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Patient-Physician relationship

Kostadin Kostadinov, MD, MPH, MEcon

General principles

1. Doctors owe special duties of care to their patients;

2. All interactions involving doctors and patients should be characterised by honesty, politeness
and respect on both sides;

3. Effective communication requires both parties to listen, talk frankly and recognize uncertain-
ties;

4. Doctors have the main duty to make the relationship work but patients also have responsibil-
ities;

5. Establishing and maintaining appropriate boundaries is essential.

The therapeutic relationship and duties to the patient

Discussion of the ‘doctor—patient partnership’ has the therapeutic model in mind, whether it takes
place in a primary care or hospital setting. The doctor has a commitment to the patient although
other professionals may manage specific episodes of care. What distinguishes this from other models
of care is that the doctor focuses on the best interests of the patient, even though the patient’s
wishes may have to be overridden in exceptional cases if they conflict seriously with other duties of
the doctor, such as the need to use evidence-based therapies, manage hospital resources carefully
or avoid putting other people’s health at risk.

Models

Background to changed expectations

The physician-patient relationship has long been regarded as asymmetric. The physician was
supposed to have knowledge about the patient’s condition, whereas the patient was seen as someone
who lacked insight in his own situation. The physician was considered to be rational, the patient
emotional. In the last decades the situation changed fundamentally. Patient autonomy and right
to take decision is now emphasized. Physicians are less inclined to think they know what is best
for the patient.



Thomas Percival’s 1803 influential text on medical ethics set the benchmark for the traits of a
good doctor which, he said, should be a balance of compassion and authority. He advised
that doctors should be sensitive to patients’ fears and anxieties by shielding them from disturbing
information. Generations of doctors were taught to keep up patients’ hopes and spirits
by withholding bad news which would depress them. The duty of beneficence was interpreted
as an obligation to be reassuring rather than honest. From the 1950s, this interpretation
became discredited and, by the 1980s, paternalism was seen as completely outmoded. All current
ethical guidance sees patients themselves as the most suitable arbiters of their own best
interests. This entails them being given all the relevant information about their condition.

Changing expectations of the doctors’ role led some to be concerned that they would be seen as
mere technicians rather than real partners in relationships with patients. Terms such as ‘cafeteria
medicine’ describe situations in which doctors are perceived as simply offering patients a menu of
choices in a mechanistic approach to patient autonomy. Although there must be a presumption
that patients are informed about decisions in relation to their treatment, the fear of being seen as
paternalistic or disrespectful of patient autonomy should no mean that doctors automatically apply
the same checklist in all cases.
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Figure 1: Models of the Doctor—Patient Relationship

Paternalism

The concept of paternalism originated in the 1880s, with its fundamental idea being the “principle
and practice of paternal administration, government by a father.” Drawing an analogy with a
father, paternalism assumes two aspects of the paternal role: the father acting benevolently in
line with his understanding of his children’s interests and making decisions about their well-being
instead of letting them decide. In healthcare relationships, this analogy extends further, asserting
that professionals, with their superior training and knowledge, hold an authoritative position to
determine the patient’s best interests. Hence, the central principle in this model is beneficence.

Paternalism always entails some form of interference or refusal to comply with an individual’s
preferences regarding their well-being. Paternalistic actions often involve force, coercion, de-
ception, lying, manipulation of information, or withholding information. Various forms
of paternalism exist:



1. Strong paternalism implies that the patient is competent to give consent, but the doctor
does not afford them the opportunity, withholding sufficient information.

2. Weak paternalism indicates that the patient is unable to comprehend the provided infor-
mation due to factors like youth, mental illness, or incapacity.

Contemporary ethics generally rejects strong paternalism, except in rare instances like mandatory
treatment for certain infectious diseases with quarantine measures or obligatory tests
in specific professions. Antipaternalists argue that strong paternalistic intervention cannot be
justified as it violates individual rights and excessively restricts free choice. On the other hand,
weak paternalism finds justification in emergency situations or when the patient cannot
make decisions due to pain, stress, unconsciousness, or shock. It is deemed acceptable
for young children, very old patients, and mentally ill patients, especially in emergency situations
where there’s no time for surrogate decision-making. In these cases, the prevention of harm or the
provision of benefits usually outweighs the loss of independence, given the person’s limited ability
to make autonomous choices.

There are also distinctions between active and passive paternalism.

1. Active paternalism occurs when a patient prefers non-intervention
2. Passive paternalism involves a professional’s refusal to carry out a patient’s positive
preferences for paternalistic reasons.

Passive paternalism is generally more justifiable than active paternalism, as physicians are not
morally obligated to satisfy a patient’s desires if they conflict with accepted medical standards or
the physician’s conscience.

Informative model

The model is sometimes referred to as the scientific engineering or consumer model. In this ap-
proach, the goal of the interaction between the physician and patient is for the physician to
furnish the patient with all pertinent information. The patient, in turn, selects the med-
ical interventions they desire, which is carried out the by the doctor. In this context,
the physician educates the patient about their disease state, potential diagnostic and therapeu-
tic options, the risks and benefits associated with these interventions, and any uncertainties in
knowledge.

The informative model presupposes a distinct separation between facts and values. The
patient’s values are assumed to be well-defined and known; what the patient lacks is factual infor-
mation. The physician’s duty is to provide all available facts, with the patient’s values determining
the course of treatment. There is no room for the physician’s values, or judgment. In the
informative model, the physician functions as a conveyor of technical expertise, offering the pa-
tient the means to exert control. The concept of patient autonomy in this model revolves around
the patient’s control over medical decision-making.

In its most extremes form of this model, physicians are viewed as the services or commodities
they provide—essentially, mere products. Consequently, the doctor-patient relationship in this
model is highly asymmetrical, differing significantly from the partnership model and, in some
aspects, can be seen as the complete opposite of the paternalist model. Analee and Thomas
Beisecker succinctly encapsulate the consumer metaphor in the doctor-patient relationship with



the following points: “Consumerism focuses on rights; consumerism assumes the doctor is self-
centered; consumerism replaces trust with accountability; consumerism presumes that the patient’s
health care values dominate; consumerism may require third-party supervision.” The underlying
assumption of the consumer model is that the interests of the physician and the patient
diverge, and the sole person genuinely concerned about the patient’s health is the
patient. Crucially, in this context, the specific distribution of power lies in the hands of the
patient: “In a consumerist relationship, the seller has no particular authority; power rests in the
buyer who can make the decisions to buy or not to buy as he or she sees fit.”

Interpretive model

This model closely follows the informative model but provides a greater role for the doctor to
assist the patient in understanding her values and interests, and the possible impact of different
interventions in these terms. The doctor acts as an advisor to help the patient “elucidate
and make coherent” their values but does not pass judgement on these values or attempt to
prioritize them on behalf of the patient. The ultimate choice of intervention still rests with the
patient in the interpretive model, but the doctor plays a more active role in shaping this choice.
Similar to the informative physician, the interpretive physician imparts information about the
nature of the condition and the potential risks and benefits of interventions. However,
the interpretive physician goes beyond this by helping the patient articulate and comprehend their
values, aiding in determining which medical interventions best reflect those values.

In the interpretive model, the patient’s values are not necessarily fixed and may not be fully
understood by the patient. They might be unclear, in flux, or conflicting in specific situations.
In extreme cases, the physician may view the patient’s life as a narrative whole, specifying the
patient’s values and their priority, and then identifying tests and treatments that align with these
values. Importantly, the physician does not dictate to the patient.

Deliberative model

In the deliberative model, the goal of the physician-patient interaction is to assist the patient in
determining and selecting the most appropriate health-related values that can be actualized in
the clinical context. The physician accomplishes this by providing information about the patient’s
clinical situation and helping to clarify the types of values inherent in the available options. The
physician’s objectives extend to suggesting why certain health-related values are more
commendable and should be pursued.

This model closely follows the interpretive model but gives the doctor a greater role in judging and
prioritizing patient values.** It is the doctor’s role to “elucidate the types of values embodied
in the available options, suggesting why certain health-related values are more worthy
and should be aspired to.”. The aim of the deliberation is moral persuasion, but not
coercion, with the patient ultimately deciding on the appropriate validity and priority of these
values in their life. Whereas the doctor is an advisor or counsellor in the interpretive model, in
the deliberative model they serve as “a teacher or friend, engaging the patient in dialogue
on what course of action would be best.” The doctor indicates both what the patient could
do and, in the context of their understanding of the patient’s life and values, what he thinks the
patient should do in terms of choice of intervention. The final decision still remains with the



patient but is subject to greater persuasion and normative argumentation on the part
of the doctor. This model conceives of patient autonomy as a tool for moral self-development;
“the patient is empowered not simply to follow unexamined preferences or examined values, but to
consider, through dialogue, alternative health-related values, their worthiness, and their implications
for treatment.”

Truth telling by doctors

It is never easy to deliver or receive bad news, particularly when no cure is available and there is
little that the patient or health team can do to alter the situation. The doctor’s role is to ensure
that decision making is returned as much as possible to the patient, rather than pre-empting the
choice. Although in the past, doctors often fudged the issue because they feared that the truth
might result in lost hopes, sadness, suffering and grief, patients now expect honest answers and
support for the anxieties that may flow from them. They should be supported in dealing with
the additional anxiety sometimes created by greater knowledge. They have their own goals and
need as accurate information as possible about what is achievable. The clinical limitations need
to be discussed but doctors also need to be open about any other factors that are likely to affect
treatment decisions or their timing.

Breaking Bad News
What Is Bad News?

One defines bad news as “any news that drastically and negatively alters the patient’s
view of her or his future”. Bad news is stereotypically associated with a terminal diagnosis,
but family physicians encounter many situations that involve imparting bad news; for example, a
pregnant woman’s ultrasound verifies a fetal demise, a middle-aged woman’s magnetic resonance
imaging scan confirms the clinical suspicion of multiple sclerosis, or an adolescent’s polydipsia and
weight loss prove to be the onset of diabetes.

Why Is Breaking Bad News So Difficult?

There are many reasons why physicians have difficulty breaking bad news. A common concern is
how the news will affect the patient, and this is often used to justify withholding bad news.
Hippocrates advised “concealing most things from the patient while you are attending to him. Give
necessary orders with cheerfulness and serenity...revealing nothing of the patient’s future or present
condition. For many patients..have taken a turn for the worse..by forecast of what is to come.”

How Should Bad News Be Delivered?

Rabow and McPhee ABCDE model

1. A Advance preparation



Familiarize yourself with the relevant clinical information. Ideally, have the patient’s chart
or pertinent laboratory data on hand during the conversation.

Be prepared to provide at least basic information about prognosis and treatment
options.

Arrange for adequate time in a private, comfortable location. Instruct office or hospital
staff that there should be no interruptions. Turn your pager to silent mode or leave it with
a colleague.

Mentally rehearse how you will deliver the news. You may wish to practice out loud,
as you would prepare for public speaking. Script specific words and phrases to use or
avoid.

If you have limited experience delivering bad news, consider observing a more experienced
colleague or role play a variety of scenarios with colleagues before actually being faced with
the situation. Prepare emotionally.

. B Build a therapeutic environment/relationship

Determine the patient’s preferences for what and how much they want to know.
When possible, have family members or other supportive persons present. This should be
at the patient’s discretion. If bad news is anticipated, ask in advance who they would like
present and how they would like the others to be involved.

Introduce yourself to everyone present and ask for names and relationships to the patient.
Foreshadow the bad news, “I'm sorry, but I have bad news.”

Use touch where appropriate. Some patients or family members will prefer not to be
touched. Be sensitive to cultural differences and personal preference.

Avoid inappropriate humor or flippant comments; depending on your relationship with the
patient, some discreet humor may be appropriate. Assure the patient you will be available.
Schedule follow-up meetings and make appropriate arrangements with your office. Advise
appropriate staff and colleagues of the situation.

. C Communicate well

Ask what the patient or family already knows and understands. One source advises, “Before
you tell, ask... Find out the patient’s expectations before you give the information.” Speak
frankly but compassionately.

Avoid euphemisms and medical jargon. Use the words cancer or death.

Allow silence and tears, and avoid the urge to talk to overcome your own discomfort. Proceed
at the patient’s pace. Have the patient tell you his or her understanding of what you have
said. Encourage questions.

At subsequent visits, ask the patient if he or she understands, and use repetition and
corrections as needed. Be aware that the patient will not retain much of what is said after
the initial bad news.

Write things down, use sketches or diagrams, and repeat key information. At the conclusion
of each visit, summarize and make follow-up plans.

. D Deal with the patient and family reactions

Assess and respond to emotional reactions.
Be aware of cognitive coping strategies (e.g., denial, blame, intellectualization, disbelief,
acceptance).



e Be attuned to body language.

o With subsequent visits, monitor the patient’s emotional status, assessing for despondency
or suicidal ideations.

e Be empathetic; it is appropriate to say “I’'m sorry” or “I don’t know.” Crying may be
appropriate, but be reflective—are your tears from empathy with your patient or are they
a reflection of your own personal issues?

e Do not argue with or criticize colleagues; avoid defensiveness regarding your, or a colleague’s,
medical care.

5. E Encourage and validate emotions

o Offer realistic hope. Even if a cure is not realistic, offer hope and encouragement about
what options are available. Discuss treatment options at the outset, and arrange follow-up
meetings for decision making.

e Explore what the news means to the patient. Inquire about the patient’s emotional and
spiritual needs and what support systems they have in place.

o Offer referrals as needed. Use interdisciplinary services to enhance patient care (e.g., hospice),
but avoid using these as a means of disengaging from the relationship.

e Attend to your own needs during and following the delivery of bad news. Issues of counter-
transference may arise, triggering poorly understood but powerful feelings. A formal or
informal debriefing session with involved house staff, office or hospital personnel may be
appropriate to review the medical management and their feelings.

The SPIKES Protocol The acronym SPIKES, stands for Setting up, Perception, Invitation,
Knowledge, Emotions with Empathy, and Strategy or Summary. This approach was designed
by Walter Baile and colleagues at the University of Texas MD Anderson Cancer Center in Houston
TX, and is designed to help healthcare professionals to accomplish the following while breaking bad
news:

1. Setting Up

The first step of the SPIKES protocol is setting up the interview. Setting the stage for optimal
communication by preparing what to say prior to the conversation is essential to successful
communication. In this steps setting the room environment where the discussion will take place
also is important.

2. Perception

The patient’s perception of the news to be shared will determine how the news is conveyed to the
patient. Empathic communication skills will help the doctor explore the patient and family’s
perception of illness or events to date in a disease trajectory. The patient’s response to
the doctor’s questioning will help guide the manner and detail by which the details will be conveyed.
Additionally, the physician can interpret if the patient is engaging in any variation of illness denial
such as wishful thinking, omission of the essential but unfavorable medical details of the illness, or
unrealistic expectations of treatment.

3. Invitation



The permission to have information shared is granted by the patient or family. Once an inquiry
has been made as to the extent of understanding and the context in which the information fits, the
doctor can then ask for permission to share the current news. Using what the patient has
shared about their understanding of the illness and the context in which testing has been done, the
doctor then asks permission to share the current information.

4. Knowledge

To “Fire a Warning Shot” and warn the patient and family that the incoming news is not good.
Beginning a discussion with phrases such as: “Unfortunately I have some bad news to tell you,” or
“I am sorry to tell you,” or “Things are not going in the direction we had hoped” allows the patient
and family to emotionally brace themselves for the information to follow. These statements of
warning also establish the doctor as a patient advocate.

The sharing of bad news must be presented based on the assessed level of patient’s under-
standing, compliance, and wishes for disclosure. Instead of using technical language, showing
patients concrete examples of trends in lab work or radiology can make an abstract concept clearer.
The actual sharing of the bad news should be done slowly so that the patient and family understand.
Choosing words carefully is particularly important if the news indicates a very poor prognosis. In
situations involving cancer, patients report that the most important component of the process
of breaking bad news is the content itself, specifically the expertise and the specific detail
that is provided during the conversation. This demands that the doctor be well prepared for the
informational needs of the patient and family.

5. Empathy

Patients will have a wide range of emotional reactions as they respond to the bad news delivered to
them. The emotional response may range from silence to dramatic crying and sobbing.
This creates a potentially awkward situation for the doctor, but this sense of awkwardness can be
diminished through engaging in empathetic communication. Although the entire conversation and
time spent interacting with the patient involves empathetic communication, an appropriate and
kind response to the emotion demonstrated when the patient hears bad news is critically important.
The doctor should show an understanding of the patient’s emotion and demonstrate empathy and
respect in the face of a difficult situation.

6. Strategizing for the future

The last step in the SPIKES Protocol, will be to establish that patients have a clear plan for the
future. Preparatory information is important in order to decrease distress, regardless of illness
stage. One of the best ways to prepare a patient for participation in treatment decisions is to
ensure that he or she understands the information that has been provided. Before discussing a
treatment plan, it is important to ask your patient if they are ready for such a discussion. Frequent
clarification during the discussion of the treatment plan will help the doctor establish the patient’s
understanding and likelihood of following through with the plan.

Gifts from patients

Small gifts from patients of nominal or modest value are acceptable on the part of the physician.
This is provided that there is no expectation of a different form of therapy or a higher level of



care based on the gift. You can accept a cake at Christmas, a balloon on your birthday, or other
tokens of esteem, but not if the patient expects an extra, or different prescription for something, in
exchange for the gift. The rules on gifts from patients are far less rigorous, precise, or clear than
the rules on gifts from the pharmaceutical industry. There is an automatic presumption that gifts
from industry always carry an influence toward a product, service, or prescribing practice. Gifts
from industry are viewed differently because there can be no other intention behind them except
to buy influence and alter behavior. There is no such automatic presumption on the part of gifts
received from patients.

Sexual relationships with patients

Sexual contact between a physician and a patient is always inappropriate. It is unclear if there
can ever be a completely acceptable, ethical way to alter the physician/patient relationship so
that sexual contact is acceptable. At the very least, the physician and patient must mutually
agree to end the formal professional relationship of a doctor and a patient. It is not clear how
much time must elapse between the ending of the professional doctor/ patient relationship and the
beginning of a personal relationship. The recommendation for psychiatrists is somewhat unique.
The American Psychiatric Association guidelines specifically state that there can never be a sexual
or personally intimate private relationship between doctor and patient even after the professional
relationship has ended. In other words, a psychiatrist should not have sexual contact even with
former patients. These guidelines apply no matter who initiates the relationship. In other words,
it is not more acceptable for a doctor and patient to have sexual relations if the patient initiates
the sexual relationship rather than the physician. These guidelines also take no account of gender
or sexual orientation. It is always ethically unacceptable to have a sexual relationship between a
psychiatrist and either a current or a former patient. It is ethically unacceptable for a physician of
any kind to have a sexual relationship with a current patient.
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