymen think they know more, and have

better bases of judgment than is actually the case. For example the -
great majority of laymen think that their physician is either the best
‘or one of the few best in his field in the community. It is manifestly
impossible for the majority of such judgments to be objectively cor-

rect. Another type of evidence is the patterning of choice of phy-
sician. A very large proportion of people choose their physicians on’
the basis of the 389&%@?%?&@2&&@@@ who “like

he can be permitted to have if

cations, in general or in detail.

o —
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S S_M_Sm_n_&._._.%&mmoumou__u__ even as to the E&ﬁ& wnroow from which
he holds a degree or the hospital at which he interned.® There must

; . : et T T R i o M 3 ] L
-+ be some mechanisms to bridge this “gap.” There must be some way

_ T e his family, as to what is
“of defining the situation to the patient and his m»mn_. Y

: mﬁr%_sﬂ.ﬂwmim% him" and why, what his prognosis is, what v%&mwam_
will have to be assumed in recovery. _.Hroun. must be some mech mEmnw
for validating the “authority” of the physician, who only in specia

Rnt= Aol AP ra e i<t o=t SR et b

" cases like the military services has any coercive sanctions at his com-

In _:.mm_.nouumnmoa .m..... should be uon._nm that the w:%nsm the
physiciun asks his patients and Eomn..mnﬂmrum.ﬂ.o assume on his advice
are often very severe. They include suffering—you “have to get

~mand.

= . : i f a major
" worse before you can get better” as for instance in the case o j

surgical operation, They include risk of deathi, permanent or lengthy

 disablement, severe financial costs and various others. In terms of

nse it can always be said that the patient has the obvious
_M“”H”m:_.”a m_n_nmsw well own_ hence should be ready to »nﬂnwn any
measures ém._."nr may prove necessary. But there _m.muﬂmﬁ t n_ao,,%m.“
tion, implicit or explicit, “How do I know this will do any go &
~ The one thing certain seems to be that the layman’s msmﬂn_...ﬂoﬂ : _”M.
‘cannot, in the majority of severe and complex cases, i.e., the “str

SE, s A i ior rstanding of
e gic" onesybie-based primarily on his own rational understanding

_ rati ighi . The
factors involved and a fully rational weighing of them. T
%mﬂﬂwno_ from the physician in this respect is often a matter of de-
gree, but it is a crucially important difference of mnmnow. _ N
A Finally, third, the situation of illness very generally Eumo.sn.m mm
patient and those close to him with complex problems of emotion

is no question of a “physic” factor in his condition, suffering, help-

ent, It i ituati in. if there
- adjustment, It is, that is to say, a situation of strain. Even

- Jessness, disablement and the risk of death, or sometimes its cer-

. - - -v
inty, constitute fundamental disturbances of the expectations by
Hﬂ“ﬂ _MH“-SH__”M They cannot in general be emotionally “accepted

L without the accompaniments of strain with which we are familiar -

and hence without difficult adjustments unless the patient happens

Yne phiysici burban general practitioner, told that in several years

“of “uw“.onn mwmﬂn“ﬂ w-mﬂnn had asked ‘from what medical school he had
 graduated. :
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~ to find positive satisfactions in them, in which case there is also a
 social problem. The significance of this emotional factor is magnified

and complicated in so far as defensive and adjustive mechanisms are
deeply involved in the pathological condition itself. - _

~ The range of possible complexities in this sphere is _s.unw great.

in certain relatively definite ways. Perhaps the most definite point
is that for the “normal” person illness, the more so the greater its

pattern. He is cut off from his normal spheres of activity, and many

to function normally. His social relationships are disrupted to a

mon case the termination of his life. _
For the normal person the direction of these alterations is un-
desirable, they are frustrations. Therefore it is to be expected that

two types of reaction should be prominent, a kind of emotional -

“shock” at the beginning of illness, and anxiety about the future. In
both cases there is reason to believe that most normal persons have
an unrealistic bias in the direction of confidence that “everything

~will be all right,” that is they ate motivated to underestimate the
- chances of their falling ill, especially seriously ill (the minority of

hypochondriacs is the obverse), and if they do they tend to over-

even the necessary degree of emotional acceptance of the reality is
difficult. One very possible reaction is to attempt to deny illness or
various-aspeets-of it, to refuse to “give in” to it, Another may be
exaggerted self-pity and whining, a complaining demand for more
help than is necessary or feasible, especially for inecessant personal
attention. In any case this factor reinforces the others, It makes it
doubly diffieult for the patient to have an objective judgment about
his situation and what is needed. Whether they pay explicit atten-
tion to it in any technical sense or not, what physicians do in-

estimate the chances of 2 quick and complete recovery. Therefore

evitably influences the emotional states of their patients, and often
this may have a most important influence on the state of their cases.
In this connection perhaps a few words may be said about the

The problems are, however, structured by the nature of the situation

severity, constitutes a frustration of expectancies of his normal life
of his normal enjoyments. He is often humiliated by his incapacity -
 greater or a less degree. He may have to bear discomfort or pain

which is hard to bear, and he may have to face serious alterations of w
-his prospects for the future, in the extreme but by no means uncom-
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' relation of the _q__._.o&.npem.mm:_n..%y_.ﬁ.nﬂm? As was noted in Chapter

" portant situations in all societies, demanding complex emotional ad-
D s ok ,__,Mnbm ._.ﬂ._my dying. person, if the probability is

VIIT deatly, and particulacly premature death, is one of the most im-

ustments_on: the . 2 y i
m&oés 16 him in advance, and on the part of the survivors. This is

" 50 iniportant that in no society is there an absence of both cultural

“and social structuring of ideas about death, attitudes toward it, or |

" behavior in the presence of imminent death or its recent occurrence.
* Moreover the “death complex” is never purely instrumental in.its

putterning. It is a central

ocusing point for expressive mﬁﬂgmm.ﬂu..

- American culture in general seems to ruﬁ:m strong nmma_m.ﬁ%
bias,” one aspect of which is the “playing down” of death, the mco_m.
ance of too much concern with its prospect or its implications, mnm 4
when it must be faced, “getting it over with” as rapidly as possible.

For example, we have no_nnen_m__hmmr_.. and probably decreasing

_ - highly li

o it e

 striking that the medical is one of the few occupationa

hasis on: mourning, Our ten is to “get on with living” as
““N_w. in the usual _m.maa as possible. In the light of psychological
knowledge and the evidence from comparative cultures it seems
mn__w that this attitude is maintained only by virtue of strong

isciplines which re ug_wgw-"mou with and anxiety about
m_nﬁ :w“:“.,w_aw Bwu_u that “grief reactions” are more frequently

repressed than in other societies.

*~~In"a"society normally at peace, death in most cases is preceded

. vhich | . i i is is hence
by illness, which links it very closely with the m_o.w role. d:m is .
-wwo_:" at which more or less free-floating anxieties about death have
an opportunity to focus. Moreover, “rn_wrwnﬂg.%._wstmrh_ﬁ
closely into contact with death. He is often present at a death bed,

and he is the first one to whom wooﬂ“ look for structuring the situ-

ation in relation to their anxieties about the _uowmmvm_:ﬂ of death; if -

ician. It is
wms which
n our society have lar, cted contact with deat E_n_rn
_M:ecws o.mo.ww“wn ooncmwwwh.znﬂ __.”WWM the clergyman, the undertaker,
and in certain ways the police, being the other principal ones. ..:wn
military in our society are a special, though sociologically extremely
interesting case, because for us war is an exceptional “crisis” situ-

ation, not part of the normal life of the society. .
It is to be presumed that this association with death is a very

the clergyman comes in it is usually later than the

o T
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 The Situation of Medical Practice =~ {a45)
ant factor in the emotional toning of the role of the physician.
If he is not in %n_smmm__ tending in our society to take the place
by the clergy, an assertion often made, vﬁ.m:ﬂma_ﬂ_ :
,mﬂm at least has very important associa-
tions with the realm of the sacred. In this connection it s interesting
to note that the dissection of a cadaver is included in the very first
stage of formal medical training, and that it tends to be made both
-something of a solemn ritual, especially the first day, on the part of
the medical school authorities, and medical students often have quite
violent emotional reactions to the experience. It may hence be con-
cluded that dissection is not only an instrumental means to the
learning of anatomy, but is a symbolic act, highly charged with
affective significance. It is in a sense the initiatory rite of the hy-
sician-to-be into his intimate association with death and the mmm_n_.
Indeed, this is confirmed by the fact that historically the medi-
cal profession had to wage a long and sometimes bitter struggle to
secure the right to dissect cadavers as a regular part of medical train-
ing—at one time they secretly raided cemeteries for the purpose.®
Even today some religious bodies strongly oppose autopsies except
when they are required by the law of %.o state where there is sus-
picion of foul play. SRS
To come back to the main theme. There are two particularly im-
portant broad- consequences of the features of the situation of the -
sick person for the problem of the institutional structuring of medi-
cal practice. One is that the combination of helplessness, lack of

- ftechnical competence, and emotional disturbance make him a

peculiarly vulnerable object for exploitation. It may be said that the
exploitation of the helpless sick is “unthinkable.” That happens to
be a very strong sentiment in our society, but for the sociologist the
existence of this sentiment or that of other mechanisms for the pre-
vention of exploitation must not be taken for granted. There is in
fact a very real problem of how, in such a situation, the very possible

‘exploitation is at least minimized."

- -® CF. Shryock, Richard Harrison, The Development of Modern Medicine.

"It is interesting to note that even leftist propaganda against the evils of
our capitalistic society, in which exploitation is a major keynote, tends to spare
the physician. The American Medical Association tends to be attacked; but in
general not the ideal-typical physician. This is significant of the general public
reputation for collectivity-orientation of the B&mﬁm profession.
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L ke general point is the related one that the situation of

‘a whole ‘seriés of irr- and .ﬁn.a...nmmcnnﬁ .v..".:nmm_. mﬁ% .Hun.mmu..:MmMm WMHW”
R e e e e S e
" is, as we have noted, the exception rather tk e rule, and in

_. annc.__ﬂ_s_ﬁ_?,acn: today, a very large volume of w:mwwnm:w% .Hmnm
~ other non- or irrational beliefs and ractices in %w healt __,oo .r_ w
is not to say that the medical profession either m M.” »_HMSH w y o
rational kitowledge and techniques, or is free o 5 onm Mn_ wﬁour
elements, but the volume of such wrouo_unu_u oﬁmﬂ .am e B%m wock
of regular medical practice is'a nocmr measure of this rw.nwonﬂ.“ Lhis et
of fucts then makes problematical the mmmnmm..mwlﬁ hich _th o
ment-of health problems by applied science has in fact come

passible. It can by no means be taken for granted as the course which

..._...
“rcasonable men,” i.e., the normal citizen om.o_.:. society will “natu |

ﬂ._:w‘.ﬁwm ” _n.cu discussion has been concerned 1.&»1_& with the .m_mr

person E:ﬁn._m. But in some cases, e.g. when he is an E?_H or _W _.._...
~ a coma, the patient himself has nothing whatever to sa nv ut Mmosm

is done to him. But short of this, the patient tends to .:mnboﬁ
by family members and sometimes friends who are not sick.

- <——this-not-vitiate the-whole argument of the above discussion? Defi-

itigate it i f some of the

i . It may mitigate the severity of the impact o of
_H._”“_.H__._ﬂu”o“m M..... Huﬁan:_w situation; in fact, it often .monm. But in the
first place __u,v.ﬁa?,norbFﬁnmrmmn;.mb..mwmwm..mmn%%mmmmmmmmmﬂﬂﬁ
:dical matters in one case than the other. The need of help is
H»M%M%wﬂm&ﬂ.m Wonncmn the solidarity of the family _Emomnm a
very strong pressure on the healthy members to see that the sick one

m&m the best possible care. It is, indeed, very common if not usual

the _ nily me i alance in the ad-
 for the pressure of family members to tip the balance 1e ad
: _M:w.m_o: wm._nwasm sick enough to go to bed or call a .m..oa_wu. E_ﬁn ”wn
_ patient himself would tend to stand out longer. Ew nn.m_o_..n & e
emotionial relationships within the family are of suc rm nﬂm _.an n”.
that the illness of one of its anv.nnm creates Sans_u at di nﬂww.
emotional problems from the patient’s own to be sure, but never

“less often very severe ones, and sometimes more severe, or more

difficult for the physician to cope iwr. It is not, for instance, for

i e o o B o i
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il nﬁrim that .Wn&mﬂmnmmnm ruEEu:w an:. nrn..?om,.mn. not the sick
- child, when they s

en they say “my patient.” To anyone schooled in modern
psychology the emotional significance of a child’s illness for the
mother in our society scarcely needs further comment. Hence we
may conclude that the basic problems of the role of t him-
self-are shared by the others in his personal circle with ‘whem the

physician comes into contact in his practice. Sometimes the role of

these others is to facilitate the work of the physician very signifi-
cantly. But it would be rash to assert that this was true very much
- more often than the reverse, In any case it is quite clear that the role
of family members does not invalidate the significance of the situ-

m_mom.mmwrnwmanﬁ_mo:_ﬁawﬁmnﬂnﬂom En.&&.ﬁﬂhﬁ.m?@@;f&:&
bggﬁ. ) i - ) i

B. The Situation of the wrwaﬂ.ﬁa_

- THE role of the physician centers on his responsibility for -
the welfare of the patient in the sense of Facilitating his recovery
from illness to the best of the physician’s ability. In meeting this re-
sponsibility he is expected to acquire and use high technica! com-

tence in “medical science” and the techniques based upon it. The
st question to ask about his situation, therefore, concems the rela-
tion of these technical tools to the tasks he is called upon to perform-

~ and the responsibilities he is expected to live up to.

In a certain proportion of cases the doctor has what may be called
a perfectly straightforward technological job. His knowledge and
skill give him quite adequate tools for accomplishment of his ends,
it is only necessary to exercise sufficient patience, and o work

steadily and competently at the task. This would, it is true, leave the

“penumbra” of emotional reactions of patients and their families for -
him to deal with, and his own emotional reactions to such things as

 severe suffering and imminence of death might well pose certain

maw_oam.om.ugcnanuumm.:mnansn8 F..E.w_.zg.ﬁrnroma qualifica-
tions it would be much Ema any other high level technical job. _
But in common with some and not other technical jobs there is
in this case a shading off into cases with respect to which knowledge,
skill and resources are not adequate, with hard, competent work, to
solve the problem. There are two main aspects to this inadequacy.

On the one hand there are cases, a good many of them, Ern_..n the
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. upshot of a competent diagnosis is to expose a condition which is

L .rwwé_? in-the mmmwn state mm medical knowledge and technique, to

. be essentially uncontrollable. This is true both in the individual
case and generally. Though there is a fundamental relationship be-
nznmﬂ.#s.o_iﬁnnm.n;mbnwnnmﬂo\_. this is a general and not m.wo_s.n.moﬂ.

- point relationship. Optimistic biases are very general and funda-
mental in human social orientations, ﬂn_&mmm particularly in our
society and certainly in relation to health, It is, m.ﬁunmo.ﬂo. very com-
mon that the initial effect of a given advance in knowledge is to

~ demonstrate the impossibility of controlling things s.r.ﬁw were
thought to be readily, controllable, to expose unfavorable mmngoﬂ in
the situation which were not previously appreciated, and to show the
fruitlessness- of control measures in which people had previously

This has been the case with many advances of medical science,
For example, about in the 1870's many people, both in the medical
profession and outside it, had a strong faith in the efficacy of various

* drugs in the treatment of pneumonia, Sit émzu_m:.. Osler, one of Hrm _

~ most eminent physicians of his day, undertook against strong opposi-
* tion in the profession to show that this faith was not well founded.
e claimed, and his claim has been mnmnszmnqu <nnrmmﬂ&“ @.En
there was not a single case of the use of drugs in this connection
~re--which-was~apart from psychological considerations, we would now -
‘add—not either useless or positively harmful. It must of course be
remembered that serum treatment, sulfa drugs and penicillin wm.m
not been discovered at that time. Hence the net effect of Osler's

" “campaign” was to reduce what had been thought to be the area of -
rational control of disease, yet it represented definite scientific
advance® = R _ :
The same can be true in the individual case. The patient and his
family B»w know only that he has »w_moamm_& discomfort, has been
losing weight and lacks naommm.. Diagnostic procedure reveals an
~ advanced, inoperable cancer of the stomach with a hopeless prog-
* nosis. “More” is definitely known than before, _UE. hope has been
destroyed. The _nn-s»uwmvm.n advances of medicine in the past two

B
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~ generations have significantly narrowed "rn. range of cases of nrm.m
- sort, But they are very far from having eliminated them, and it _
* Cf. Harvey Cushing, The Life of Sir William Osler. :

— 5

_ : .u.rn m_.“_:n:._g_ um_a\.ﬁw&n& Practice | ﬁm“_
seems quite definite that there is no early prospect of their elimina-

~ tion. i

- These inherent frustrations of the technical expert acquire
special significance because of the magnitude and character of the
interests at stake. The patient and his family have the deepest emo-
:.osz.,:co?nﬁosnm in what the physician can and cannot do, and

—

in the way his diagnosis and prognosis will define the situation for
them. He himself, carrying as he does responsibility for the outcome,
cannot help but be exposed to important emotional strains by these
facts. _ _ o

The absolute limits of the ph sician’s control—which of course
are relative to the state of medical science at the time and his own
assimilation of it—are not the only source of frustration and strain.
Within these limits there is a very important area of uncertainty. As
in so many practical situations, some of the factors wnm_.m:m on this
one may be well understood, but others are not. The exact relation
of the known to the unknown elements cannot be determined; the
unknown may operate at any time to invalidate expectations built
up on analysis of the known. Sometimes it may be known that cer-
tain factors operate significantly, but it is unpredictable whether,
when and how they will operate in the particular case. Sometimes
virtually nothing is known of these factors, only that the best laid
plans Sﬁﬁmz.o:mmw go wrong. In general the line between the spon-
taneous forces tending to recovery—what used to be called the vis
medicatrix naturae—and the effects of the physician’s “intervention”
is impossible to draw with precision in a very large proportion of
cases. _ _

The great importance of the uncertainty element is evident even
if attention is confined to the hwm._..oucmwmm,r@..ognﬂ_.ﬂh levels of
analysis of medical problems. In the first great era of modern scién-
tific medicine explicit attention was almost in principle confined to

~this level. In the light of subsequently acquired knowledge of the

psychic factor in disease, a very substantial proportion of the uncer-
tainty factor when attention was thus narrowed must have consisted
in the impingement of psychological elements on the disease process,
which at that stage were not understood at all. Taking explieit
account of these, to the extent that this has so far become possible,
helps to reduce the range, but again by no means eliminates it. One



_.__strain_on the physician by virtue of these __mﬂwoaﬁg..ﬁm._ uncer-
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of its effects, like that of all scientific sdvance, s to increase aware-

ticated Relds of applied science, ..
The primary definition of the physician’s responsibility is to do.
everything possible” to forward the complete, early and painless re-
covery of his patients. The general effect of the existence of large
factors of known impossibility and of uncertainty in the situation
with which he has to cope is to impose strain :wmu him, to make it
more diflicult for him to have a “purely rational” orientation to his

ness of the vast extent of human ignorance, even in .&n_aoﬂ__m%wa. __

job than if his orientation were such as to guarantee success with

‘competent work. This is true of his own orientation without taking

account of reciprocal interactions with his patients E._m their in- |

timares. - LRI ot . T
Tt the function of “doing everything possible” is institutional-
ized in terms of expectations, and these expectations are most vividly
and immediately embodied, besides in the physician’s own attitude
system, in the attitudes of precisely this group of people. But com-
pured to most such groups their involvement s, because of the con-
siderations anal above, peculiarly intensive, HEEnm_mﬂo. and
likely to contain elements of emotional disturbance which are by
definition, tendencies to devianit behavior. Hence the elements of

tainty components of his situstion are particularly great. Non- and
irrational mechanisms were noted as prominent in the reactions of
sick people to their situations, and those of their families. In spite of
the discipline of his scientific trainin 2&. competence, it would be
strange if, in view of the situation, physicians as a group were alto-

ether exempted from corresponding tendencies. In fact that magic
m_.naco:mw_-.v ars in situations of uncertainty is suggestive. .H:.m
later section "mnn problem of the functional equivalents of magic in

actual medical practice will be taken up briefly. However, it is clear

" from the above that quite apart from the operation of .mo..nmz&
sychic factors in the M_uop.a process itself, the strains existing on

wu&..u&np_.om,_nﬁﬁwmmnmﬁ relationship are such that we must

“expect _to find, not merely institutionalization of the roles, but spe-

cial mechanisms of social control in operation.

Factors of impossibility, and uncertainty in situations where

~ themselves, and actsof e

~ The mw:umeu.% Em&n&?ﬁ&g TG:

 there is a strong emotional interest in success, aré common in many

 other fields of m_wm:& science—the military field is an outstandingly

important example. There are, however, certain other features of -
the situation of the physician which are not common to many other -
fields which share those so far discussed. The engineer, for example,
deals wumsmn_w with non-human impersonal materials which do not
have “emotional” reactions to what he does with them. But the phy-

sician deals with human beings, and does so in situations which
often involve “intimacies,” that is, in contexts which are strongly
charged with emotional and expressively symbolic significance, and
which are often considered peculiarly “private” to the individual
himself, or to especially intimate relations with others. S
One whole class of these concerns the body. For reasons which
undoubtedly go very deep psychologically, certain of the sentiments
relative to what Pareto called the “integrity of the individual” are
focused on the “inviolability” of the body. Their structuring will
vary greatly according to the society and culture. But the amounts
and occasions of bodily exposure and of bodily contact are carefully
Rﬁw.ﬁm in all societies, and very much so in ours. To see a person
naked in a context where this is not usual, and to touch and manipu-
late their body, is 2 “privilege” which calls for explanation in view
of these considerations. The case of exposure and contact when the

- patient is omom.mo_mma sex is, it should be clearly __ﬁwn in mind, only
iar

one case in a wider category, though it is a peculiarly dramatic one.
In our society there is no doubt that there are also very strong senti-
ments regulating physical contact between men, and between
women as well. Furthermore, as to exposure, it may not, for in-
stance, be “shameful” for a man to appear in public without his
trousers, as it might be for a woman without either skirt or slacks,
but it would certainly expose him to ridicule, and this also is cer-
tainly an expression of important sentiments. It is clear, in the light
of the discussion in the last chapter, that both the parts-of the bady
xposure and of bodily contact are expressive

symbo ols of highly strategic significance. _
It is essential for the physician to have access to the body of his
patient in order to perform his function. Indeed, some of his con-

tacts, as in the case of a rectal or a vaginal examination, would not
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" " e permitted to any other person by most normal individuals, even to
e wﬁﬁ%Wuﬂ_nr_n.n_.___.«wmu_&_._a%ﬁw.to&a_._vn permitted only to special
__:ﬂ__ﬂﬂ”w with all, this goes the problem of sentiments toward “in-
_?J.,. of the body. Certainly _H»uw.noaw?x anxieties center about
this in many respects. It is, for example, noteworthy how many
“people have really severe anxieties about the insertion of a hypo-
dermic needle even when this has become such a commonplace .
‘our society. Obviously the problem of securing consent to surgica

- proc d many types of diagnostic procedures—such as the use
wMo M%ﬁ.ﬂwmﬂu ot N rwoﬂnromn_o%niw not to be too easily taken m_z.
‘granted. The essential point in m: "EM is ”rmm ﬂw_mwm mwnmmw Mwﬂuw M
atters of weighing 4 rationally understood "need ' again
”m.”.szw hma.:.& wﬂmhiunoum.. in ._En.mou# ..mm.&mnpgmmn or En@”
venience, but very complex non- and irrational B»naon___w are in
evitably involved with the typical, not only the m_u:oa__s@ atient.
The fact that these elements are o”,mpa_n and mosnaﬁ_n. . Sm s%"
make them unproblematical. On the contrary, in the _mH t of the
potentialities of disturbance, the fact of successful control presents

peculiarly important sociological problems.

~ Similar considerations apply to the physician’s need of access to

confidential information about his patient's private life. For reasons

- ymong Whicli- their place in the system of expressive symbolism is -

inent, many facts which are relevant to people’s problems of

_ ﬂ_.o“_ﬁ__ mm: into the realm of the .._Wacn...m or confidential about which

people are unwilling to talk to the o&...:»d. friend or mﬁmw_:ﬂmzno.

* Some of these concern only “reticences” about himself which are :ﬂ
 speciully bound up with intimate relations to others. )m:_“»m. .

often, _W_.__ example, hesitate to tell even his wife—even if he _m MM
excellent terms with her—about many things which might wel b

of ‘symptomatic significance to a physician. Oﬂwawm Wo:nogrw M
privacies of intimate personal relationships, not only, Ermﬂ p

particularly those with sexual partners. Such E..mo.__,a.mﬂﬂ.? .oEa_mm.

is often essential to the performance of the mw_ﬁ_ﬁmu mm_ netion. His

aceuss to it presents the same order of problems as does access to

. .._._n ﬁhg developments in psychology, wﬁs,.nz_pn_w psycho-

 analysis, have made us aware that in addition to resistances to access

e e R

e, e

.

 to the body, and to confidential information, anyone taking arle

like that of the physician toward his patients is exposed to another
 sort of situational adjustment problem. That is, through processes

which are mostly unconscious the physician tends to acquire vari- -

ous types of projective significance as a person which may not be
directly relevant to his specifically technical functions, though they
may become of the first importance in connection with psychother-
apy. The generally accepted name for this phenomenon in psychi-

“atric circles is “transference,” the attribution to the physician of

significances to the patient which are not “appropriate” in the
realistic situation, but which derive from the psychological needs

- of the patient. For understandable reasons a particularly important
class of these involves the attributes of parental roles as experienced -

by the patient in childhood. Transference is most conspicuous in -

L B e

“psychiatric” cases, but tliere is every reason to believe that it is
always a factor in doctur-patient relationships, the more so the longer

their duration and the greater the emotional importance of the

health problem and hence the relation to the physician.

If all these factors be taken together it becomes clear that, in

ways which are not true of most other professiosnal functions, the
situation of medieal-practice is such as inevitably to “involve” the

physician in the psychologically significant “private” affairs of his

patients:-Some of these may not otherwise be accessible to others in

any ordinary situation, others only in the context of ecifically
/ intimate and personal relationships. What the relation omw

the phy-
sician’s role to these other relationships is to be, is one of the

_wnnaw&.mzanno:&maw_nEmSEnr underly the structuring of his
|_professional role. o .

If the features of the situation of the patient, the sick person; his
intimates, and the physician, which have been reviewed, are taken
together, they seem to present a very considerable set of complica-
tions of the functioning of medical practice on the level of human

‘adjustment. These complications are not ordinarily taken account

of in the simple common-sense view of the obviousness of the expec-

tation that knowledge of how to cope with situations which are dis-
tressing to human beings will be applied to the limit of the avail-
ability of trained personnel and other necessary resources. They
present another order of functional problems to the social system.
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The severity of these functional wuo_omaam is such that it can con-
fidently be expected that a whole series of specific mechanisms has

the strains

developed which can be understood as “ways” of meeting the st
and overcoming the obstacles to the effective practice of scientific
medicine which ‘would exist if these mechanisms did not operate.

t now turn to the analysis of a variety of these mechanisms.

We mus

N f"_—“-——H

/_

§ THE FUNCTIONAL SIGNIFICANCE OF
THE INSTITUTIONAL PATTERN OF
MEDICAL PRACTICE

THE analysis of this problem may be centered about the
pattern variables and the particular combination of their values
which characterizes the ‘“professional” pattern in our society,
namely, achievement, universalism, functional specificity, affective
neutrality and collectivity-orientation, in_that order.

.\ " . 3 - . 3
1'he most fundamental basis for the necessity of a universalistic-

achievement and not a particularistic-ascribed structuring of the
physician’s role lies in the fact that modem medical practice is or-
ganized about the application of scientific knowledge by technically
‘competent, trained personnel. A whole range of sociologically vali-
dated knowledge tends to show that the high levels of technical
training and competence which this requires would not be possible
in a relationship system which was structured primarily in particu-
laristic terms or which was ascribed to incumbents of a status with-
mm:um:_"« of selection by performance criteria. This would

out the-
he bases of selection for the personnel of the pro-

drastically alter ¢

[ession, the focusing of their ambitions and loyalties and many

other things. The tendency would be toward nepotism, the
hereditary principle, etc.® It is furthermore of the first importance

® This is not to say that relatively high levels of technical competence cannot
articularistically ascribed rale

ever be attained or maintained in a context of

patterns. A notable example is that none of the Roman Generals who won her
empire was a professional soldier in our sense. All were aristocrats to whom
military uctivity was ascribed, and who held military command as part of a largely
ascribed political career, But even Roman conquest was not applied science in
quite the sense ot degree that modem medicine is. Certainly no society is known
with the high general level of institutionalization of very high technical com-
petences of the __ﬁ& science type in which they were usually strucrured in

patterns.
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ﬂm.—m.ﬂ . . N -
& nrwa_w m:m.wm:og_zw Is congruent with the structuring of the rest
o Hrono:wm:_o_bmm «wmmm in modern Western society, particularly
e general world of science in th iversities, a
h th € universities i i-
nmco.m in other professional roles. and is appl
mns_ﬁwwummm is a mmﬂanammm important point. The 8:%:@ of par
¢ structuring is to develo % iti i -
ular .  solidarities which. ]
Evccum v, . D laritie » through con-
egration of the social situati ithi
mo:mma\mﬁocv e ntegs ituation within the
" to do so at the cost of de i i
S 0 50 at the co eepening the separations
etween groups, even generating, or ibuting t
mranreen, such g g g nonﬂ_vzamm to, antago-
" ‘NM _vm.w_mu. fact about science is that the structure of “pure” scien-
d Mn aisciplines cuts across the structure of the fields of application
moanﬂﬂnm to mmmmmnqmlﬂ affairs. The term “medical science” s thus a
1at equivocal one, it is not the designati .
; : y esignation of a single tl
retically integrated discipli _ on My
scipline, but of a field of icati
e . ¢, but of a field of application. Man
difterent sciences find mvmrnmzobm in the medical or health K me
» - !
S e € whole "gamut of biological mommmmm.mn,i,.mw.
chology and, Can Tow See, sociology, though the latter is little
nmmumn ed as xﬂn. A wm_..mncﬁmwumcn structuring of the medical pro-
fi uld-almost certain y operate to hasi insti
tionalize the distinction b i T e ond institu.
etween- the medical and th i
even more than has actually be oot
. y been the case. Pasteur initi
repudiated by the medical profession i i b nitally
profession in considerable part b
was not a physician but “only” i P muse he
_ . y" a chemist—how could anvthi
- - - po e - :
MMmﬂmmea_:ﬁwﬂmﬁ come mHMS anyone who was not a Emawwnﬂ omm
mi is repudiation of P is ri
‘ 2 asteur is rightly regarded
: MSMM%MMHHE@%%BM@NN_W a very :wmoncsmﬁ aberration, .w nnmmm& to
intrinsic” merits of a contributio i
) c” n regardless of its
source. But particularistic bases of mnmn:m.mmnmm:.ongmom solidarity

etc., inherently cut across the intrinsic structure of science. If they

w__”% .nnro w_.mnﬂonmbmwﬂ institutional focus of the physician’s role it is
0 see how the Pasteur case could fajl
_ il to become the rule, whi
would come to be ideologi ified i © e which
ogically glorified in the profess;
¢  be ideol rofession as a prope
protection of its “purity” agai itous in e
peogecs purity” against gratuitous interference by “out-
.HWM mﬁ_ﬁma&aﬂ om. the medical role has, however, also another
Qﬁn?.o: rn m._:nﬁ_om»._ significance, In the light of the considerations
ght forward in the last section it is clear that there is strong
| strong




- ;.%.»n.&:.ﬁ#o._.._ te the physician to the nexus of personal rela- |

serves as a protection against such assimilation, because personal
friendships, love relationships and family relationships are over-

whelmingly particularistic. However, this aspect of the functional

significance of universalism is closely bound up with that of func-
tional specificity and aftective neutrality. Its significance will be
more advantageously discussed when the bearing of these two
pattern elements has been made clear. .
In its relation to technical competence, universalism is, as has
been noted, linked to functional specificity. A generalized “wisdom”
~which is genuinely universalistic but not specialized for any par-
- ticular context is conceivable, but it is certainly not the basis of the
~~competence of the physician who is a specialized expert in a specifi-
© cally defined, if broad and complicated field. But the definition of
~ the physician's role in this respect is not relevant only with relation
“to the specificity of his competence, but also of his legitimate scope
of concern. Specificity of competence has primarily the function of
delimiting a field so that it is relatively manageable, so that com-
petence will not be destroyed by :mwnommm:m too thin.” Specificity of

the scope of concern, on the other hand, has the function of de-

“fining the relationship to patients so that it can be regulated in cer-
tain-ways and certain potential alternatives of definition, which
‘might be distuptive, can be excluded or adequately controlled.

tional-s . portant element in_overcoming potential
resistances to_the ;@Tﬂmnmus...g ‘that through it the limits of his
legitimate claims on the patient are defined, and thereby anxieties
about the consequences of the special privileges accorded to him

- are allayed. The role conforms strictly to the criterion of the burden

- In terms of the features of the situation discussed above, func-

of proof being on the side of exclusion. If the patient asks why he
should answer a question his doctor puts to him, or why he should

~ submit to a given procedure, the answer is in terms of the relevance
of his health problem—"if you want to get well, you have to give me
the information I need to do my job,” etc. If it cannot be justified
by the relevance to the health problem it is “none of the doctor's
business.” -

“tionships in-which the patient is placed, quite apart from the specific £
- rechnical content of the job he is called upon to perform. In so far |
s his role can be defined in unequivocally universalistic terms, this /

-
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- The obverse of permissions on the vmu._w_.o.m mo»m_c.ﬁ relevance to

_ .Eo.ram__& ?oEn.E is some sort of assurance that information or
- other privileges will not be used for other purposes, or that access to

~the body will not be used to exploit the patient, or to distort the
—.&mn.ow in another direction, e.g., in the direction of mutual sexual
attraction. R L .

. One of the most prominent mechanisms by which this is ?.otwrn
about is the segregation of the context of professional practice from
other contexts. The doctrine of rivileged communications is one of
the best examples. That what %._m doctor learns about his patient’s
private affairs in the course of his duties is confidential and not to be
&S-.E& is not only one of the strongest tenets of professional ethics
but is protected rw\ law against the %&5 to testify in court. Another
significant example is the rule that physicians do not care for mem-
bers of their own families except in essentially trivial illnesses. Not

 only might their emotional involvements distort their judgment, but

£ . i
momw _M“mw,no NM: rﬂhﬂh to know things about which it is just as well

Even where there is both a professional and a non-professional

aspect of the relationship of the physician to the same persons, there

is a definite tendency to segregate the two aspects. For exampl
physician expressed a strong dislike of wn?mbmww& for wﬂomnmmmowﬂw _
.mme..nn on social occasions, e.g., the lady sitting next to him at dinner
asking what she should do about some illness of her child. His usual
anwozmwm smw to me her to come to his office and discuss it. It might
e argued that his interest was in the fee, but ing is t
be on_uvmnznm %&Qn no fee is involved. " the e %Em e
_Une of the most conspicuous cases of the operation of -
tion is where a potential sexual element .nﬁ@%“. For nx»ﬂoumwmﬂ
general practitioner whose office was in his home, and who had no
office nurse or dressing room, reported that. he wmw_.ﬂnmm_v_ stepped
out om.. the office to allow a female patient to get ready for a physical
examination. When, as oonmmmoammw happened, the ‘patient started
to disrobe before he had time to get out of the room, he found it
mnmam.nn._w embarrassing, though the same patient_distobed on the
examining table did not embarrass him at all. The essential point is-

. [ s
that for most men “woman in the same room undressing” usually

means potential sexual relations, for the physician “woman on the

examining Wm_.u__m._._-s.nmﬁ.m professional job to do. Natunally, ensuring




P

i ._ ( mw..&@... | The nﬁ&i&%&&g ?ﬁg o : :

e g gl s chncem el  lnsming-proctn s 3
il nw;m:..._: of control-mechanisms.”® L SR
- % These examples show that se regation operates not onl ain-

tain functiong ificity, but also affective neutrality by defining
situations ‘which. might™ potentiall

tions against “inappropriate” reactions. The importance of func-
tional. ‘specificity is to define, in' situations where potential
illegitimate _in; ents might develop, the limits of the
“privileges” in the “dangerous” area which the physician may claim.
The pattem of affective neutrality then defines his expected atti-
tudes within those limits. -

- The case of situations which might easily arouse sexual attrac-
tions is a particularly vivid one in our society. It should be noted that
breakdown of the controls insuring affective neutrality in that con-
nection is important not only to the doctor and the patient, but
would often _.ﬂwo involve the interests of a variety of third parties,

 since each tends to be involved in erotic relations with others whose

interests would in turn be affected. In other words the toleration by
a husband of his wife mas_ﬁq seeing a doctor and the lack of
jealousy of their husband's female patients on the part of the doc-
tors’ wives are important conditions of medical practice. Occasionally
.. disturbanges in this area do occur, but their relative in frequency.and
the quickness with -which they are stigmatized as “pathological” is
indicative of the effectiveness of the control system.t
- 1 The testimony of a considerable number of physicians “interviewed is
that in the early stages of medical education sexual arousal to some degree is
not uncommon, but that the relevant occasions soon become “part of the day’s
work.” Also by no means the only problem of control is the “protection” of ..Wo
women patient from the physician's “taking advantage” of her. Quite frequently
- it is the other way around,” including the possibility of his susce .nrmmmw being
 used for blackmail. One of the prominent wo.%mB_u justified the policy of having
. 8 numse present on such occasions by ﬂ.m._n.m it is at least as much for the pro-
. tection of the doctor as of the patient.” tis nurse is graphically referred to as a

. “nurse-chaperone.” :
! One particular case has been reported to the author of a husband who
would not a n:_ his wife to go to a'male obstetrician. The physician reporting it

sssumed this atitude w be pathological. But it is pertinent to note that it was

not very long ago when attendance at childbirth by a male physician was not

tolerated in most of Western society. o .
“There is a mBm deal of folklore current in such places as the pulp magazine

lierature and’ butlesque stage humor sbout the special opportunities of the

L h r ly arouse various emotional re- -
. ctions as "professional” and thereby mobilizing a system of sanc-
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ment.” And doctors would scarcely be human if they did no take

a dislike to some of their patients,

/ The argument of the Jas few pages may be mE.E:&.E.u in the

onaeitia . it SR
| Wo Sw_mwumwaﬂwﬂm one .H.EQW& set of functional significances of the
versalism, functional specifici d affecti
£, trality, is to enable the plyysici “benctrate” saffgtp e "
, tra Physician to “penetrate” sufficien(ly ;
o  phys into th
nvate affairs, or the ‘particular nexus” of his patients :w, vn.umonzm

\_to .m.wmrmﬁmm_. bility of doing the job at a] 12
. .J Importance is not, however, confined to the overcomin um..
Wo:mmcm ﬂm‘mm_mmm.:amm, It is also evident that these ttern nbniwnn
'€ “tor the pratection of the physician” ; E
e Physician” in a broader sense thap i
: o ysi se than in
.Hmﬁnnmommcﬂm Mwomzﬂmm.mm.&wmmﬁozn,. as Wrn Is sometimes actually called
‘onal danger to that of refysa) it .
. 2l ¢ to admit to
mmrwﬂn pmm private affairs is that this admission should be too nr“”n
Mmm , that .mr.n role of nrm doctor should be assimilated to that of
er “significant persons” in the Situation of the patient, that he
¥

h tu. k) > - .
re.” But the available evidence points to the ﬂamﬁrmmﬁ that this expresses a

as to what acrua) y » rather nrnl a shrewd guess..

1t is inceresting to note th : i )
g at the social or psychological ‘rasearcl, worker

- Wishies to interview or observe,
same order of functiona] significance.

faces similar problems in his relatio X
.ﬁrn cognate mﬂp-ﬁ.ﬂ. of his role rwﬂono..mwuna ple he wish
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. "sonal enemy, All these roles ace, it will be noted, defined in terms
- of the opposite combination of the values of the pattem-variables

heing - discussed from that which characterizes the professional
?. pwh _”moo.& many instances were collected by the author in which
physicians had been put in positions where there was a “pull” to

assimilate their roles to patterns of this type, particularly that of a

ient. There are various complicating

' factors but in general t can be sad that there was a marked tendency
 for the m_uw.mmmnu to feel uncomfortable. Asked why it was unde-

sirable to allow the assimilation to take place, the.usual answer ran
in terms of the difficulty of maintaining “objectivity” and “good
judgment" inrelation to the job. There is every reason to believe
thiat there was an element of correct insight in the testimony of these
- doctors, none of whom incidentally was a psychiatrist or. m&.m?-
atrically trained. It is, however, difficult to judge how far this is a
_..ngon.« appraisal of the situation and how far a rationalization of
other factors of which the respondent was not explicitly aware.
The enormous recent development of psychotherapy, and in-
crease of our knowledge of the psychological aspects of human re-
lations relative to it, calls attention to another most important aspect
- of this whole situation, Through the mechanisms of transference

-the “patient; usually ‘without knowing what he is doing, not only

has certain resistances, but he actively attempts r.w projection to
assimilate his physician to s pattem of particularistic personal rela-
tionship to himself, He attempts to elicit the reaction which is

appropriate to_his own need-dispositions. Though this is most con-

spi in psychiatric cases, as noted, there can be no doubt that
%H..MH o_.m" nw.o reatest importance throughout the field of doctor-

“patient relationships, _ - .
wﬁ_m” nﬂm.ﬁ. H-FWo it is necessary for the physician to be protected

- against this emotional pressure, because for a variety of reasons in-

herent in his'own situation it is not possible for him to “enter in to
the kind of relationship the patient, usually unconsciously, wants.
Above ull this functional specificity which permits the physician to
confine the relationship to a certain content field, indeed enjoins
it on him, and affective neutrality which permits him to n.m.o_m enter-
ing inta_reciprocities on the emotional level, serve to bring about

e
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i ..ﬁ_&m wno.ﬂ.nnmcn. The upshot is that he ._..n..m:mnw..ﬁ.rn_._._ﬁn» E_. and
- has.institutional backing in his refusals of reciprocity.’® i

~ “But, in addition to this, our knowledge of the processes of w&?

chotherapy reveals another important dimension of the situation,
That is, the same features of the physician’s role, which are so-
important as protection of the physician himself, are also crucially

- important conditions of successful psychotherapy. Psychotherapy,

as we have seen, becomes necessary when the control mechanisms
nherent in the reciprocities of ordinary human relationships break
down. One of the most important features of neurotic behavior in
this sense is of course the involvement in vicious circles, so that the
social pressures which ordinarily serve to keep people “in line” and
bring them back i they start to deviate, secve only to intensify the
recalcitrant reaction and to drive the individual farther from satis:
factory behavior. If these vicious circles are to be dealt with there
must be an “Archimedean place to stand" outside the reciprocities of
ordinary social intercourse. This is precisely what the patteming of
the physician’s role provides. 5?0%.2. it is love or hate which the

patient projects upon him, he fails to reciprocate-in the expected

terms. He remains objective and affectively neutral.™* The patient
tries to involve him in m_mm personal affairs outside the health field and
he refuses to see his patient except at the stated hours in his office, -
he keeps out of his sight so as to avoid opportunities for reciprocal
reactions.’ Finally, the discrepancy between the transference re-
actions and the realistic role of the physician provides one of the
most important occasions for interpretations which can bring the
patient to new levels of insight as part of the process of emotional
readjustment. _

An essential part of what the psychiatrist does is to apply direct

knowledge of the mechanisms of neuratic behavior to the manipula-

 The fact that his role is collectively-oriented, on the other hand, fends to

draw him in and has to be counteracted by these other factors.

1s 4

. Countertransference” of course occurs, but the therapist is expected to
minimize and control it, not just “let himself go."

** Many specific points in the details of psychotherapeutic and psychoanalytic
technique are contraversial within the relevant professionalfoups. The present
discussion is not meant to take a position on such questiong as to whether it
might or might not under certain circumstances be better o get the patient off
the couch into a face-to-face position. It is meant only (o call attention to certain
general features of the psychotherapeutic situation.




(462)  The Caseof Madern Medica Pracice

P

ncreasingly, however, psychiatrists are becoming

" aware of the importance of the stru cturing of their own roles as part -

e cm.m.,m %waumw::n.?oaomm._w&_ it is quite clear that the basic struc- -

— grammatical structure.'

turing ‘of the physician’s role in our society did mot come about
through the application of theories of the ideal situation for psycho-
therapy. 1t was a spontaneous, unplanned development ow social
structure-which ps jatry has been able to utilize and develop, but
which originate mnmamonn.wg%_cm.ﬁ influence. AL
" There is a most important implication of all this. Psychiatry is
much more recent than organic medicine, and today constitutes only

a fraction of the total of medical practice. But the continuity be- -

tween them in function must be, and historically has been, much
greater than the usual explicit interpretations allow for. If the
structure of the physician’s role has the kind of Functional signifi-
cance for deliberate psychotherapy which has been outlined here, it
must have some effect on the mental state of the patient whether it is
used for deliberate psychotherapy or not. An there is every
evidence that it does. Psychotherapy to the militantly anti-

 psychiatric organic physician is like theory to the militantly anti

theoretical empirical scientist. In both cases he practices it whether

~ he knows it or wants to or not. He may indeed do it very effectively

“just as one can use a _msw.mma well without even knowing it has a

important part of non- and prepsychiatric medical practice is in
fact “unconscious psychotherapy” and that this could not be true if
the institutional structure of the m&ﬁmnmms_m role were not approxi-
mately what it has here been shown to be.'” :

16 This has sometimes been called the “art of Bﬂ_ﬁuaz

1 Two formulae are more ot less current among physicians which show an .

inadequate understanding of the situation. One is that the doctor is the patient’s

‘neutral. A friend does not have the “place to stand” autside certain reciprocities.
“The other is current among certain ‘psychoanalysts, “the y doctar is the father.” Tt
is trae that the father role is wu_.r.nwn._ro most immediately appropriate trans-
ference role to a male analyst, especially if there is a considerable age differential.
But when a son misbehaves a “father reacts with anger and punishment, not

i - atfeetively neutral “understanding.” A father can also be called upon tw help

where & physician can. legitima y refuse. It is precisely the differences from
i familial zoles which are the most important levers for the psycho-

therapeutic_process.

| This brings us to the last pattern element, collectivity
- tion. It is this which is distinctive of professional roles within the
upper reaches of our occupational system, nmﬂmnmmuw_ in the contrast i
with business. Indeed one of the author’s principal motivations in
embarking on a study of the medical profession lay in the desire to

ut the general conclusion is that a very

. jend.” He is; in terms of willingness to help him. But a relationship of
- friendship is not confined to a functionally specific context, nor is it affectively

understand 2 high-level occupational role which deviated from that

of the businessman who, according to certain theorists, represented

the one strategically crucial type of such role in modern “capitalistic”

society.'®

It was noted above that the sick mo_.m_ou. mm_. peculiarly vulnerable :

to exploitation and at the same time peculiarly handicapped in ar-

Muqmum ata .E.nwmwﬁ%%n&tnhwwﬁmm&bm.rw situation. In addition,
e physician is-a technically competent person whose competence

and specific judgments and measures cannot be competently judged
by the Fuﬂzmu. The latter must therefore take maawnmr_mmawﬂmm .m:&
measures “on authority.” But in the type case there is no system of

coercive sanctions to back up this authority. All the physician can

say to the patient who refuses to heed his advice is “well, it's your

own funeral”—which it may be mnonmzwr All this of course is true of -

m.m:cmzo: which includes the potential resistances which have been
discussed above. _

These different factors seem to indicate that the situation is such

that it would be particularly difficult to implement the pattern of the
-~ business world, where each party to the situation is expected to be

oriented to the rational pursuit of his own self-interests, and where

_there is an mw?.omnr to the idea of “caveat emptor.” In a broad sense
ear that society would not tolerate the privileges which

it is surely c
have been vested in the medical profession on such terms. The pro-

tection of the patient against the exploitation of his helplessness, his

nno.rsmn& incompetence and his irrationality thus constitutes the
most obvious functional significance of the pattem, In this whole
connection it is noteworthy how strongly the main reliance for con-
trol is placed on “informal” mechanisms. The law of the state in-

| cludes severe ?&ERH&H@%%&. and medical associations
have relatively elaborate disci | _ _

[+

_procedures, but these quite

18 Gee “the Professions and Social Structure,” Bssays in Sociological T :

Chapter VIII, for a general analysis of the relations between business and the

- professions in our social structure.

1 : ta- ...
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641 The Caseof Modern Medical Practice
definitely are not the principal mechanisms which operate to ensure
the control of self-orientation ..R:mna&uw. Hﬁm..wmmum_mn.»nnm.om this

. 48 T3

 Here it may be noted that the ation
~ physician is protected by a series of symbolically significant prac-
" tices which ‘serve to dilferentiate him sharply trom the business-
* man. He cannot advertise—he can only modestly announce by his

" hingle” and the use of his M.D. in telephone directories -and
/ oamam&_”_ﬁnﬂw&y that he is available to provide medical service. Ie

no~._.nna£,n.w..nmn:"mzos of the

~ auitude is enjoined upon him. He cannot_refuse patients on_the
- ground-that the _are poor “credit risks.” He is given the privilege
~ of charging according to the :m:mm.._m..mn&w.: that is, in proportion to
~the m:no_:m._dm.%....wﬂkﬁny%.mmaﬁfn.mn...m:n difference from
~the usual pricing mechanism of the business world. The general -
picture is one of mr_»ﬂ_smﬁommc;l.ou from the market and price prac-
. tices.of the business world,

in ways which for the most part cut o.m
_ the physician from many immediate opportunities for financial gain
~ which are treated as legitimately open to the businessman. The
motivationa} significance of this-difference will have to be discussed

S belows o S .
It is also interesting to note, following up the earlier remarks
. about “shopping around,” that the definition in terms of collectivity-

orientation is expected to be reciprocal. The most usual formulation

for this is that the patient is expected to “have confidence” in his

physician, and if t is confidence breaks down, to seek another
_ physician. : .
1o be one of mutual “trust,” of the belief that the physician is trying
his best to help the. patient and that conversely the patient is
“cooperating” with him to the best of his ability. It is mmﬂsmmnmun for
instance that this constitutes a reinforcement of one of the principal
institutional features of the sick role, the expectation of a desire to
*get well. It miakes the patient, in a special sense, responsible to his
. physician, But more ..mnbaammw. it has vuoa.m.om:n& out before .m..mﬁ
* collectivity-orientation is involved in all cases of ‘institutionalized
~ authority, that is authority is an attribute of a status in a collectivity.

In a very special and informal sense the doctor-patient relationship

ol

N : : . g . IE . I 1
' cannot bargain over fees with his patients—a “take it or leave it \

~“This may be interpreted to mean that the relationship is expected

i e b .

,:: ..*...._,_.:.Rz.m:uw mnma%naxnm o?rm?ﬁm«

~has to be one involving an element of authority—we often speak of

~ “doctor’s orders.” This authority cannot “De legitimized - without

_.nn%ﬂon&.nc.._.gmn:c:w.o_.m.n..ﬁ&:on.m: the relationship. To the doctor's

- obligation to use his authority “responsibly” in the interest of the
~ patient, corresponds the patient’s obligation faithfully to accept the

implications of the fact that he is “Dr. X's patient” and so long as he
remains in that status must “do his part” in the common enterprise.
He is free, of course, to terminate the relationship at any time. But
the essential point is the sharp line which tends to be drawn beuween
being X's patient, and no longer being in that position. Iri the ideal
type of commercial relationship one 1s not As customer to the ex-
clusion of other sources of supply for the same needs. .. _
Finally, there is a most important relationship between collee-
tivity-orientation and psychotherapy, conscious or unconscious.
There are differences of opinion among psychiatrists on many sub-
jects, but so far as the author knows, none on this vomuﬂlmrmﬂq. a-

peutic success is not p _be hrought to -
trust_his physician. This is particularly important because it can

safely be said that there is no important class of psychological dis- -
turbances which do not have, as one important componen:, an im-

~ pairment of the capacity to trust.others, essentially what, in Chapter
VII, we called a sense of insecurity. This element of distrust then

tends to be projected onto the physician in the transference rela-
tionship. If the role of the physician were defined in self-orientation

terms it could hardly fail to invite deepening of the vicious circle,

because the patient would tend to see his own neurotic definition

of the situation confirmed by the institutional expectation that the
_physician was “out to get everything he could for himse!t." In this

»

importanee that the institu-
as to no:uﬁ.,m%m,nlmwgm
ies ient, thus to set up a discrepancy be-
Eggﬂﬁnﬂgﬁg@gﬁ%ﬂﬂ%wn as
possible for him to avoid understanding. In view of the immense .
importance of what has here been called the element of unconscious
chotherapy in non-psychiatric medical practice, the element of

L .

as in other contexts it is of the firs

collectivity-orientation is certainly one of the keystones of the insti-

tutional arch in this respect.
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ull other contexts connected with medical practice the

onds which w 1l each be briefl .%ﬁ.ﬂuﬂn.."rmﬂ.mnm_.. the part m“mmnm
by certain pseudo-scientific elements even within the profession

- sistance 10 ourside and to formal control, and the problem of the
._.8.3_.4...2"._.?«._. motivational patterns om the medical and rzm_:nﬂ.
W e e e s : CIh
*We may go back to the discussion of the element of uncertainty
. which looms so large in medical practice. This element, and that of
- impossibility, the border lines between them often being _b&_m::_nr
_ places serious strains on a well-integrated balance of need, skill,
- glfort, and expectations of result.’® /ithin .ﬂv_m.m:@mc@ ﬂrnnn.._m.m
- variety of motivational factors operating to drive action in one &a.nn.
~ tion, namely, “success” of the therapeutic enterprise. The physician
himself is trained and expected to act, not merely to be a passive
observer of what goes on. The patient and his family are also under
strong emotional pressures to “get something done.” There is on
both sides, in Pareto’s terms, a “need to manifest sentiments by
external acts.” _ o
= One o the best types of examples of this situation is that where
a dJecision to’ perform a surgical operation is ma.%m. balance, m:.m
~where, [rom a technical point of view, there isa genuine uncertainty
 element involved. The surgeon must weigh the risks of operation
. ayainst the risks of delaying operation or deciding not to operate at
- all. In general it is clear that there .S:mm to vm a bias in favor of
| ' operating, After all the surgeon is trained to operate, he feels active,
~wseful, cffective when he is operating. For the patient and his
_._.,..:mv_q...ma their state of anxiety and tension also, inactivity, just
. 1 Durkheim, in r_w classic interpretation of the nature of anomie in Suicide,

et b

ol tesult, Hlis analysis is Fusther generalized by our treatment of the complemen-
i N:H, of gnnsn.ew“ in Esann._m relationships and the motivational consequenices
- of distwtbances of this complementarity, : : S o

4 sEw special problems may niow be taken up which illus-

uscfulness of the type of analysis which is here being employed. The

- itself, the predominance of informal internal controls and the re-

o A e —— " o

~was one of ‘the fisst to analyze correctly the nature of the strains .w_qn?n#.mn .
”,._- wﬂmw a nofial _Frn.ns...»w.no the ..o_nnw.b.wogonn effort, skill, and expectation

e s i B M o e o iy, sn
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~air” and make every

It is suggested that the situation of surgical

p is particularly hard to bea
1k feel better.” At least “something is being
aouﬂﬂm also probable that American culture predisposes more to
this pattern of activity than most others, and that this has much to

do with our tendency to glorify the surgeon, who is indeed a kind

- of eulture hero. .

This problem of the bias in favor of active intervention, of giving
the benelit of the doubt to operating in surgical cases, underlies the
problem of “unnecessary operations” about which there has been a
good deal of discussion in medical circles. It is true that, in the situa-
tion of individual fee-for-service practice, the surgeon has a direct

financial incentive to be biased in favor of operating. In the Tofklore

~of the mmw:._wmmma however, whatever tendency to unnecessary opera-
- tions there may be, tends too immediately to be-ascribed to this

financial incentive. It is forgotten that there are other powerful

‘motives operating in the same direction. In such a situation it would

take far more refined research methods than have yet been applied
to the problem to discriminate the effects of the two factors. One
may thus be warned against glib, easy interpretations of the “obvi-
ous” motivation of a pattern of action, where it can be shown that -
3“ -EE " . - . w . .

ractice, where the

uncertainty factor is almost inevitably great, pr
favor of active intervention. Since the motivation for this bias tends
to be strongly shared by patients and their families, its existence is
obscured since there is no conspicuous group whose conscious inter-

~ estsare injured by it to protest. But this particular version of the bias

is by no means isolated. A second conspicuous phenomenon is the
existence of a pattemn of “fashion change,” even within the medical
protession as such, which, however, is far less conspicuous than the
related health “faddism” current among the general public®

‘This phenomenon is easy to observe only in temporal perspee-
A excellent place to study the latter is in the field of health advertising.
For an analysis of one such “fad,” cf. L. ]. Henderson, “Aphorisms on the

Advertising ‘of Alkalis,”* Harvard Business Review, Aurumn, 1937, Vol. 6,

PP 17-23.
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J i vation in the medical field will for a time be

ﬁ.m&_w..:wnm_ﬂ., innovat

- will spread very rapidly and be utilized on almost every possible
_ decasion whete an at all plausible case for it can be made. This con-

 geaction sets in, Its use will then fall off, probably to a r.%& H.u&o.s,..
{ts inirinsic merits, and after a series of narrowing [luctuations it EE
rend 1o settle down to a well-established place in the professional
“reperiod . : .1 %
“"Ihe plienomenon was perfectly described, without the slightest
awareness of its sociological implications, by two surgeons writing

in a medical journal, discussing a new operative technique for the

removal of the prostate gland. But the same tendency can be ob-

served in many cases, e.g., “focal infection,” the use of the sulfa
~drugs recently, psycho-somatic interpretations in many mm__mm. The
important point is that the “irrational” element in the belief in the
ellicacy of any one technique or diagnostic idea, which we see must
be interpreted as a reaction to strain, is only temporary, but at any

given time, there is always a group of such ideas current in the pro-

fession. By the time that rational criticism and experience have
succecded in “finding the proper level” for one, another has arisen
to take its place. _

,.,1 .d,—ﬂsmgg-—h, u : : . _M..pﬂuﬂ . it

of the . or € _ ! : (
normative pattern by which such ideas are Enmmmn&., is that of sci-
ence, there are strong pressures toward the o_:ﬁm_.@mmywm .-@mm _.zmm
in a - case. But as a general phenomenon it persists—it is
a pseudo-scientific element in the technical competence of the medi-
cal profession which is more than simply an expression of the rela-
vive lack of scientific development of the field; it is positively
‘motivated. _ % _ e

g < "The question arises of whether it has positive functions, or as
~the “rationalistic” tendency of thought goes, is simply an “imperfec-
. gion” 1o be eliminated, Comparative perspective is very helpful in
“answering this guestion. Malinowski among others has shown that

magical beliefs and practices tend to cluster about situations where

“there is an important uncertainty factor and where there are strong

“catching on.” When, however, it begins to be accepted, it

tinues until the point is reached where it becomes “oversold” and a

of procedures. Since the basic

.

. sea fishing are exa

: mozummﬁmnn& ?oS@Em ;ﬂmwu

- emotional interests in the success of action** Gardening and deep-

) examples Hn..msmﬁwwmw...‘ﬂn is suggestive that pseudo-
science is the functional equivalent of magic in the modern medical
field. The health situation is a classic one of the combination of un-
certainty and strong emotional interests which produce a situation of
strain and is very frequently a prominent focus of magic. But the
fact that the basic cultural tradition of modern medicine is science
precludes outright magic, which is explicitly non-scientific. The
result is a “bias.” L _

It may be safely inferred that there is an important element of
vommmmﬂw:mmmmmommm igni e in this. The basic function of

magic, according to Malinowski, is to bolster the self-conflidence

of actors in situations where energy and skill do make a difference

- but where because of uncertainty factors, outcomes cannot be guar-

anteed. This fits the situation of the doctor, but in addition on the

side of the patient it may be argued that belief in the possibility of

recovery is an important factor in it. If from purely a technical point
of view both the individual doctor and the general tradition are
optimistically biased it ought to help, through a “ritual” demonstra-
tion of the will to recover and that there is a chance.?* Of course ~/
this argument must not be pressed too far. Too many noumwmncocmn\ :
failures of optimism to be justified by events could have a shatter- ™

ing effect on just this conhdence. The functional needs of society /
-/ call for a delicate balance in this as in many other fields. /

Modern medical practice is, as has so frequently been pointed
out, overwhelmingly oriented to science. Science in turn attempts.
to make the state of its knowledge as clear and rationally explicit as
possible. One would think that this type of pattern would run
through the whole social complex of medical practice. There is a
certain formal precision and clarity about the existence of a system
of formal rules of behavior and formal mechanisms for their enforce-
ment which seems to bear a certain relationship to scientific pre-

cision, so that on the basis of “cultural congruence” one might expect

# See B. Malinowski, Magic, Science and Religion. Kroeber, Anthropology,
1948 Ed., pp. Gog, questions the universality of this relationship, but not that it
exists in many cases, : : s ;

22 It may be suggested that reference to this context constitutes a significant;
if not well understood undertone, in the physician’s so frequent insistence that

‘his patients should have “confidence” in him.
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