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PREFACE

IT 1s siGNIFICANT that this book should have been written for
students of medicine and other health professions at this critical
period in the growth of their educational institutions. By and
large a medical student completes his long period of professional
education with little understanding of the intricate social com-
plex in which he is to become a leading figure, a complex that is
continually being reshaped by the scientific, economic, and
human forces that determine the character and function of all
social institutions. Such a void in awareness and understanding
needs to be filled, and, I believe, The Doctor and His Patient will
serve that objective.

Medicine is in the midst of a period of transition and challenge
not unlike the situation it faced one hundred years ago. In re-
sponse, it is again reaching outside itself, but now, secure in its
century-old partnership with the natural sciences, it seeks the
added collaboration of the behavioral sciences.

That this is indeed a critical phase of medical history can be
argued from several types of evidence. Perhaps the most striking
however, is the emergence of health as a value in itself. Life, of
course, has always been precious to man. Yet, now that the ex-
pectancy of life’s length has been extended so markedly and the
fatal threats of infectious, nutritional, and other types of illness
reduced so drastically, the general reaction has been to value life
more than ever. Instead of being thankful for the respite from
death, we have become conscious of and jealous about the gift
of life.

The theme has many variations. Disease, most frequently
identified by structural change in the body, has been the un-
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8 THE DOCTOR AND HIS PATIENT

rivaled target of medical science; health, conceived as well-being,
is now becoming its competitor. Death was the companion of
disease and therefore of necessity medicine’s overriding preoccu-
pation; but attention has been deflected away from death and
toward life. From dying to living patients, from the signals of
danger to concern for something more than “the absence of ill-
ness’” as the criterion of health—these are the directions of
modern medicine.

Such alterations in attitude, of course, reflect other underlying
changes, including the technology and social organization of
medicine. An important purpose of this book is to delineate and
describe how these developments have influenced the most basic
social relationship in medicine, the doctor and his patient. In the
role of the physician himself, one of the most dramatic conse-
quences may be seen. Less and less, the doctor stands alone in his
responsibility for treating the patient. As the technology of medi-
cal care has expanded, the physician has become more dependent
upon a team of collaborating health professions, and upon the
hospital as the setting for his work. Both the doctor and his pa-
tient may cling to images of each other that are rooted in the
past, but the pressure for change is relentless.

Perhaps the most challenging of all, however, are the implica-
tions for medical education. How can the human relations of
medicine be incorporated as part of the general preparation of
the physician? More specifically, how can knowledge derived
from the social and psychological sciences be woven into the
fabric of medical care itself? These are the major questions of
this book.

In his answer, Dr. Bloom seeks to lift the doctor-patient rela-
tionship out of the ordinary way of thinking about it. Both the
doctor and his patient are shown as the products of the culture
and its subgroups. Moreover, the relationship itself is described
as a system, in which the elements are interdependent. It is not
a static structure, but a system in balance, regulated by the prin-
ciple of homeostasis, in which no part or function operates in-
dependently of all other parts or functions.

The analogy to theories of the physicochemical system is un-
avoidable and gives hope that the forward thrust which system
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theory gave to biological science will be matched in the experi-
ence of the behavioral sciences. Certainly, it would appear to be
more than coincidence that medicine has been forced to seek
help from each branch of knowledge at a comparable moment
in its history.

Is this part of medicine’s recurring tendency to see the whole
and not only its parts? The conception of a whole organism and
of the patient as a whole human being—are these perhaps ideas
that are embedded in the deep-lying logic of medicine, and not
simply humanistic hopes? Is it not also a reflection of the fact that
health, however perceived and dealt with by man, is increasingly
recognized as a major focus of human behavior?

The past fifteen years in medical education have seen a variety
of attempts to help future doctors perceive their patients as more
than a sum of parts. The effort to bring the patient into focus as
a living, feeling, and social human being has been enthusiastic
and imaginative. This vigorous enterprise, however, cannot con-
tinue to grow and succeed without two related developments, the
first, a task of scholarship and the second, a problem of complex
organization.

The task for scholars is to sift, arrange, and communicate new
areas of knowledge from the behavioral sciences in a form that
instills substance and rigor into recent experiments in medical
education, comparable to that from the more familiar biological
sciences.

The second task is to provide in organized medicine a setting
in which the physician, whether a fledgling or a veteran, is en-
couraged to apply the new attitudes, methods, and knowledge of
patients’ needs and care to which he has been exposed in recent
educational programs.

The challenge—and this is explicit in Dr. Bloom’s report—is
to build a social science of medicine which, in substance, matches
the growing awareness of need for such an added dimension to
medicine. There is another challenge equal in importance which,
because it is the responsibility of the medical profession, has not
been stated in this volume. I refer to the challenge to create the
necessary situation, particularly in the hospital but also in the
general context of medical care, to enable and foster the practice
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of comprehensive medicine. Properly conceived, the natural
foundation for such an enterprise would be the contributions
coming from all fields of knowledge—the natural, physical, and
behavioral sciences and the humanities and arts—which con-
tribute to an understanding of the nature and behavior of the
human being. That this hope shall become a reality is strongly
encouraged by this book, written by a sociologist specifically for
the purposes of medical education. In terms that are of immedi-
ate relevance but more long-range promise for the physician of
tomorrow, The Doctor and His Patient is a timely contribution.

LesTER J. Evans, M.D.
Executive Director

New York State Committee
on Medical Education



INTRODUCTION

THE TEACHING OF ‘““THE BEHAVIORAL SCIENCES’’! has been an im-
portant part of efforts since World War II to improve medical
education. The same period witnessed a strong surge of interest
in research concerning the social and emotional factors in health
and illness. As a result, social scientists, including sociologists,
anthropologists, and social psychologists, have been added to the
faculties of medical schools for the first time in more than token
numbers and with more than token responsibilities.?

In retrospect, one finds patterns and trends in this develop-
ment. Yet each of the innovating programs, for the most part,
grew from independent origins. Lacking both precedents and the
compelling influence of any single authoritative model, the experi-
ence of these newest recruits to medical education was varied.
For those asked to teach social science to medical students, how-
ever, there was likely to be one way in which the experience was
the same: the available publications were not well adapted to the
special needs of medical students.® The decision to write this book
stems from such an experience.

As the first step in this Introduction, we will recount in more
detail how and why the book came to be written. Secondly, we
will attempt to show its relationships to some of the more general
origins of a social science of medicine. Finally, the major subject
headings of the book will be reviewed, and their purposes ex-
plained.

The Baylor Experimental Course in Behavioral Science

Beginning in 1956 and continuing for five years, the author
participated in an experimental course for freshmen students at
II
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Baylor University College of Medicine. The purpose of the course
was to introduce the sciences of human behavior, particularly
experimental psychology, sociology, anthropology, and the psy-
chology of growth and development. As was true of most com-
parable efforts to introduce this type of subject matter into the
medical curriculum, this course was taught in the Department
of Psychiatry.

This is not to say that such courses are limited to any single
department. One finds the teaching of similar material and the
participation of social scientists in departments of medicine,* pre-
ventive medicine and public health,® and others. Moreover, at
the University of Kentucky, a separate Department of Behav-
ioral Science has a major teaching responsibility;® and other
institutions are at least exploring a similar step.” Nevertheless, as
a recent survey of the 81 American and 12 Canadian four-year
schools has shown, psychiatry has been given a steadily increas-
ing responsibility for teaching in the preclinical as well as the
clinical phases of the medical school; and it has interpreted this
responsibility broadly to mean that it should introduce medical
students to a basic science of normal human behavior. “It is

evident,” concluded the survey, ‘. . . that psychiatry, in 1960,
had becen assigned a significant role in preclinical medical edu-
cation. . . . Another major trend is a shift in attitude con-

cerning the purpose of preclinical psychiatric education. The
traditional orientation was primarily toward specific preparation
for clinical psychiatry; the current view explicitly acknowledges
that an understanding of human behavior is essential to the func-
tioning of all physicians.”™®

At Baylor the shift away from a more narrowly clinical em-
phasis was initiated in 1954 by Dr. William T. Lhamon imme-
diately after he was appointed chairman of the Department of
Psychiatry. At first he gave all thirty-three hours of lecture to the
freshmen himself. Within a year, a psychologist joined him, and
after another year, the author, as a sociologist, completed the
teaching “team.”

The author’s particular assignment was to select and organize
from the main body of modern sociology some concepts that
would fit within such a program. It soon became evident that a
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textbook designed for the special needs of this type of education
was needed. Appropriate reading materials in sociology are
plentiful, we found, but they are scattered through a wide variety
of journals and books.!® In itself, this would not have caused
difficulty if the students had sufficient time and library facilities
available. They had neither.

It seemed obvious that this book could not be written as a
standard text, either in the sense of being a primer or a compre-
hensive review of the development of sociology. Not only are
there other books devoted to such purposes, but the rather unique
teaching situation emphasized what has been called the “problem
of relevance.” That is, what concepts, theories, and methods in
sociology are most directly relevant for medical education, and
how can they best be communicated to medical students?!

Two separate approaches were taken to this problem, based
upon a comparison of the medical student with his peers across
the campus who study for the Ph.D. degree. On the one hand, it
seemed only appropriate to expect that medical students would
have the same kind of interest and seriousness of purpose in learn-
ing about the sciences of human behavior as one expects from
graduate students in the social sciences. On the other hand, it was
only realistic to take account of important differences between
the two types of student. One undoubtedly significant difference
is in their preparation.

The overwhelming emphasis in premedical studies continues
to be in the biological sciences. Even before he reaches medical
school, the medical student is taught that the ‘“real payoff,”” when
he becomes responsible for patients, will come from the biological
sciences. At least implicitly, the study of the social sciences is
downgraded. It was our conclusion, therefore, that even as the
medical student should be approached as a relatively mature
advanced student, the special circumstances of his preparatory
education require also that this approach should be basic and
introductory. Moreover, because of the limitations of time and
emphasis in the medical curriculum, the illustrative materials
should be selected mainly from sociological inquiry on medical
problems, rather than from the more complete array of research
subjects which are studied by the candidate for a Ph.D. degree.
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Sociological research in medicine that can serve to illustrate
basic concepts and theory is quite varied and growing rapidly.!?
For purposes of teaching, we chose the doctor-patient relationship
as perhaps the most advantageous starting point. Freshman
medical students, although still far removed from the role of the
doctor, actively think ahead to what it will be like when they
become “real doctors.” Indeed, such anticipation appears to be
important in sustaining them through the “tough” years of pre-
clinical science.!’® Moreover, there are available some excellent
materials that treat the doctor-patient relationship primarily in
sociological terms.

This, then, became the goal we set in the teaching program at
Baylor University College of Medicine and, subsequently, the
main objective of this book: to teach on a graduate but introductory
level, basic concepts and theories of sociology, with illustrations derived
from an intensive study of the doctor-patient relationship.

Fortunately, the atmosphere at Baylor was very favorable
to the teaching of social science to medical students. Although
it was psychiatry that opened the way, other segments of the
medical school quickly joined in granting a sympathetic hear-
ing to sociology and its companion sciences of behavior.

Some Orrigins of a Social Science of Medicine

The place of social science in medical education is by no means
an accomplished fact but its imprint is already notable. In its
1960 survey the Group for the Advancement of Psychiatry, for
example, made the following statement about social science and
psychiatric education: “If the 1940’s was an era of psychody-
namic and psychoanalytic expansion, the 1g50’s can be con-
sidered the introductory period of the social or behavioral
sciences.”’!4

Yet twenty years ago, when a similar survey was conducted by
Ebaugh and Rymer, virtually no mention was made of a major
role for social and behavioral science in either psychiatry or
medical education as a whole. Rather, the emphasis was almost
entirely on the growth of psychological dynamics as the basic
subject matter of psychiatry.’® By 1951, in the report of the Ithaca
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Conference on Psychiatric Education, a new orientation was
already evident, favoring the introduction of the study of normal
human behavior in the medical curriculum.!® In the latter report,
a special chapter by Norman Cameron entitled ‘“Human Ecology
and Personality in the Training of Physicians” proved to be par-
ticularly significant.”

Cameron’s recommended design for a course in human be-
havior was used as the blueprint for the freshman course in
psychiatry at Baylor, and it became evident in the 1960 survey
by GAP that psychiatry departments in other medical schools
were influenced in a similar way.

In the 1960 survey fully 87 out of g1 departmental chairmen
said that social science should be taught both in premedical and
in medical education. As many as 20 recommended that a new
separate department should be created to teach social science in
medical schools; 64 believed that the department of psychiatry
should assume this responsibility. These beliefs have already been
implemented in 21 departments where sociologists or anthro-
pologists actively teach medical students as part of the psychiatric
faculty.

What the GAP survey documents for psychiatric education are
the results of a state of unusual ferment and experimentation that
has gripped all of medical education since World War II. The
mood for change has been so great, and the implications of
curriculum revisions such as occurred at Western Reserve Uni-
versity'® so important, that it has become almost commonplace to
draw analogies between the present and the time of the Flexner
Report.”? Perhaps the most significant consequences of events
surrounding the Flexner Report was the full wedding of the basic
biological sciences to the medical curriculum. In the minds at
least of some, we are experiencing today a joining of the sciences
of psychological and social behavior to medical education that
compares to events a half-century ago.

This was the main idea expressed by George Packer Berry in
his 1952 presidential address to the Association of American
Medical Colleges. He referred to what he called ‘“provocative
experiments . . . aimed at making revisions in our teaching
programs which are consistent with a growing knowledge of the
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whole patient rather than just part of the patient.”’?® These ex-
periments were rooted, he asserted, in fundamental changes that
had occurred in medical practice. Dramatically increased control
of physical illness, he believed, had turned attention to the emo-
tional and social components of patient problems.

The Flexner Report, on the other hand, was based on a differ-
ent kind of problem. Dr. Henry S. Pritchett, then president of the
Carnegie Foundation, stated in the introduction that the Flexner
Report grew out of concern for the relationship between the University
and its professional school. The problem, in other words, was one of
social organization. At the time, many medical schools were pro-
prietary, so that medical education was organized largely inde-
pendent of the university. Room had to be made for laboratory
science. The enormous financial burdens of incorporating the
rapidly developing technology of biological science had to be
assumed. In order to keep its practice in pace with thedevelop-
ments of science, the medical profession had to be motivated to
assume this burden. In the end, an argument won out that allied
the professional school and the university. The university’s aca-
demic standards were reasserted in the training of the pro-
fessional .

Today, however, the basic problem appears to be in the doctor-
patient relationship. It is here that a lack, a weakness has as-
serted itself; and medical education, securely established in the
excellence of its scientific standards, is being challenged to pro-
vide equally rigorous and effective training for the management
of the human relations components of the doctor’s job. To meet
this problem, the “provocative experiments” described by Berry
have emerged.?

Merton, in the most detailed treatment of this question yet
published, traces what he calls “sources of convergence” in both
medicine and sociology that have led to recent collaboration
between the two.? Merton agrees with Berry’s analysis, adding
that a commitment to the scientific method led medicine to the
attempt to replace ‘“howsoever skilled empiricism by the begin-
nings of more systematic and rational analysis of the process of
education.”® This kind of motivation on the part of medicine
dovetailed with the following kinds of developments in sociology:
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1. The marked and cumulating interest in the sociology of pro-
fessions which includes, as a major component, studies of professional
schools;

2. The growing utilization of social science as composing part of
the scientific basis for the provision of health care in contemporary
society;

3. The considerable recent growth in the empirical study of com-
plex social organizations, among which schools constitute an im-
portant special class;

4. The similar growth of interest in the process of adult socializa-
tion in general which, in application to the field of medicine, is con-
cerned with the processes by which the neophyte is transformed into
one or another kind of medical man; and

5. The recent advances in methods and techniques of social in-
quiry which make it possible to examine these subjects and problems
by means of systematic inquiry.”

West proposes that the increased role of social science in medi-
cine is part of a more general movement toward the unification
of the sciences.? Social science, according to his description, is a
latecomer to what he calls “the behavioral science movement.”
Intellectually, the members of this movement are said to share a
conviction in the “necessity to formulate a more scientifically
complete picture of the nature of man.” The emphasis on process
in biological science, it is claimed, prepared the way intellectually
for behavioral science in medicine.

All of these views focus on intellectual origins of the emergence
of social science in medicine. They emphasize the development of
science, advances in knowledge that achieve more control over
the organic aspects of illness, the growing maturity of social
science, and so on—all within the sphere of the history of ideas.
However, it was a political and military event, World War 11,
that triggered medicine’s intensified interest in social science.

The Influence of World War Il

As one reviews the history of medicine during World War 11,
two events far removed from social science would appear to
dwarf all others. There was first the impact of the antibiotic
drugs and their tremendous value not only in the cure of infec-
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tions but in the prevention of disease. Second to this only in its
order of appearance was the break-through of atomic fission.
Atomic research immediately had a revolutionary effect upon
every clinical and laboratory branch of medical science.?” Yet
when the New York Academy of Medicine organized its Lectures
to the Laity in 1946—1947 on the subject of ‘“Medical Experience
in the War,” it chose for emphasis neither of these outstanding
scientific achievements, but instead “Problems of Psychiatry and
Human Behavior.” As the president of the Academy explained,
., . . the Committee [in its selection] lays pointed emphasis
upon the fact that by far the greatest lesson which the war has
taught, far greater in its significance for humanity than either
atomic energy or the control of the infectious diseases, has been
the recent revelation of the magnitude and multiplicity of the
disorders of human behavior and their fundamental responsibil-
ity for the unhappy state of the modern world.”?

Particularly significant was the fact that these “problems of
human disorder’ were not shunted to psychiatry and then for-
gotten by the rest of medicine. Speaking in what proved to be a
prophetic way, the president of the New York Academy of Medi-
cine made it clear that responsibility for the relief of the psycho-
social aspects of human disorder must be shared by medicine as
a whole in cooperation with the public.

War, of course, is full of irony. The special irony of World
War II was that, as its medicine gained victories over disease of
truly heroic proportions, the military added to its arsenal a
weapon so destructive that these medical gains were puny in
comparison. This, it seems to us, is the most direct and simple
explanation for the postwar interest by medicine and, indeed, by
all society in the so-called ‘“human” factors, the psychological
and sociological. In peacetime, medical science, within a short
forty-year span, had lengthened life expectancy by one-third. In
wartime, a mammoth preventive and curative enterprise had
reduced medical fatalities for the first time in history below that
caused by battle. The overall death rate was 0.6 per thousand
men per year as compared to 16.5 in World War I. Even as these
victories over death were consolidated, and battle, so to speak,
made safer than ever, mankind watched awe-struck as 80,000
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civilians were killed at Hiroshima in a few seconds. In the wake
of this awesome event, it must have been obvious to all that the
gains of the physical and biological sciences would be neutralized
if man could not gain more control over his inner psychological
and outer sociological environments.

We use the word “‘control’”” because this seems truly the direc-
tion in which attention turned. In an age of science, and in the
wake of the ‘“‘age of reason,” we seem now to be placing our hopes
in the control that is a logical function of knowledge. The control
over the physical environment we have gained from natural
sciences is no longer disputable. Meanwhile, the age-old controls
of faith and morality have served man less well in gaining control
over himself. The consequence has been a further shift to the
methods of science, which have served him so well in the physical
world, only now the focal subject of inquiry is man himself as an
actor in society.

This, of course, is the “big picture.” There were more specific
events in the day-to-day experience of medicine in the war that
focused attention upon the psychological and sociological aspects
of human disorder. Moreover, these experiences were not only in
the military. Civilians were more integrally involved in this war
than probably any other before it. Particularly upon children, the
emotional effects were critical. As sad as this was, we learned
from it.?

In our own military establishment, twelve out of every hundred
men rejected at induction centers were involved in some personal-
ity problem. More startling, 40 per cent of all medical military
discharges were due to personality disorders, a total of nearly
400,000. Another 150,000 were discharged without a specific
diagnosis of personality disorder but because they “could not fit”
into the Army. In short, one out of every seven young men be-
tween the ages of eighteen and thirty-seven was adjudged to be
ineffective because of an emotional or educational disability.

If these emotional casualties had been primarily cases of break-
down under battle stress, they would probably have caused less
interest because it has been our custom, more or less, to think of
battlefield psychosis as a danger to which ‘“normal” men are
prone. However, more than half of all the psychological cases
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treated in military hospitals were men who had never been in
battle.

In World War I there were 97,578 admissions to neuropsychi-
atric services in army hospitals. In effect, they were not treated,
merely separated from others; their care was not therapeutic
in any active sense, only custodial. If they did not recover
spontaneously, they were given pensions for life. Our attitude
toward these men was one of pity and guilt. They were the awe-
some residue of war, killed in spirit as surely as those who were
dead physically on the battlefield. We did not see them as part of
the wounded, but as a group apart, a group for whom we had
little hope.

There followed a period between the great wars when psychi-
atry learned much about mental illness. Therefore, when admis-
sions to neuropsychiatric services in World War II soared to
1,000,000, ten times the figure of World War I, they were treated
with hope and with much success. Many of these men were able
to return to duty, not a few to combat duty. By 1945, seven out of
ten went home rather than to a Veterans Hospital.

Moreover, much of the treatment of these men was given by
physicians who had no prewar experience in psychiatry. Under
the pressure of war, the crowded neuropsychiatric services were
staffed by doctors who either learned at the elbow of a psychia-
trist or in bricf, highly condensed training courses. In this way, a
forced educational process occurred within the medical profes-
sion. Doctors learned, in a way that was yet unavailable in most
centers of medical learning, about the effective advances psychi-
atry had already accomplished, and probably, more importantly,
many learned to view mental illness in a new frame of reference.
The psychotic ceased to be the hopeless, ‘“‘different” patient, and
the neurotic was not just a malingerer or ‘“‘crock.” Instead, emo-
tional disorder came to be recognized as a threat to every individ-
ual just as physical illness has been long regarded as a danger to
which all are susceptible. Moreover, concepts of prevention were
increasingly applied to mental illness.

This view of mental illness was not, in fact, new in psychiatry,
but only under the conditions of the war did it gain a foothold in
the medical profession as a whole.
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Another lesson of the war was that “‘cure” in the sense of re-
moval of symptoms was not required for effective functioning in
life situations. This was a way of thinking, of course, which had
long been accepted for physical illness; for example, an individual
might have a serious chronic illness, like arthritis or diabetes, but
continue to work and live “‘normally’’ within given limits. The
war showed that many personalities thought to be unstable func-
tioned surprisingly well in combat and under other stresses. Also
some neurotics gave a good account of themselves in battle, but
were unable to stand those aspects of army life that so-called
“normals” found less stressful, the regimentation, the discipline,
the autocratic organization. In other words, mental sickness was
not an absolute, either-or phenomenon. Both psychosis and
neurosis came to be seen as the product of a complex set of factors.
Among these, the individual’s personality was critical but not
sufficient in itself. Also significant were elements in his social ex-
perience, both in his life history and in his current definition of the
social situation.

As can be seen, each of these steps by the medical profession
toward better understanding of its own psychiatric branch
brought it closer to the social sciences. If a neurotic can function
well under some life conditions and poorly under others, obvi-
ously his neurotic condition involves not merely a personality but
a personality ““in interaction with the patterned situation in which
the individual behaves.””3! If most ‘“‘normal” individuals may be
assumed to have a “‘breaking point,”’ then it becomes critical that
we understand why, for example, the experience of combat was
so much more stressful under certain social conditions and not
under others. The spotlight of medical attention changed from a
narrow focus on the individual; its circle widened to include the
individual in interaction with his social environment.

While interest in the social psychology of the American soldier
was emerging in the medical branches, it was already well estab-
lished in other parts of the military. One of the unique and highly
productive intellectual enterprises stimulated by World War 11
was the work of a group of psychologists and sociologists working
in the Research Branch, Information and Education Division of
the War Department.® From their studies the details of inter-
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action between personality and social environment were charted
in ways that were to prove useful to questions of mental health.
For example, they found a hitherto unsuspected loyalty and de-
pendence by combat soldiers upon the small group, the squad or
platoon that was the primary locus of their participation in the
war.% Feelings of sharing and belonging to such groups proved
to take precedence for many over even their desire for personal
survival. Thus soldiers who were evacuated with injuries often
showed impatience to ‘“‘get back to their outfit,” even though
this meant return to an otherwise dreaded front. Moreover, re-
placements in such groups found that they must watch out for
themselves while the ‘‘oldtimers” watched out for each other
with fanatical devotion and self-sacrifice. When removed from
their original group men not infrequently showed feelings of in-
tense loss, rebelliousness or worse, in spite of the fact that they
were placed in situations much less physically dangerous than
previously. “In general,” a recent retrospective study concluded,
“most soldiers required support from their immediate group in
order to function effectively. And when their close ties were
suddenly severed, many broke down.”’%

Much more could be added concerning the lessons of wartime
for both medicine and social science. Here, however, we are con-
cerned only with establishing that the circumstances of World
War II accelerated the emergence of a new kind of interest on the
part of medicine in the social sciences. Apparently, this was a
chain process. Medicine became more interested in its own sub-
branch, psychiatry. Psychiatry, meanwhile, found itself drawn
toward an increasing collaboration with the social sciences. The
social sciences themselves were developing methods of investiga-
tion and new knowledge that were vital in enabling a conver-
gence of their work with psychiatry and the health professions as
a whole. Underlying these events was mankind’s sense of frustra-
tion at the irony of war. Instead of “making the world safe for
democracy,” we seemed instead to be achieving maximum physi-
cal health only as a preface to atomic obliteration. Obviously, a
high-sounding humanitarianism was not enough. It had not
prevented man from killing other men with ‘“conventional”
weapons; why should it now prevent atomic war. One hope was
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for science to match its triumphs over man’s physicochemical
problems with similar advances in explaining his psychosocial
problems.

If there was any hesitation about applying these lessons of
World War II, they were quickly dispelled in the Korean “police
action.” As we saw our own men’s minds systematically con-
trolled in what was to be popularly termed ‘‘brainwashing,” we
were forced to acknowledge that advances in the social sciences
could be used to destroy as well as to heal. There was no longer
any escape. The knowledge of social science became as crucial as
that of atomic science, for ironically the struggle to heal is thus
impelled by the forces of destruction.

Sociological Aspects of the Doctor-Patient Relationship

As we noted earlier, the problem of teaching social science to
medical students presents at least two troublesome disparities:
first, the students are at the graduate stage of training, but they
are, for the most part, not adequately prepared for graduate level
study in the social and psychological sciences; and secondly, too
little time remains after their tightly scheduled day in the lab-
oratories of the biological sciences for them to work intensively
in the library, which is, in an important sense, the ‘“laboratory”’
where the advanced study of social science should begin.

The special character of this educational problem has been
always in mind as this book was written. It is the basis for a de-
cision to emphasize an approach to learning rather than a survey
of the field. The major goal has been to teach a frame of reference,
to attempt to sensitize students to see the psychosocial aspects of
medical problems, and to provide some guidelines for a realistic
interpretation of their importance.

The method we have chosen has been to use the doctor-patient
relationship as the unifying theme of a sociology of medicine. This
seemed doubly appropriate, for on the one hand, it was out of a
new awareness of the social psychology of the doctor-patient rela-
tionship that medical education invited the sociologist to share
its task; and, from the student’s point of view, it is a highly relevant
subject for the testing of this type of knowledge.
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The discussion begins with a critical evaluation of one view of
this relationship that, we believe, is very common but inadequate.
It is that conception in which the doctor and his patient are seen
essentially as a dyad, interacting according to forces that derive
mainly from the adjustment of two separate personalities, drawn
together out of the compelling needs set off by illness. The very
excellent contributions of this limited view of the doctor-patient
relationship are not, in our view, to be dropped or discredited.
Rather, we believe they are incomplete. Their full value can be
realized only if the relationship is seen against a more complete
background. The “field of forces” includes, at the very least, the
influence of the major reference groups of each participant: for
the doctor, his profession, and for the patient, his family. These,
in turn, are derived from culture.

As we build a sketch of the relationship, each of the picture’s
details is fully described and its place in a larger social system is
explained. To be more precise, after defining the major concepts
of the approach in Chapters 1 and 2, Chapter 3 is devoted to a
description of the physician’s role and its roots in the history and
organization of the medical profession. Chapter 4 shifts to the
patient in the sketch. After a detailed representation of the pa-
tient role, the variations of the sick role across cultures and within
American society are explained and illustrated. This is followed
by a chapter devoted to the family as the single most important
social institution from which the patient role is defined and
learned.

The major thesis of Chapter 5 is that developments in the
evolution of the modern family and technological developments
in modern medicine have converged to remove much of the treat-
ment of illness from the home into specialized health-care agen-
cies. Among such agencies, the modern hospital is the outstanding
example.

Because of its greatly increased importance in medicine, the
hospital is the subject of four chapters. Chapter 6 reviews the his-
tory of the hospital, and the variety of forces which have shaped
its character. It is a story of an institution originally a refuge for
the sick and friendless, once dominated by the authority of the
church, and which today has become “the temple of medical
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science.”” Chapter % studies the general hospital, focusing on the
development of its present-day bureaucratic form of organiza-
tion. The development of team medicine and its effects upon the
doctor’s role are discussed thoroughly as two of the most signifi-
cant facets of hospital social organization. Chapter 8 reviews
aspects in the history of the mental hospital which have con-
tributed to the development of the program of patient care called
“The Therapeutic Community,” and Chapter g describes and
interprets the major theoretical contributions of research on the
mental hospital.

In Chapter 10 we return to the perspective of the physician and
attempt to show how the approach that has been described can
be put to work. For this purpose, case illustrations from the earlier
chapters are reviewed, and one additional example is inserted in

full detail.
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NOTES TO INTRODUCTION

As the term is used currently, behavioral science (or, synonymously, ‘“the
behavioral sciences’) is hardly more than a decade old. It represents, according
to a recent published statement, an attempt to integrate several older areas of
scientific inquiry within a more comprehensive and up-to-date approach to the
study of man. There are two distinct definitions in use: “One is a comprehensive
view including an array of biological, psychological, and social sciences in
collaborative inquiry concerning the behavior of man. The other is an inter-
disciplinary view in a much more limited sense, restricted primarily to collabora-
tion among the fields of sociology, anthropology and social psychology.” See
Group for the Advancement of Psychiatry (GAP), The Preclinical Teaching of
Psychiatry, Report No. 54, New York, 1962, pp. 39—43.

. The exception to this statement is psychology. As early as 1913, a majority of

medical schools expressed a desire to establish the teaching of psychology as the
basic science of clinical neurology and psychiatry. (See Franz, Sheppard Ivory,
“On Psychology and Medical Education,” Science, vol. 38, 1913, pp. 555-566.)
The content that was strongly favored for such courses, however, was ‘“purely
objective,”” or, in other words, only that part of psychology which closely
paralleled the natural sciences. (See Watson, John B., “Content of a Course in
Psychology for Medical Students,”” Fournal of the American Medical Association,
vol. 58, March 30, 1912, pp. 916-918.) Approval to teach in terms that more
fully expressed the complete range of content in psychology was held back
largely until after World War II. It was at this more recent period that sociolo-
gists and anthropologists also were brought into medical cducation. For a
thorough discussion of both the history and current status of these bechavioral
sciences in medicine, see GAP Report No. 54, pp. 9-19.

. This may be interpreted from the series of books that have been written or are

in preparation by the early participants in these educational experiments. Some
examples are the following, all published by Russell Sage Foundation: Simmons,
Leo W., and Harold G. Wolff, Social Science in Medicine, 1954; Saunders, Lyle,
Cultural Difference and Medical Care, 1954; Paul, Benjamin D., editor, Health,
Culture, and Community, 1955; Macgregor, Frances Cooke, Social Science in Nursing,
1960; and King, Stanley H., Perceptions of Iliness and Medical Practice, 1962. Also,
Jaco, E. Gartly, editor, Patients, Physicians and Illness, The Free Press, Glencoe,
IIl., 1958.

In preparation are textbooks by Herbert Weiner, a psychiatrist at Albert
Einstein Medical College, and another by Bernard Kutner, an anthropologist
at the same institution. These, of course, include only such works as the author
is aware of. Rodger Badgley, of thec University of Saskatchewan Medical Col-
lege, and Robert Straus, University of Kentucky College of Medicine, have both
written detailed course outlines that may by this time have grown into planned
publications.

. An example is the Cornell Comprehensive Care and Teaching Program. See

Reader, George G., “The Cornell Comprehensive Care and Teaching Pro-
gram” in Merton, Robert K., George G. Reader, and Patricia L. Kendall,
editors, The Student-Physician: Introductory Studies in the Sociology of Medical
Education, Harvard University Press (for the Commonwealth Fund), Cam-
bridge, Mass., 1957, pp. 81-101.

The examples of this type are more numerous than in medicine. Some of the
best known, all social scientists who are teaching members of departments of
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preventive medicine and public health, are Lyle Saunders at the University of
Colorado, Leo G. Reeder, University of California at Los Angeles, Bernard
Kutner, Albert Einstein, and Andie L. Knutson, University of California at
Berkeley.

. See Straus, Robert, “A Department of Behavioral Science,” Journal of Medical

Education, vol. 34, July, 1959, pp. 662-666.

. See GAP Report No. 54, pp. 37 fI.
. Ibid., p. 37.
. This program and its history are described in detail in Bloom, Samuel W.,

“The Role of the Sociologist in Medical Education,” Fournal of Medical Educa-
tion, vol. 34, July, 1959, pp. 667-673.

This statement (and the book) limits itself to sociology only because this is the
author’s major field. It is equally true that existing sourcebooks in the other
sciences of human behavior do not readily fit the requircments of medical
education.

Stainbrook, Edward, and Murray Wexler, “The Place of the Behavioral Sci-
ences in the Medical School,” Psychiatry, vol. 19, August, 1956, pp. 263-269.

Several excellent review papers have kept pace with this development over the
last decade. See Caudill, William, “Applicd Anthropology in Medicine” in
Krocber, A. L., editor, Anthropology Today, University of Chicago Press, Chicago,
1953, pp. 771-806; Clausen, John A., Sociology and the Field of Mental Health,
Russcll Sage Foundation, New York, 1956; Freeman, Howard E., and Leo G.
Reeder, ‘“Medical Sociology: A Review of the Literature,” American Sociological
Review, vol. 22, February, 1957, pp. 73-81; Reader, George G., and Mary E. W.
Goss, “The Sociology of Medicine” in Robert K. Merton, Leconard Broom, and
L. S. Cottrell, Jr., editors, Sociology Today, Basic Books, Inc., New York, 1959,
PpP. 229-246.

Sce Huntington, Mary Jean, “The Dcvelopment of a Professional Sclf-Image”
in Merton, Reader, and Kendall, op. cit., pp. 179-187; and Merton, Robert K.,
Samuel Bloom, and Natalic Rogoff, “Studics in the Sociology of Medical
Education,” Journal of Medical Education, vol. 31, August, 1956, pp. 552-565.
Another study takes the different view that medical students become so absorbed
in the demands of their work as students that they do not think of much else.
See Becker, Howard S., Blanche Geer, Everett C. Hughes, and Anselm L.
Strauss, Boys in White: Student Culture in Medical School, University of
Chicago Prcss, Chicago, 1961.

GAP Report No. 54, p. 16.

Ebaugh, Franklin G., and Charles A. Rymer, Psychiatry in Medical Education.
Oxford University Press (for the Commonwealth Fund), New York, 1942.

Psychiatry and Medical Education: Report of the 1951 Conference on Psychiatric
Education. American Psychiatric Association, Washington, 1952, pp. 62—-97.

Ibid., pp. 64-66.

See “Reports on Experiments in Medical Education,” Journal of Medical Educa-
tion, vol. 31, August, 1956, pp. 515-565.

Flexner, Abraham, Medical Education in the United States and Canada: A Report to

the Carnegie Foundation for the Advancement of Teaching. Bulletin Number
Four, New York, 1g10.
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Berry, George Packer, “Medical Education in Transition,” Fournal of Medical
Education, vol. 28, March, 1953, pp. 17-42.

The history of this development is very succinctly sketched in Brown, Esther
Lucile, Physicians and Medical Care, Russell Sage Foundation, New York, 1937,

PP. 10-37.

For a more detailed comparison of the events surrounding the Flexner Report
and those of today, see Bloom, S. W., “Changing Perspectives in Medical
Education: From the View of the Sociology of Knowledge,” The Pharos, vol. 21,
July, 1958, pp. 3-10.

Merton, Robert K., “Some Preliminaries to a Sociology of Medical Education”
in Merton, Reader, and Kendall, op. cit., pp. 3-79.

Ibid., p. 36.
Ibid., p. 52.

West, Louis Jolyon, “Bchavioral Sciences in the Medical School Curriculum,”
Journal of Medical Education, vol. 34, November, 1959, pp. 1070~1076.

New York Academy of Medicine, Medicine in the Postwar World: The March of
Medicine, 1947, Number XII of the New York Academy of Medicine Lectures
to the Laity. Columbia University Press, New York, 1947, p. v.

Ibid., p. vi.

See Freud, Anna, and Dorothy T. Burlingham, War and Children, Medical War
Books, International Universities Press, New York, 1944; Freud and Burling-
ham, Infants Without Families, Medical War Books, International Universities
Press, 1944; Wolf, Katherine M., “Evacuation of Children in Wartime: A
Survey of the Literature with Bibliography,” The Psychoanalytic Study of the
Child, vol. 1, 1945, pp. 389—404. The last reference lists 229 references concerned
in general with the problems of civilians in wartime, and with particular thor-
oughness on the problems observed when Great Britain evacuated 734,883 of
its children.

Ginzberg, Eli, J. B. Miner, J. K. Anderson, Sol W. Ginsburg, John L. Herma,
The Ineffective Soldier: Breakdown and Recovery. Columbia University Press,
New York, 1959.

Merton, Reader, and Kendall, editors, The Student-Physician, p. 62. Merton’s full
statement of this problem is as follows: ¢, . . the distinctly sociological matter
that behavior is not merely a result of the individual’s personal qualities but a
resultant of these in interaction with the patterned situation in which the
individual behaves.”

Stouffer, Samuel A., and associates, The American Soldier: Adjustment During
Army Life; The American Soldier: Combat and Its Aftermath, vols. 1 and 2, of Studies
in Social Psychology in World War II. Princeton University Press, Princeton,
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Moreover, the soldiers of the enemy, as different as their ideology appeared to
be, reacted much the same. Their loyalties were less to the Nazi regime, it
would seem, than to each other. See Shils, Edward A., and Morris Janowitz,
“Cohesion and Disintegration in the Wehrmacht in World War II,” Public
Opinion Quarterly, vol. 12, no. 2, 1948, pp. 280-315.

Ginzberg, Eli, and others, op. cit., p. 9.
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Chapter |
FROM ART TO SOCIAL SCIENCE

ARrT AND sciENCE march hand in hand through the history of
medicine, each taking turns at the lead. A century or more ago
science became the dominant partner and has remained so ever
since. The art of medicine meanwhile, like an honored but neg-
lected wife, walked behind, passive and obedient to call at those
odd moments when the master needed a change of pace.

Recently a change has appeared in the conception of medi-
cine’s art-science dualism. Like the ancient mind-body contro-
versy, it is argued that the two are falsely divided. The art of
medicine after all is but a name for the human relations of medi-
cine, and is not this the subject of the social sciences just as the
human organism is the subject of the biological sciences? Science,
the argument continues, is above all a method and its disciplined,
systematic approach is as applicable to the study of human rela-
tions as to any other subject matter.

In this book the basic assumption is that a body of knowledge
is available, sufficient to guide human beings toward more ra-
tional and effective relationships with each other. For the physi-
cian this is taken to mean that special understanding and skill
concerned with the emotional and social aspects of his relation-
ships with patients may be added to what he calls his “arma-
mentarium” of diagnostic and treatment tools. It means that
insofar as possible the psychosocial aspects of medicine are not
left to chance, but are fitted into a systematic approach to the
totality of a patient’s problems. In other words, as an eminent
historian of medicine has written:

Medicine, in the ordinary sense, represents a group of biological
sciences, but . . . medicine as an art is closely related to the social

33
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sciences. This is true, at least, if one may employ the term “art”
in the rather broad sense of including both medical practice and the
social relations which this involves.!

The Patient: ‘'Good'’ or ‘'Bad’’

The first step toward science is a step away from value-
judgment. A science of human behavior must be based on the
description of human behavior as it is and not as we want it to be.

The intervention of values in the development of knowledge is
a constant problem in all the sciences. The history of anatomy
offers but one example. For almost fifteen hundred years follow-
ing Galen, anatomists saw in their dissection only what they were
told to look for by Galen. When they found structures that were
different from or missing in the descriptions by the master, they
called them ‘“‘abnormal.”” In effect, the cadavers that did not
confirm their expectations were judged to be ‘“bad” cadavers.
Not until the sixteenth century, in the work of Vesalius, was
anatomy established as a science in which observation took pre-
cedence over authority. Only when the dissector began to look at
the structure of the human body as it is, and not as he believed it
should be, was he able to correct such Galenic errors (resulting
from the projection of pig, monkey, or dog anatomy into the
human body) as the five-lobed liver, the seven-segmented ster-
num, the mandible consisting of two parts, the double-bile duct
and the horned uterus.?

Galileo provides another example. Barely 300 years ago
Galileo was jailed for arguing that the earth revolves about the
sun. Not only was his mathematical demonstration of the
Copernican hypothesis rejected by the authorities of his time, but
he was branded a criminal for his refutation of Ptolemaic theory.?

Moreover, the order in which one belief system is followed by
another is not necessarily logical. There was, for example, great
enthusiasm for the application of biological science to medicine
in the seventeenth century, but it was short-lived. John Locke
wrote at the time about the great promise he saw in the medical
sciences. Locke, whom we know today mainly as a philosopher,
was also a physician. Together with eminent physician-scientists
like Leibnitz and Descartes, Locke believed that medical science
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would continue steadily along the path broken by physics and
chemistry, and that medical practice would follow closely after.
Then, as the story is told, “‘a strange and tragic thing happened.
Strange, because at first glance it seemed inexplicable; tragic,
because it was fraught with such dire consequences for human
health and happiness. Medicine at first faltered, and then fell
behind . . .”’; medical practice failed to keep up with science.*

Medicine fell behind biological science at this juncture of his-
tory because a reaction against science occurred in the medical
profession. The result in the case of such concrete discoveries as
microscopy and the clinical thermometer was indeed unfortunate:

The rare enthusiasm displayed by seventeenth-century experi-
menters was succeeded by a strange indifference, by a curious lag in
the employment of their improved means of observation and meas-
urement. . . . Galilei (had measured) the pulse and temperature;
and about two generations later, Leeuwenhoek had so improved his
lenses as to discover protozoa and bacteria. It is even possible that
he used, in this connection, the dark-field method of illumination.
Yet Lecuwenhock lived to see his methods almost ignored; and
neither pulse-counting nor temperature-taking was generally prac-
ticed during the eighteenth century or the first half of the nineteenth
century. Texts used in English-speaking countries as late as 1830
spoke of microscopy as an ‘“‘art now almost forsaken.” An eminent
surgeon has testified that there were probably not half a dozen
clinical thermometers employed in the largest Union army through-
out the American Civil War. And this was some two hundred and
fifty years after their first introduction !®

Such long delay between discovery and application, it has been
argued, can only be explained by the rejection in belief of the
principles underlying technological and scientific advancement.
“Apparently the reaction against the mechanical and mathe-
matical schools involved a rejection of quantitative procedures
as such.”®

The significance of beliel-systems, or values, in both medical
science and practice continues today, though in different forms.
Thus, whereas the disease concept was rejected a century ago, it
grew to dominate medicine to what some now contend is an ex-
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treme and damaging degree. In both instances it was not so much
what was known that guided the profession, but rather what was
believed.

When one considers how pre-scientific conceptions of physics
and of biology have been so resistant to the application of scien-
tific method, it is perhaps more understandable why, even today,
it is not easy for man to yield his own social behavior to the un-
compromising scrutiny of scientific inquiry.” Four centuries ago
Francis Bacon pointed out how man is reluctant to study objec-
tively what men do, but very willing to judge what men ought to do.
In spite of the development of modern social science, man’s pref-
erence when dealing with human behavior continues to be to
moralize rather than to understand.®

In medicine this is exemplified by the common tendency to
Jjudge patients on a moralistic basis. That is, rather than per-
ceiving patients as they are, the doctor (or nurse) views the pa-
tient according to preconceived attitudes of how ‘“‘good” patients
should behave. Apparently, this practice begins early in the medi-
cal career. For example, a class of freshman students at a leading
medical school recently were asked on an examination to discuss
the role of the patient in the doctor-patient relationship. Seven
out of ten students answered with descriptions of “‘good’ patients
and ‘“bad” patients cast in highly moralistic tones. Quite com-
mon were firm statements about how patients “should” behave.
Moreover, recent studies of medical students suggest that the
tendency to judge patients on a moralistic or utilitarian basis is
more likely to intensify than to reverse with progress through
medical school.®’ The “crock” is a special medical designation for
the uncooperative (“bad’) patient; it is a term the neophyte
quickly learns in the hospital.

Yet, if we are to understand the social relations of medicine, if
some systematic order is to be achieved in the analysis of human
behavior, this tendency toward moralistic judgment in preference
to understanding based on fact and reason will block the path.
Such danger to the development of a social science of medicine is
always present, intruding itself when least expected.

In dealing with this problem, we do not propose to try to
eliminate values from the doctor-patient relationship. That is not
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possible or even desirable. Insight into the influence of values,
however, is a first step toward the discipline of knowledge.

Thus we try to learn about values, how they are acquired and
then used in structuring social relationships. We will dissect out
some of the patterned values that define the situation between the
doctor and patient. We will show how this pattern, although it is
only in the minds of the participants, has all the properties of
morphology. Values are the building blocks of social structure. If
we can describe them and their sources in culture, and follow
this with evidence about how they guide the dynamic process of
human interaction, we will be at least launched toward a social
science of medicine.

A Case lllustration

In a teaching conference at a university hospital in a large
eastern city, the following case was presented recently. The medi-
cal problem is a common one.

The patient is Mrs. Tomasetti,* 55 years old, who emigrated
to this country from southern Italy about forty years ago. Her
present admission was an emergency diagnosed as congestive
heart failure, associated with diabetes mellitus, which the patient
has had for a period of years. She is a familiar figure at this clinic
where a careful and complete workup has been done. There is no
mystery about her physical condition, or the requirements for the
management of her illness. She tolerates well the insulin she
needs, and is faithful about taking medication. However, a major
additional requirement in her type of diabetes is that she follow
a carefully controlled diet in which carbohydrates and fats are
eaten sparingly.

At this conference, a now familiar pattern is repeated with
Mrs. Tomasetti. Upon questioning, she readily reveals that she
ate a large dinner the night before her present attack. The menu?
Her doctor winces as Mrs. Tomasetti describes a spicy combina-
tion of Italian-American foods heavy in carbohydrates which
obviously violates the prescribed diet. “Yes,”” she replies, ‘I know
you told me not to eat these foods, but there was company at the
house, old friends, and well, I thought just this once.”” Her doctor,

* The name is fictitious, as will be all names used in case illustrations in this book.
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a resident in internal medicine, listens with impatience. He has
been through this with Mrs. Tomasetti before.

The doctor has explained to Mrs. Tomasetti the nature of her
illness, and she seems to understand. He has warned her of the
danger if the medication is not taken or the diet neglected. Each
time this occurs, the patient appears to accept the doctor’s recom-
mendations and agrees to cooperate, but she does not carry out
the doctor’s orders after she leaves the hospital.

Following this conference, however, an interesting change
occurred in the case of Mrs. Tomasetti. As part of an experi-
mental teaching program, she was placed under the care of a
fourth-year medical student. Although the supervision of the case
remained in the hands of senior attending physicians and resi-
dents, Mrs. Tomasetti now had a new ‘“‘doctor,”” whom she would
be encouraged to consult on an outpatient basis after her release
from the hospital.

Three months later, this case was again presented at the same
weekly teaching conference. Mrs. Tomasetti had, in the mean-
time, made several visits to the outpatient clinic on appointment
with her student-doctor, and he, in turn, had made a number of
visits to her home. Mrs. Tomasetti was maintaining her pre-
scribed medication and diet well, and reducing her visits to the
clinic. For the first time in her long history at the clinic, a feeling
of confidence seemed justified that she would continue with the
requirements for her medical problem.

The discussion at the conference, as one might expect, was
spirited. What had happened to change the direction of this case?
In their usual order, the several dimensions of the problem were
considered.

First, there were the physical findings. These were unchanged.
The diagnosis was unquestioned. The medical management was
sound, as indeed was demonstrated by the fact that the treatment
proved successful when the patient followed the prescribed
regimen.

Secondly, the psychological aspects of the case were discussed.
The patient, in her known history, had never shown any evidence
of psychic distress. She discussed herself and her symptoms ac-
curately, without exaggeration. She perceived her situation
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clearly and evidently understood the explanations her physicians
gave concerning her illness and its treatment. Obviously, her be-
havior in violating the requirements of her illness were self-
destructive. However, the sources of this behavior were elusive.
No evidence of significant unhappy personal experience could be
found. The patient, to all appearances, had been happily married
for many years. With grown children and grandchildren, she con-
tinued to maintain a central role of importance in her family; the
extended family organization typical of her European back-
ground had been maintained.

The discussion then turned to the sociological aspects of the
case. What was happening in the interaction between the patient
and her physicians? Here, it was noted, the only known change
had occurred that might explain the course of the patient’s be-
havior. That is, her doctor had been changed. Her drugs were
the same. Her diet was the same. Her home life was the same.
The only new ingredient in the case was the doctor.

Reviewing the details of the patient’s relationship with her first
clinic doctor, the conference noted that, in the beginning, the
relationship had appeared cordial enough. The doctor had ex-
plained the medical problem in straightforward, simplified terms,
and when this proved inadequate, the doctor appealed to her
reason. Next, he emphasized the danger to her life. Finally, he
tried threats, cajoling, and appeals to “good sense.” In time,
there came despair: Mrs. Tomasetti was relegated to the heap of
‘“‘uncooperative patients,” the ‘“problem-patients,” with whom
nothing could be done.

Yet Mrs. Tomasetti did ultimately change. Why was her early
treatment so ineffective, and what happened to change her
behavior?

Behavioral Implications of Organic Symptoms

The major illness itself, diabetes mellitus, has certain special
characteristics that are likely to influence the situation of the
doctor-patient relationship. It has been observed that the re-
sponse to an illness is likely to be related to the symptoms. Pain,
for example, often serves as a reminder to the patient that he is
ill, and consequently motivates him to follow treatment which he
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either knows or believes will help to cure or assuage the illness.
The symptoms of diabetes mellitus, except in emergency states,
are not severe. With treatment, the diabetic can be relatively
symptom-free. As a consequence, the patient’s motivation for
prolonged, usually life-long treatment is not supported by the
symptoms of the illness. As long as the diabetic is faithful to his
treatment, he usually does not feel sick, nor indeed does he show
any signs to reveal to others that he is sick.

It is required, however, that the diabetic patient participate in
the treatment of his disease to an unusual extent. Although treat-
ment methods are usually effective, it is necessary for the patient
to be a willing, active partner in his own treatment.!®

When one considers that treatment is normally so hopeful, it
seems paradoxical that a majority of diabetic patients do not
achieve the major objective of treatment, normoglycemia. Com-
menting on this fact, a psychiatrist and an internist recently as-
serted that technical problems—regulation of insulin dosage,
diet, and so on—probably account for only a small number of
failures. “This suggests,” they continued, ‘“that the patient’s
attitude, the physician’s approach and the interaction of physi-
cian and patient should be carefully scrutinized to determine
their part in this problem.”!!

In other words, the effect of this disease upon the human or-
ganism (the patient’s symptoms), plus the known requirements
for treatment (the application of the physician’s technological
skill and knowledge), produce a situation that, in turn, has re-
quirements of its own. This situation determines to a large extent
how the physician and the patient must act toward each other.
In this case, for example, the patient is required to be active. He
must participate with his physician, or his relationship with his
physician will deteriorate and with it the medical treatment and
his health. With another kind of illness, a different basic situation
would be created, varying what we will speak of as the role re-
quirements of the doctor-patient relationship.

Basic Models of the Doctor-Patient Relationship

Three types of doctor-patient relationship that are directly
related to the organic symptoms of illness have been described by
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Szasz and Hollender: (a) activity-passivity, (b) guidance-
cooperation, and (c) mutual participation:

1. AcTiviTy-Passivity. Here the orientation is one in which the
physician is active and the patient is passive. It has originated in, and
is entirely appropriate for, emergencies (severe injuries, marked
blood loss, delirium or coma). The patient is more or less completely
helpless and the physician does something to him. Treatment takes
place rcgardless of the patient’s contribution. The relationship of the
doctor to the patient is similar to that of the parent to the helpless
infant.

2. GUIDANCE-COOPERATION. This model usually underlies the
doctor-patient relationship when the circumstances are less desperate
than those described above. It applies to most acute disorders and
especially to those of an infectious type. Although the patient isill, he
is still keenly aware of what is going on, and he is capable of following
directions and of exercising some judgment. Moreover, when the
approach is geared at this level, the patient is expected to look up
to his physician and to obey him. In essence, the patient says: “You
know what is best for me. That is why I come to you. Tell me what
to do and I will follow your directions.” This model has its prototype
in the relationship of the parent and his child (or adolescent).

3. MutuaL ParticipaTiON. This approach is often useful for the
management of chronic illnesses in which the treatment program is
carried out by the patient with only occasional consultation with a
physician (i.e., diabetes mellitus, myasthenia gravis, psoriasis, etc.).
According to this model, the physician helps the patient to help himself.
Since it requires a complex psychological and social organization on
the part of the patient, it is rarely appropriate for children or for
people who are mentally deficient, very poorly educated or pro-
foundly immature. Its prototype is the relationship of adult to adult
(with one having specialized knowledge that the other needs).

As the authors of these models add, “It would be inaccurate and
misleading to maintain that one model is better than another.
It is rather a question of which model is more appropriate for
(or works better in) a given situation.”?

Looking again at the case of Mrs. Tomasetti, one finds that the
model used in her earlier treatment was, by and large, the most
common model for clinical practice: guidance-cooperation. How-
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ever, in the opinion of the physicians who conceived of these
models, guidance-cooperation is appropriate mainly for acute
processes in which suffering provides the motivation. There are
many pitfalls when this approach is applied to chronic illnesses:

Both physician and patient regard the treatment program as im-
posed by the physician (which is actually so). This creates the danger
that the physician rather than the illness will be viewed as the frus-
trator and restrictor. Thus instead of being an ally, the physician may
be regarded as someone who is pitted against the patient, and a
power struggle may ensue. In this way, an internal conflict about
following a plan of treatment is externalized, and a battle is waged
against the physician with seemingly little awareness of the self-
destructive consequences. . . . The emphasis here is on being a good or
a bad patient and not on maintaining the best possible health.'®

Was this danger an actual one in the Tomasetti case? To some
extent, it would seem so at least from the view of her first physi-
cian. The resort to a moral judgment on his part is unmistakable.
He sees Mrs. Tomasetti as a “bad” patient.

Yet this alone does not suffice to explain the course of the rela-
tionship. Why, for example, does Mrs. Tomasetti show little or no
difficulty in following the quite complex requirements of her
medication, which would seem to pose at least as much difficulty
as her diet? The doctor’s approach along the model of guidance-
cooperation worked well in one aspect of the problem; why not
in the other?

The Influence of Culture

One of the participants at the conference raised a question
about Mrs. Tomasetti’s cultural background. Would there be
anything in a southern Italian cultural upbringing that might
help to explain her problem in conforming to the prescribed diet?
In the discussion that followed, someone pointed out that food is
highly valued in Italian and other Mediterranean cultures as a
symbol of hospitality and well-being. Eating is regarded as a
solace, and health itself is sometimes equated with hecaviness. The
conference at this point became animated, even jubilant. The
participants had uncovered what seemed the answer to a difficult
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treatment problem. “Under such cultural conditions,” one stu-
dent added, “no wonder a restrictive diet is difficult for the
patient to maintain. If one is taught from childhood to eat for
pleasure and to gain weight for health, it is certainly understand-
able that it would be difficult to restrict eating and limit the vari-
ety and amount of food in order to lose weight. Moreover, if one’s
home is saturated with an atmosphere conducive to eating and
drinking, in which food is a symbol of health and happiness,
would it not be difficult to maintain a solitary course, distinctive
from the rest of the family?”

A word of caution must be injected, however. Culture is a con-
cept that we will discuss at length as a valuable tool in problems
of health and illness, but it is complex. Although on occasion it
will appear to present the answer, interpretation should be con-
servative.! In Italy, for example, attitudes toward food are by no
means invariable. Particularly in the northern part, the women
are noted (and greatly admired) for their svelte figures. The
southern provinces are very poor, a factor that influences atti-
tudes toward health; in general, Italians in those provinces place
a high value on food, much as described at the conference on Mrs.
Tomasetti. However, is this a sufficient explanation of why she
was not able to follow her diet?

Undoubtedly Mrs. Tomasetti’s cultural background is impor-
tant both in her response to her illness and in her relationship
with her physicians. Moreover, the importance of culture is evi-
dently increased by her first physician’s unrealistic assumption
that the desire for health by the patient will necessarily supersede
any other considerations on her part. In other words, the doctor
is assuming that certain values related to health and illness which
he has learned in his own cultural background are shared by this
patient, whereas her cultural value orientation is, in fact, de-
cisively different.

This assertion, however, does not explain how culture functions
in this relationship. How does culture fit into the total dynamics
of the interaction? Unless we can go further in the specification
of its influence—as we shall attempt to do in later chapters—the
awareness of culture as a determinant is useful only as a very
general common sense type of observation.'
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A “"Home-made'' Experiment

The question remains: Why did the student-physician succeed
where his more highly trained colleague had failed? What was
there about the relationship between Mrs. Tomasetti and her
student-physician that achieved the mutual participation lacking
with her prior physician? This was the question to which the case
conference now devoted its full attention. What, specifically, it
was asked, was done with the patient?

In summary, the student-doctor reported the following. He
began in the manner required for all students with a newly as-
signed patient: he performed a complete physical examination
and took a history. He found Mrs. Tomasctti friendly, compliant
to the hospital requirements, and, as far as one could tell, aware
of the meaning of her illness and the danger if she failed to follow
the recommendations for both medicine and diet. He was alerted,
of course, by the experience of his predecessor to the fact that the
appearance of understanding and compliance on the part of the
patient was not reliable.

In his regular visits with Mrs. Tomasetti in the hospital, he
noted that her family visited her whenever possible, including her
husband, two daughters, and a son. Her children were all mar-
ried and had children of their own. They came usually in groups
of two or three, including in-laws, and gathered about Mrs.
Tomasetti with voluble warmth and concern. As he watched the
family, the student-doctor decided he would visit her at home as
soon as possible after discharge from the hospital. Up to this point,
he could see no progress in the case beyond that enjoyed pre-
viously. To prevent the same type of relapse that had occurred
repeatedly in the past, he would seck the problem at its source,
in the Tomasetti home.

In the meantime, he did little more than listen during his visits
to Mrs. Tomasetti in the hospital, urging her to talk about her-
self and her life, alert to any clue she might give to explain her
repeated failure to follow her diet.

His first home visit was made during the week following Mrs.
Tomasetti’s discharge. He arrived in the carly evening, and found
Mrs. Tomasetti in a small but comfortable apartment with her
husband, daughter, son-in-law, and infant grandchild.
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He was aware from the patient’s history that this daughter’s
small family lived with Mr. and Mrs. Tomasetti, and that the
daughter continued to hold a full-time job. Only now, however,
did he begin to appreciate some of the implications of this ar-
rangement. For example, during the visit, Mrs. Tomasetti’s other
two children dropped in, as well as a neighbor. As each one
entered, it was Mrs. Tomasetti who took charge, offering coffee
and something to eat.

Obviously, Mrs. Tomasetti retained her central place in this
family. Everyone else was dependent on her for the running of
the household —a warm, friendly household in which food played
a part of very great importance. This meant that the entire
burden of keeping her own special diet fell on Mrs. Tomasetti
alone, plus the responsibility for the diet of her household.

As he became thus more fully aware of the situation from his
patient’s point of view, the student-doctor sought a new ap-
proach to her problem. For help, he consulted with the medical
clinic’s social worker.!

As they reviewed the case together, some of the additional
meanings that food might possess for the patient began to emerge.
The diet was a threat to the patient’s full and spontaneous sharing
of an important family activity. Furthermore, it might easily dis-
turb her conception of herself and her role in the family, and
become, in effect, a symbol of separation from the pattern of life
in which she was so deeply embedded.

The social worker suggested that perhaps, in these circum-
stances, the patient’s family should be brought more actively into
the problem. Why not invite their help, informing them in the
meantime of his speculations about how the diet might seem for
Mrs. Tomasetti a threat to her place in the family. The critical
question for the family seemed to be: “Why place this responsi-
bility so completely on your mother? Isn’t there some way to
watch and supervise her diet, just as she has always done for the
family?’ The social worker also suggested consultation with a
public health nurse.

The public health nurse attached to the clinic concurred with
their appraisal of the case. She added the opinion that Mrs.
Tomasetti might need some guidance in the practical problems
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of her diet; she offered to visit the patient at her home to instruct
her in the details of the dietary management of her illness.!”

The student-doctor arranged his next home visit at the home
of the older daughter, with only the children and their spouses
present. They seemed to respond well to the explanation of the
problem. However, even as the family gained a fuller under-
standing of the realities of Mrs. Tomasetti’s illness, it was not easy
for them to fashion an effective solution. For one thing, they
pointed out, Mrs. Tomasetti would not readily yield her position
as matron of the family—and particularly it was “her” kitchen.
Indeed, it was agreed that, in any steps to be taken, it was im-
portant to avoid giving any impression to Mrs. Tomasetti that
she was going to be “replaced” in anyway. They decided that she
might be receptive to or even eager for help in the household, but
that she would not like a reduction of her activity. If such help
came from her own daughters, they decided, she would be most
likely to accept it.

The most likely candidate was the daughter who lived in the
same house; but she and her husband were dependent on her
continuing, at least for a time, as a full-time wage earner.

At this time, which was about one month after discharge from
the hospital, the student-doctor and the family together agreed on
a plan they would try, at least on a tentative basis. It was decided
that the whole family should join in specific steps to see that Mrs.
Tomasetti would not be alone in the responsibility for the family’s
meals. Since the two other children lived in the neighborhood, a
sister and a sister-in-law could share this task with the youngest
daughter. More importantly, they were not to make Mirs.
Tomasetti feel that she was being “replaced,” but only that the
family were alert to her special dietary nceds, and that they be-
lieved in the diet and wanted her to follow it. In order to help her,
in effect they were going to share with her the responsibility of
adhering to the diet, and at the same time were reassuring her
that the family’s characteristic mode of life and her place in it was
not being changed in the process.

The public health nurse would help launch this plan, making
daytime visits both to educate the family on the details of Mrs.
Tomasetti’s treatment, and to support them in carrying it out.
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Needless to say, the experience with this plan was not to be
without its difficulties for all concerned. Nevertheless, in his visits
to the Tomasetti home, the student-doctor found that the general
plan was being continued, so that he was able to reduce his
weekly home visits to one a month. He now plans to see the
patient only in the clinic. The public health nurse meanwhile
has terminated her visits because the family are managing so well
on their own.

Time and Responsibility

The response of the conference to this story was mixed. On the
one hand, there was admiration for the sensitivity, ingenuity, and
persistence of the student-doctor in his handling of the case. On
the other hand, there was a sense of dismay at what appeared to
be overwhelming demands upon the doctor’s time and what
might be the overreaching of proper boundaries of responsibility.
As one student expressed it: “Even if it did work in this case, how
can a busy doctor take on so much? Where does the doctor’s job
end, anyway?”’

““Weren’t we in error,” another student asked, ‘“when we ob-
served earlier in the conference that the only change of ingredi-
ents between the first and second approaches to the patient was
the change of doctors? What about the social worker? Indeed,
isn’t the second doctor taking on responsibilities that are more
appropriate to the social worker? Why couldn’t he just turn over
the case to her, instead of doing it all himself?”’

At this point the professor of medicine who was in charge of the
conference made the following statement: ‘“These questions are
unquestionably important and relevant. However, do they touch
on the most basic problem illustrated by this case? After all, if the
problem here had involved a surgical question, and a surgeon
therefore were called in consultation, would it ever occur to us to
turn over the responsibility to the surgeon without at the same
time attempting to know everything possible about the nature of
the patient’s illness? Indeed, even after a surgeon or another kind
of specialist is called in on a case, does the referring physician
step out? What if the consultant of choice is not available, does
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the doctor’s responsibility cease because he is not a surgeon him-
self, or any other type of specialist?”’

Once again, the conference reacted with mixed feelings. In
spite of differences of opinion, however, there was consensus that
the physician’s responsibility included the effort to understand
everything possible that contributed to the welfare of his patient.
In the case before it, therefore, the basic question remained un-
answered: what was it that had changed the course of Mrs.
Tomasetti’s illness? It was not enough to say that consultants had
been added, or that the patient’s family had been drawn into par-
ticipation in the treatment. Nor was it enough to find in the dis-
parity of cultural orientation between the first doctor and Mrs.
Tomasetti a plausible explanation for his failure to achieve her
cooperation in the treatment. To perceive what is wrong in one
approach is not necessarily to explain what is correct in another.
Therefore, the conference agreed that it needed to understand
more specifically what the underlying dynamics were in this
case example.

System and the Human Group

Perhaps the most striking fact about the foregoing illustration
is the use that was made of the most time-honored of all diag-
nostic instruments: the doctor’s senses applied in the most rigor-
ous possible observation. Just as doctors have learned routinely
to palpate, to percuss, and to auscultate the body of patients, so
the student-doctor in this case used his eyes and ears to probe for
all the details of personal and family behavior that might bear
on the health problem.

However, no instrument in itself is useful without knowledge
about how to use it. There is no magic in the stethoscope as such;
but in the ability to differentiate the sounds it conveys, the skill of
diagnosis is greatly enhanced. Similarly, there is no magic in the
acceptance of the relevance of social and emotional variables in
illness unless one can go on to understand the differential signifi-
cance of the facts one observes about these variables.

The remainder of this book is devoted to such a task. It will
describe a framework that has a twofold general purpose. First,
it attempts to free the physician from some of the distortion that
is implicit in a moralistic approach to the study of human be-
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havior. Second, it seeks to add the discipline of the scientific
method in the study of human behavior.

Quite obviously, we are not finished with the case of Mrs.
Tomasetti. Before continuing to probe its specific details, how-
ever, we have chosen to fill in the details of an approach to the
type of problems of which her case is but one example. Later in
the book, in the final chapter, the case will be reviewed in more
detail.

One could at this point add a series of cautions and qualifica-
tions. It will be obvious to the reader that we have chosen to
emphasize certain aspects of the case illustration and to under-
play others. This is done deliberately in the service of the book’s
major purpose; that is, to describe a sociological approach to the
study of human behavior in terms that are relevant to medicine.
We do not thereby, however, intend in any way to discount the
validity and significance of other possible approaches.’® In the
final analysis, as we will attempt to demonstrate, it is only by a
comprehensive approach that human behavior can be most effec-
tively understood. Each of the various social and psychological
sciences as well as the biological sciences offers separate but com-
plementary approaches to this end.

Hollender, for example, emphasizes the dynamics that come
from within the personality to explain the type of problem pre-
sented by Mrs. Tomasetti. In his discussion of obesity in its rela-
tionship to diabetes, he asserts that strong cravings for food or
oral gratification often represent an expression of profound psy-
chological disorder. He wrote:

These people often eat to relieve feelings of anxiety or in an effort
to satisfy intense longings for love. In some instances the imposition
of a strict diet will lead to one of several unfortunate results: (a) fail-
ure, (b) a serious breach in the doctor-patient relationship or (c) a
neurotic or psychotic depression. When obesity is rooted in deep-
seated personality problems, psychotherapy may be necessary. If the
patient is unwilling or unable to undertake psychiatric treatment,
your approach will have to be more flexible if there is to be hope of
even limited success.’

The possibility would certainly have to be considered that Mrs.
Tomasetti is responding to her student-physician because he has
provided, as in psychotherapy, relief for her anxiety or need for



50 THE DOCTOR AND HIS PATIENT

affection. Even if this were true, it does not mean that the various
sociocultural factors we have introduced are irrelevant. More-
over, it will be contended here that to view this case mainly as a
problem of the individuals involved, studied separately, is to
grasp no more than a segment of the whole. One must study the
groups, each one a social system in itself.

The first doctor and Mrs. Tomasetti constituted a human
group that can be conceived of as a social system.2? When this
doctor gave up the case, a new group was formed between the
patient and the student-doctor. The patient’s family is another
group that is obviously a salient feature of the total health prob-
lem. Both the intragroup dynamics and the intergroup relations
of these three social entities must be studied to gain a full view of
the actual course of Mrs. Tomasetti’s illness. This we will at-
tempt to do, following the dictum proposed at the beginning of
the chapter; namely, that the “art of medicine” can be trans-
lated, in important respects, into a social science of medicine,
which, in turn, provides the substantive basis of a skill in human
relations that can be taught as part of medical education.
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Chapter 2
THE CONCEPTUAL APPROACH

THE DOCTOR-PATIENT RELATIONSHIP, we have said, is a social
situation that may be used to exemplify the primary concepts of
knowledge and theories about social interaction. Having briefly
introduced some of these concepts as they applied to the case of
Mrs. Tomasetti, we shall attempt now to give them more precise
definition. We shall also try to show how these concepts may be
integrated into a unified frame of reference for the study of the
doctor-patient relationship.

The Doctor-Patient Relationship: A Limited View

The doctor-patient relationship is often conceived of as an in-
teraction essentially limited to two persons. The important ele-
ments of the relationship are similarly limited to two: (x) the per-
sonalities of the participants, upon which the “rapport” is de-
pendent, and (y) the skill of the physician as a “medical scien-
tist.”” Abstracted in diagrammatic terms, such a relationship may
be conceived of as presented in Figure 1.

This view of the doctor-patient relationship reminds one of
early conceptions by psychologists of the perceptual act. We refer
to interpretations of perception that were limited to the properties
of the stimulus and the respondent.! The deficiencies of early
stimulus-response theory were demonstrated in several classic ex-
periments conducted more than a generation ago by the Gestalt
school of psychology. The latter made the assertion that percep-
tion must be interpreted according to the fie/ld in which the stimu-
lus and response exist. The polemical exchange between the
Gestaltists and the elementaristic theories of the physiologist
Hering provide an exccllent example.?

52
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Human Interaction
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FIGURE 1. THE INTERACTION MODEL

Hering explained visual perception in terms of direct retinal
stimulation. Consider the question: How do we tell that a line is
vertical, horizontal, or tilted to a given degree? Hering’s answer
was that a line may be said to consist of points; if the image of the
points on the retina is vertical, we see the line as upright. The
retina was thus described as a “‘coordinate system.” This offered
a simple explanation of the perception of direction in space.

The Gestaltists added one condition, the enclosure of the line
within a variable framework. In one experiment by Asch and
Witkin,® the line or rod was placed at the back of a small wooden
room, open in the front. This room was tilted 22 degrees. The
observer in the experiment was asked to stand on a level ground
in front of the tilted room. He then was instructed to state, as the
rod was moved, when it reached the objective vertical. Under
these conditions, it was found that most people see the line as
tilted when it is objectively vertical, that is, parallel to the walls
of the building and to his own body.

The conclusion drawn from this simple experiment was that
the perceived direction of the lines is a function of the surround-
ing framework and does not depend solely on the stimulation of
the retina produced by the line alone. “We can keep the retinal
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stimulation constant and alter its perceived direction by varying
the surrounding field.”

The doctor-patient interaction is similarly dependent upon the
“field” in which it occurs. The significant conditions, however,
are not physical (for example, a tilted room); they are psycho-
social. The difference may be illustrated with another very simple
but compelling experiment, conceived by Solomon Asch.*

The Asch experiment is a study of what he calls ““the social and
personal conditions that induce individuals to resist or to yield to
group pressures when the latter are perceived to be contrary to
fact.”® The experimenter himself describes the basic conditions of
the experiment as follows:

We employed the procedure of placing an individual in a relation
of radical conflict with all the other members of a group, of measur-
ing its effect upon him in quantitative terms, and of describing its
psychological consequences. A group of eight individuals was in-
structed to judge a series of simple, clearly structured perceptual rela-
tions—to match the length of a given line with one of three unequal
lines. Each member of the group announced his judgments publicly.
In the midst of this monotonous “test’’ one individual found himself
suddenly contradicted by the entire group, and this contradiction was
repeated again and again in the course of the experiment. The group
in question had, with the exception of one member, previously met
with the experimenter and reccived instructions to respond at certain
points with wrong—and unanimous—judgments. The errors of the
majority were large (ranging between 5" and 134") and of an order not
encountered under control conditions. The outstanding person—the
critical subject—whom we had placed in the position of a minority of
one in the midst of a unanimous majority—was the object of investiga-
tion. He faced, possibly for the first time in his life, a situation in
which a group unanimously contradicted the evidence of his senses.®

As can be seen, the model of the Asch experiment is analogous
to the tilted-room experiment. Again, an experimental attempt
is made to alter perception by varying the “field.” The new factor
is the unanimous evidence of a group of equals which contradicts
the evidence of the subject’s own experience of a clearly perceived
relation. Although the majority was concretely present, sur-
rounding the subject physically, the most salient variable is
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social; that is, the subject is forced to reconcile the evidence of his
own senses against the contradictory evidence of a group of his
peers.

In the results of the Asch experiment, there was ‘“a marked
movement toward the majority.”” One-third of all the estimates
by the uninstructed subjects (Asch calls them the “critical” sub-
jects) were errors identical with or in the direction of the dis-
torted estimates of the majority. However, the effect of the ma-
jority was “far from complete.” Fully two-thirds of the estimates
of the critical subjects were correct despite the pressure of the
majority.

In his interpretation of these results, Asch describes three types
of independent subjects substantially as follows:

(a) independence with confidence in one’s perceptions and experi-
ence; (b) independence accompanied by an emotional withdrawal,
and assertion of explicit principles about the necessity of being an
individual; and (c) independence accompanied by considerable
tension and doubt with adherence to judgments on the basis of a felt
necessity to deal adequately with the task.

He also describes three major forms of yielding: (a) distortion of
perception, (b) distortion of judgment, and (c) distortion of action.

Unlike the tilted-room experiment, where the variation of the
stimulus physical field produced virtually unanimous variation
of response, response to the Asch experiment is not unanimous.
As Asch interpreted the experiment, ‘“The results . . . are
clearly a joint function of two broadly different sets of conditions.
They are determined first by the specific external conditions, by
the particular character of the relation between social evidence
and one’s own experience. Second, the presence of pronounced
individual differences points to the important role of personal
factors, or factors connected with the individual’s character
structure. We reasoned that there are group conditions which
would produce independence in all subjects, and that there prob-
ably are group conditions which would induce intensified yielding
in many, though not in all. . . . We deemed it reasonable to
assume that behavior under the experimental social pressure is
significantly related to certain characteristics of the individual.”?
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Asch continued his experiment by systematically varying the
social conditions of the critical subject. For example, two naive
critical subjects were placed in the midst of the instructed ma-
jority. The result was to provide the individual with a partner
against the majority. It was found that this disturbance of the
unanimity of the majority markedly increased the independence
of critical subjects.

A next step was to withdraw the partner. That is, the critical
subject started with a partner who responded correctly. The
partner was a member of the majority who had been instructed
to respond correctly and to ‘““desert’ to the majority in the middle
of the experiment. The withdrawal of the partner produced a
powerful effect. It was also unexpected, as Asch reports:

We had assumed that the critical subject, having gone through the
experience of opposing the majority with a minimum of support,
would maintain his independence when alone. Contrary to this ex-
pectation, we found that the experience of having had and then lost
a partner restored the majority effect to its full force, the proportion
of errors rising to 28.5 per cent of all judgments, in contrast to the
preceding level of 5.5 per cent.®

This basic experiment was elaborated in a variety of admirably
simple logical designs which tested the elements of social influence
upon individual judgments. The conclusions were that inde-
pendence and yielding are a joint function of the following
major factors:

(1) The character of the stimulus situation. Variations in struc-
tural clarity have a decisive effect: with diminishing clarity of the
stimulus-condition the majority effect increases.

(2) The character of the group forces. Individuals are highly
sensitive to the structural qualities of group opposition. In particular,
. . . [the experiment] demonstrated the great importance of the
factor of unanimity. Also, the majority effect is a function of the size
of group opposition.

(3) The character of the individual. There were wide and indeed,
striking differences among individuals within the same experimental
situation.?

Before we discuss the specific implications of the Asch experi-
ment for the study of the doctor-patient relationship, a descrip-
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tion of one further experiment in the field of social perception is
added. This research commands our interest because it uses the
experimental model of Asch, but changes and adds several condi-
tions. Most important, there are added a variety of types of
stimuli, including complex tasks such as estimates of the opinions
of others and the expression of personal preferences. Thus, by
analogy, the findings of the Asch experiment are brought
closer to a natural life situation like the doctor-patient relation-
ship.

As reported by Crutchfield,!® one hundred subjects partici-
pated in a series of experiments similar to those of Asch. The
subjects were a special group of business and professional leaders.
About half the men served as controls. By an ingenious apparatus,
all of these men were able to be studied as critical subjects within
the basic design of the Asch experiment.!

On a simple perceptual task like that used by Asch, virtually
identical results were found. That is, about one-third of the total
group yielded to the majority, with the remainder, in various
ways, retaining the independence of their judgments in spite of
the pressure from the majority.

Dealing with a factual judgment, however, there was as high
as 79 per cent of conformity to a spurious group consensus upon
an arbitrarily chosen and irrational answer. With ambiguous
stimuli, confirming the findings of Asch and others, even more
striking influence effects were achieved.

When, however, individuals were asked to express preferences
for artistic drawings, virtually no yielding occurred to the in-
fluence of the majority. Opinion statements, in contrast, evoked
considerable influence by the majority.

For example, an expression of agreement or disagreement was
called for on the following statement of opinion: “Free speech
being a privilege rather than a right, it is proper for a society to
suspend free speech whenever it feels itself threatened.”” Among
control subjects (40 men responding to the stimulus without ex-
posure to contradiction of their judgments by a majority) only 19
per cent expressed agreement. When, however, the experimental
subjects were confronted with a unanimous group consensus
agreeing with the statement, 58 per cent expressed agreement.
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Another item was phrased as follows: ‘““Which one of the follow-
ing do you feel is the most important problem facing our country
today?”’ The following five alternatives were offered:

Economic recession
Educational facilities
Subversive activities

Mental health
Crime and corruption

Among control subjects, only 12 per cent chose “Subversive ac-
tivities” as the most important. But when exposed to a spurious
group consensus which unanimously chose “Subversive activities”
as the most important, 48 per cent of the experimental subjects
expressed this same choice.

The Crutchfield experiment took one further step in the at-
tempt to see whether the power of the group to influence the
Judgments of the individual may be even more greatly reinforced.
With another group of subjects, the investigators told half the
subjects that “in order to see how well they were doing during the
procedure, the experimenter would inform the group immedi-
ately after the judgments what the correct answer was.”” This was
done only for those stimuli in which there was a conceivably
correct answer, namely, unambiguous perceptions (what Asch
calls, “objectively verifiable stimuli’’), logical solutions, and so on.

The experimenter here again deceived the subjects, choosing as
“correct’ answers only those which agreed with the false group
consensus. ‘“‘In short,”” writes Crutchfield, ‘“the external authority
of the experimenter was later added on as reinforcement to the
group consensus.”’!?

The effect of this ““correction’ method is reported as “striking.”
As the series of judgments goes on, subjects express greater and
greater conformity to the group pressure.

The "Field’’ of the Doctor-Patient Relationship

Returning now to the doctor-patient relationship and to the
diagram at the beginning of this chapter, it is obvious that one
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must calculate more than rapport and skill in order to understand
the processes of interaction. One must see the doctor and the
patient within a “field” whose elements include more than
‘““personality’’ and technical skill.

To illustrate the importance of the full social context of the
doctor-patient relationship, imagine a hypothetical situation in
which a doctor has just received laboratory confirmation of a
malignancy. The patient has entered his office, and the doctor
must decide how to proceed.!

The doctor could, in this situation, simply tell the patient that
he has a carcinoma. This is the most direct—some would call it
the most “honest” —action possible. Yet it is a rare individual
who could take such action without a searching consideration of
its probable concomitants. Some of these have been described
by Henderson:

. . . Consider this statement, “This is a carcinoma.” . . . We
may regard the statement as a stimulus applied to the patient. This
stimulus will produce a response and the response, together with the
mechanism that is involved in its production, is an extremely com-
plex one. . . . For instance, there are likely to be circulatory and
respiratory changes accompanying many complex changes in the
central and peripheral nervous system. With the cognition there is a
correlated fear. There will probably be concern for the economic
interests . . . of wife and children. All those intricate processes con-
stitute a response to the stimulus made up of the four words, “This
is a carcinoma.”!

This is a description of some of the complex aspects of the ex-
pected patient response. The stimulus itself, however, has com-
plex roots.

The stimulus-statement may be a result of the fact that diag-
nosis is the overriding concern of the physician. Perhaps, in his
view, the disease is the thing, whereby his patient is now ‘“‘this
carcinoma,” more than ‘“this patient.” Much has been said re-
cently among physicians and medical educators concerning
“seeing the patient as a disease-entity,” and the alternate,
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“seeing the patient as a whole person.” What determines the
view a physician will take, one may ask?

Probably the first answer that should be considered is the in-
fluence of individual differences. As it was in the Asch experi-
ment, the predisposition of individual character structure is a
factor in how the physician perceives his patient. As was also in-
dicated by the Asch experiment, the influence of predisposing
individual differences varies according to the total situation or
field in which the individual acts. Every physician, for example,
is exposed in his professional education to a set of values and
norms for behavior in the doctor’s role. There is, moreover, the
continuous representation of these professional values in the pro-
fessional groups which he joins after medical school, and in the
colleagues whom he chooses as “models.” It is important to note
that such professional value-systems are not short-range, ad hoc
creations; they are the consequences of a long historical develop-
ment.

For example, the percept ‘“disease-entity” is a product of the
disease concept which itself is quite young, and by no means
universal in the modern world. According to this concept, illness
is a natural event; that is, it is caused by forces within nature.
Although in American society today this is a most commonplace
idea, it was not so a brief century ago. At that time, illness was
regarded mainly as a consequence of supernatural actions or
forces, just as it still is in a large number of societies in the world
today (and indeed still is among subgroups of our own society).

If we now reconsider the diagram presented on page 61, our
subsequent discussion suggests that the representation of the
doctor-patient relationship should be expanded to include three
elements instead of only two. Considered from the physician’s
point of view, these include:

(A) the individual predispositions of the physician;

(A’) the standards of professional behavior which have been inter-
nalized in the physician;

(B) the specific stimulus complex provided by the patient, per-
ceived as a “‘medical problem.”

The diagram now appears as follows:
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FIGURE 2. THE DOCTOR'S VIEW: A LIMITED SYSTEM

This revision of the picture of the doctor-patient relationship is
intended both to add and to subtract from the previous diagram.
We take away the assumption that the physician, operating in a
field of forces approximately as shown in the diagram above, acts
primarily as a rational professional man, choosing from his arma-
mentarium of professional knowledge and skill those that are best
fitted to the problems of his patient. In place of this assumption,
it is asserted that the personal attributes which the physician
brings to the situation determine unconsciously much of what he
will perceive and do. These subjective attributes are not neces-
sarily adaptable to the rational requirements of the situation.
Similarly, the social norms, in this case the professional standards
and values, that influence the behavior of the physician, may or
may not fit the rational requirements of the situation.

The tendency to assume that human behavior is dominated by
rational, problem-solving motives is strong in the culture of the
United States. As one would expect, this applies to the patient as
well as to the doctor. The sick are, quite logically, expected to
want to get well, to seek the most skilled help, and to cooperate
in treatment. However, especially when the nature of illness is
serious or uncertain, the patient is not likely, in fact, to think or
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to act rationally. Henderson emphasizes this point as he elabo-
rates the problems of communication between doctor and patient:

A patient sitting in your office facing you, is rarely in a favorable
state of mind to appreciate the precise significance of a logical state-
ment, and it is in general not merely difficult but quite impossible
for him to perceive the precise meaning of a train of thought. It is
also out of the question that the physician should convey what he
desires to convey to the patient if he follows the practice of blurting
out just what comes into his mind. The patient is moved by fears and
by many other sentiments, and these, together with reason, are being
modified by the doctor’s words and phrases, by his manner and ex-
pression.!®

Like the physician, the patient is moved by the situation as well as
by the subjective attributes which distinguish him as an individ-
ual. Moreover, just as the doctor is guided in his behavior in this
particular life situation by his membership in the medical pro-
fession, so also the patient’s behavior in the sick role is modified
by his membership in selected social institutions. The most
important social influence on the patient, by and large, is his
family.

The family itself, however—and the same must be said of the
medical profession—sensitively reflects the prevailing currents in
the culture at large. In our own society, for example, processes of
industrialization and urbanization have had a revolutionary im-
pact upon the size, the structure, and the values which character-
ize the American family. Among the results has been the delega-
tion of functions which it once performed to other organs of soci-
ety. It is obvious, therefore, that the individual patient’s partici-
pation in other primary social institutions, the school being but
one example, affects the way he will behave in response to
illness. Although we contend that the family remains the most
significant socializing agency for behavior in the patient role, it is
important to add that we mean the family as an integral part of
the culture, or “‘sociocultural matrix,” and not as an independent
unit.

Our graphic model of the doctor-patient relationship now
appears as follows:
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FIGURE 3. THE DOCTOR-PATIENT RELATIONSHIP
AS A SOCIAL SYSTEM

The model, however, presents only a framework from which
to begin the interpretation of the doctor-patient relationship.
Rejecting a limited view that would overemphasize the rational
and the individual, we have done no more than assert and, to
some extent, attempt to show why the total situation (or “field”’)
underlying the doctor-patient relationship is significant to its
understanding. There remains the task of filling in the elements
of this framework: culture, social role, and social system.

Culture: A Definition

Medicine is conceived of as a social institution which is an
integral part of culture. These terms have a distinctive, technical
meaning in social science, and it is in this specialized sense that
they are used here. The words themselves, however, have more
general and multiple connotations so that some clarification of
their intended meaning is required.

Culture, as used in anthropology and sociology, means “the
total way of life of a people, the social legacy the individual ac-
quires from his group. Or culture can be regarded as that part of
the environment that is the creation of man.”!®

“In ordinary speech,”” Kluckhohn has pointed out, ‘“a man of
culture is a man who can speak languages other than his own,
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who is familiar with history, literature, philosophy, or the fine
arts. . . . To the anthropologist, however, to be human is to be
cultured.”

There is culture in general, and then there are the specific cultures
such as Russian, American, British, Hottentot, Inca. The general
abstract notion serves to remind us that we cannot explain acts solely
in terms of the biological properties of the people concerned, their
individual past experience, and the immediate situation. The past
experience of other men in the form of culture enters into almost
every event.”

The most important aspect of this concept, as we will use it, is
summarized in the phrase, “Each specific culture constitutes
a kind of blueprint for all of life’s activities,””®® relatively standard-
ized prescriptions as to what must be done, ought to be done,
should be done, may be done, and must not be done.’

Man is said to vary in two fundamental ways: in physical form
and in social heritage. The cataloging of mankind according to
bodily structure and physiological characteristics has been the
task of physical anthropology. ‘““‘But,” as Malinowski has written,
“man varies also in an entirely different aspect. A pure blooded
[African] Negro infant, transported to France and brought up
there, would differ profoundly from what he would have been if
reared in the jungle of his native land. He would have been given
a different social heritage: a different language, different habits,
ideals and beliefs; he would have been incorporated into a different
social organization and cultural setting. This social heritage . . .is
usually called culturein modern anthropology and social science.”?

What culture s may be classified by what it is not. ““Culture is
not a disembodied force. It is created and transmitted by people.
However, culture, like well-known concepts of the physical
sciences, is a convenient abstraction. One never sees gravity. One
sees bodies falling in regular ways. One never sees an electro-
magnetic field. Yet certain happenings that can be seen may be
given a neat abstract formulation by assuming that the electro-
magnetic field exists. Similarly, one never sees culture as such.
What is seen are regularities in the behavior or artifacts of a
group that has adhered to a common tradition. The regularities
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in style and technique of ancient Inca tapestries or stone axes
from Melanesian islands are due to the existence of mental blue-
prints for the group.”*

Another common misunderstanding about culture is that one
must be aware of cultural factors in order to be influenced by
them. As Williams states, “Nothing could be further from the
truth. Participants in social groups are seldom fully aware of what
determines their behavior, or of what results from it. Usually we
do not fully know what we are doing until after we have done it,
and often we remain unaware of causes and consequences even
then. Probably no individual ever ‘knows’ the total culture in
which he is immersed. Most American parents, for example, cer-
tainly do not usually think of themselves as doing anything so
formidable as ‘transmitting culture’ when they deal with their
children. They ‘just act.” But their actions constitute, in fact, an
important part of the transmission of culture. When little Johnny
is told that ‘it’s not polite’ to hit the guest over the head with his
baseball bat, or is admonished ‘don’t be a bully,” he is being in-
troduced to the norms of his culture. Thousands of specific experi-
ences with specific persons in particular situations comprise the
‘socialization’ process. The individual eventually absorbs a com-
plex and fairly standardized system of rules, perspectives, and
valuations common to many other individuals in the society.”’??

The term ‘““norm,” as used above, has a rather precise technical
meaning. It will appear repeatedly throughout the book, used
very much according to the definition by Williams:

It has been emphasized that culture includes definitions of events,
objects, or behaviors as “good” or “bad’; it marks off the things to
be sought or avoided. . . . The core of any culture consists of those
values and ideal-patterns widely regarded as obligatory. The term
“‘cultural norm” refers to a specific prescription of the course that
action should (is supposed to) follow in a given situation. Cultural
norms, therefore, include both cultural goals and the approved means
for reaching those goals. To be cultural, the norms have only to be
acquired by learning and to be shared by individuals.?

There are, of course, many complicated shadings and types of
norms. Williams describes the almost purely technical or cogni-
tive norms (how to boil an egg, the most effective way to manu-
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facture certain products) and, on a very different level, “moral”
norms (thou shalt not kill). Some norms proscribe what should not
be done. Others prescribe what should or must be done.?

Social institutions, in ordinary common usage, usually refer to
definite types of social groups such as the family, the school, and
the church which are organized to take care of universally im-
portant life problems. Birth, marriage, and death, for example,
are life events that are shared by all men, no matter what their
culture. However, each culture attaches quite different values to
the various ways in which people may behave in the face of these
universal events, and through its institutions, each society regu-
lates such behavior.

More technically, institutions are a set of norms that cluster
around these critical events. “American society,”” writes Williams,
“. . . like any other, must somehow deal with sexual activity,
the care of dependent children, and the social relations estab-
lished by sexual unions and the birth of children. The institu-
tional norms concerned with these matters constitute the familial
or kinship institutions of the society. Similarly, there is in every
society a set of functional problems centering around the coercion
of some individuals by others. The problem of power is a central
fact of political life, and it is convenient to group together the
norms regulating power as the political institutions of the society.”?

Medicine, we have said, is a social institution. In all societies,
diagnosis of illness and the treatment of illness are fitted with
particular orientations and methods of practice. The use of these
methods is delegated to a special group. As the society grows
more complex, the healing institution within it becomes more
specialized. Thus the British anthropologist W. H. R. Rivers,
himself a physician, wrote after extended field investigations of
primitive cultures:

Medicine is a social institution. It comprises a set of beliefs and
practices which only become possible when held and carried out by
members of an organized society, among whom a high degree of the
division of labour and specialization of the social function has come
into being. Any principles and methods found to be of value in the
study of social institutions in general cannot be ignored by the his-
torian of medicine.”®
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From culture, therefore, institutional norms develop which pre-
scribe and proscribe behavior in illness. In every society, patterns
of expected behavior form into definite social roles associated
with the healer and the sick. By means of culture, these roles
persist and are transmitted from generation to generation.

Social Role: A Definition

A social role is a pattern of expected behavior. Such patterns
are regulated by cultural norms or rules of behavior, and or-
ganized into rights and obligations which have general accept-
ance within a group. We shall use the term in two distinct ways:
(1) to refer to “normative’ patterns of expectation, based on the
cultural system, and (2) to describe behavior which is patterned
within small-scale groups and based on actual experience in the
group. The former meaning is the more common and is explained
at this point; the latter will be postponed until later in the
discussion.

For example, the social role of the physician, as we shall de-
scribe it, includes the privilege of confidential access to extra-
ordinary intimacies of his patient’s physical and social experience.
A doctor who as an individual is a complete stranger is allowed
to examine parts of his patient’s body which no other stranger is
allowed even to see. This privilege is granted him as Dr. John
Smith, whereas it would not be granted to Mr. John Smith.
Moreover, it is a privilege which the doctor expects from his
patient just as a doctor expects to be held responsible himself for
holding in confidence the knowledge which results from this
privilege. Because these are normative patterns of expected be-
havior, the doctor does not have to instruct each patient concern-
ing his privileges and obligations as a physician; his patient has
learned about the doctor’s social role as part of his general par-
ticipation in a society and his indoctrination into its culture.

Similarly, the patient has learned what his society ‘“‘normally
expects’’ from “‘a patient.” As he assumes the role of patient, his
behavior is guided accordingly.

A social role, in the classic definition of Ralph Linton, is always
associated with a status.? Societies, in order to function, organize
behavior into reciprocal patterns. The doctor, for example, be-
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haves in relationship to other persons. His behavior is not deter-
mined in a social vacuum, according to the specific tasks he can
perform. His behavior is always conceived with reference to the
pattern of someone else’s behavior. This ‘“reciprocity’” of be-
havior pattern is an essential feature of the organization of human
behavior. Within such organization, each individual is assigned
a position or status.

Inherent in a status is a set of rights and duties, which are
distinct from the persons who express them. That is, it is not just
Mrs. Tomasetti who is obligated to seek medical help and to be
motivated to get well; these obligations are part of the patient’s
position in an organized network of human relations in a par-
ticular society. Only when Mrs. Tomasetti becomes a patient
does she become so obligated, just as others in the same status or
position are.

A role is “‘the dynamic aspect of a status,” and, moreover, is
perhaps the most important of the concepts which will be devel-
oped as our discussion proceeds. An extended quotation from
Linton will, it is hoped, serve to clarify its meaning, together with
that of status:

»

. .. We . . . pointed out that the functioning of socicties de-
pends upon thc presence of patterns for reciprocal behavior between
individuals or groups of individuals. The polar positions in such
patterns of reciprocal behavior are technically known as statuses. The
term status, like the term culture, has come to be used with a double
significance. A status, in the abstract, is a position in a particular
pattern. It is thus quite correct to speak of each individual as having
many statuses, since each individual participates in the expression of
a number of patterns. However, unless the term is qualified in some
way, the status of any individual means the sum total of all the statuses
which he occupies. . . . Thus the status of Mr. Jones as a member
of his community derives from a combination of all the statuses which
he holds as a citizen, as an attorney, as a Mason, as a Mcthodist, as
Mrs. Jones’s husband, and so on.

A status, as distinct from the individual who may occupy it, is
simply a collection of rights and duties. Since these rights and duties
can find expression only through the medium of individuals, it is
extremely hard for us to maintain a distinction in our thinking be-
tween statuses and the people who hold them and exercise the rights
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and duties which constitute them. The relation between any indi-
vidual and any status he holds is somewhat like that between the
driver of an automobile and the driver’s place in the machine. The
driver’s seat with its steering wheel, accelerator, and other controls is
a constant with ever-present potentialities for action and control,
while the driver may be any member of the family and may exercise
these potentialities very well or very badly.

A réle represents the dynamic aspect of a status. The individual is
socially assigned to a status and occupies it with relation to other
statuses. When he puts the rights and duties which constitute the
status into effect, he is performing a rdéle. Réle and status are quite
inseparable, and the distinction between them is of only academic
interest. There are no réles without statuses and no statuses without
rbles. Just as in the case of status, the term réle is used with a double
significance. Every individual has a series of rdles deriving from the
various patterns in which he participates and at the same time a réle,
general, which represents the sum total of these réles and determines
what he does for his society and what he can expect from it.**

Social System: A Definition

The social system concept has roots at least half a century old
in both American and European sociology. As the concept is
described here, however, the writing of Lawrence J. Henderson
is the most important source.?” Henderson was himself a physi-
cian, who became interested in sociology in the latter part of his
life after he was already established as a physiological chemist
and as a clinician. This unusual combination of interests un-
doubtedly contributed to Henderson’s concern for the applica-
tion of social science to medicine, and to his ability to build
intellectual bridges toward this goal.®

The direction of Henderson’s sociological thinking might have
been predicted from the nature of his major scientific contribu-
tions in biological chemistry. As his friend Dr. Bock wrote at his
death, in 1942:

His formulation in 1908 of the acid-base equilibrium has had far-
reaching significance. . . . The second great contribution made by

Dr. Henderson was in furtherance of Claude Bernard’s insistence

* From: The Stug)of Man by Ralph Linton, pp. 133 fl. Copyright, 1936, D.
Applcton-Century Company, Inc.,, New York. Reprinted by permission of the
publisher.
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upon the necessity for synthesis of physiological systems. By simple
mathematical methods Henderson was able to demonstrate for the
first time the quantitative relationship in eight variables in the blood.
His thinking concerning the equilibrium in the body had long been
influenced by Willard Gibbs’ study, “On the Equilibrium of Sub-
stances,” and is best exemplified in his book, Blood—A Study in
General Physiology, published in 1928.%

Following the model of his work on the synthesis of physio-
logical systems, Henderson formulated concepts of social equi-
libria. His description of the social system concept is directly
analogous to Willard Gibbs’ generalized description of a physico-
chemical system.

Stated in brief summary, any system is conceived to be a
unified whole composed of interdependent parts. Its unity is
based upon the functional quality of the relations within the
whole. Thus any change in one part of the system sets off
simultaneous variations throughout the whole of the system.
When one speaks of the structure of a system, he is referring
essentially to the pattern of relationships. The key features of a
system, therefore, are the patterned interdependence of its
parts, and their functional interrelationships. The system is con-
ceived of as a structure in dynamic balance, rather than in static
construction.

In theories of biological systems, particularly of the human
organism, an important assumption is that a state of balance is
characteristic of the system, which, when disturbed, reacts
toward reestablishing the “normal” condition. This process is
called homeostasis.

A social system consists of two or more individuals interacting
according to stable social roles. In the case described earlier, for
example, three groups were described, representing two types of
social system. The groups included (1) Mrs. Tomasetti and her
first clinic doctor, (2) Mrs. Tomasetti and her second clinic
doctor, and (3) the Tomasetti family. The types of social system
were (a) the doctor-patient relationship and (b) the family.

According to system theory, Mrs. Tomasetti and her doctor
are not simply two unique human individuals spontaneously
interacting together. Each plays a social role, more particularly
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the patient role, on the one hand, and the doctor’s role, on the other.
Such roles are patterns of expected behavior which are derived
from both culture and individual experience. Thus, Mrs.
Tomasetti brings to each experience that she has with a doctor a
set of expectations about how he will behave. These expectations
(at the outset) have nothing to do with the particular doctor in
question; they are expectations about how doctors in general are
supposed to behave.

The doctor, in turn, enters the relationship with Mrs. Tomasetti
with a set of expectations about how a patient should behave.
Furthermore, each member of this group has a stable image of
himself and how he should behave in this particular group. This
is not a generalized conception of the self. It is particular to the
group situation; that is, Mrs. Tomasetti has learned a pattern of
related behaviors which she associates with being a patient.
Similarly, the doctor has a self-concept of how he, as a doctor, is
supposed to behave. Even though actual behavior may not con-
form to these role expectations, they are always there and exert
a significant force upon the social system.

The relationship between Mrs. Tomasetti and her first doctor
developed what is commonly called disharmony. In the terms of
system theory, it is a group that is out of balance; the comple-
mentarity of the relations between parts of the system has been
disrupted. The effort by the doctor to restore equilibrium does
not work, thereby increasing his frustration and compounding
the strain on the system. Similar to organic problems of homeo-
stasis in biological systems, some balance between the essential
organs must be restored or the system (organism) will be de-
stroyed. In this case, the group does not survive. The doctor gives
up his efforts and begins to withdraw behind the rationalization
that this is an uncooperative patient and “there is nothing more
that a doctor can do.” The patient becomes sicker.

Henderson, in his use of the doctor-paticnt illustration, called
attention to the fact that the full range of patient responses
(sentiments) is often not calculated by the physician. The doctor,
by virtue of the emphasis on his technical competence, is con-
strained to think along highly concrete, logical, rational chan-
nels. The patient, on the other hand, is peculiarly vulnerable to
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misperceptions, fears, and emotional interferences with direct and
reasonable response to the stimuli provided by the words of the
physician. There is, in other words, an almost built-in dishar-
mony to this system, based upon the incompatibility of the
“sentiments” of the doctor and patient, unless of course, appro-
priate corrections are made.

As the social system concept is developed more fully in later
chapters, we will follow recent sociological formulations that
favor status and role as the units of the social system in place of
Henderson’s ‘“‘sentiments.”” Henderson’s work, however, con-
tinues to have more than historical value; and those who are cur-
rently using the social system concept most actively®® share his
belief that just as Gibbs’ conception clarified, directed, and
economized the thoughts of all chemists, so the system concept
will make more possible this scientific ordering of the complex
phenomena of social behavior.

The Frame of Reference

These are the clements of the frame of reference that will guide
this book’s discussion: culture, social institution, social role, and
social system. The doctor-patient relationship is conceived of as a
system of social roles, derived from culture, and learned and con-
trolled by two major social institutions, the medical profession
and the family.

We turn now to the filling in of the details of this framework.
First, the medical profession is studied as the major source of
reference for the doctor’s role. Second, the family is described as
the primary reference group for the behavior of the patient.
Finally, all of these concepts, structures, and forces are fitted to
the analysis of the hospital which is the single most important
institution in modern medicine.

NOTES TO CHAPTER 2

1. For a discussion of this development in the history of psychology, see Koffka,
Kurt, Principles of Gestalt Psychology, Harcourt, Brace and Co., New York, 1935.

2. Sec Asch, Solomon E., Social Psychology, Prentice-Hall, Inc., New York, 1952.



0O YW o~ OO

Il

12,

13.

14.
15.
16.

17.
18.

19.

20.

2I.

22,

23.

24.

25.
26.

THE CONCEPTUAL APPROACH 73

. Asch, Solomon E.; and H. A. Witkin, “Studies in Space Orientation: I. Percep-

tion of the Upright with Displaced Visual Fields,” Journal of Experimental Psy-
chology, vol. 38, June, 1948, pp. 325-337; also “Studies in Space Orientation:
II. Perception of the Upright with Displaced Visual Fields and with Body
Tilted,” Journal of Experimental Psychology, vol. 38, August, 1948, pp. 455-477.

Asch, Solomon E., “Effects of Group Pressure Upon the Modification and
Distortion of Judgments” in Maccoby, Eleanor E., Theodore M. Newcomb, and
Eugene L. Hartley, editors, Readings in Social Psychology, 3d ed., Henry Holt and
Co., New York, 1958, pp. 174-183.

. Ibid., p. 174.

. Ibid., p. 175.

. Ibid., pp. 178-179.

. Ibid., p. 180.

. Ibid., pp. 182-183.

. Crutchfield, Richard S., “Conformity and Character,” American Psychologist,

vol. 10, May, 1955, pp. 191-198.

Ibid., pp. 191—192. The reader with special interest in the application of experi-
mental methods to the study of social psychological problems will almost cer-
tainly find the details of design in this experiment intriguing.

Ibid., p. 198.

The author acknowledges a special debt to L. J. Henderson who used a similar
illustration in what may be called a classic paper on this subject. Sce Henderson,
Lawrence J., “Physician and Patient as a Social System,” New England Journal
of Medicine, vol. 212, May, 1935, pp. 819-823.

Ibid., p. 822.
Ibid., p. 8ar.

Kluckhohn, Clyde, Mirror for Man. Fawcett Publications, Greenwich, Conn.,
1957, p. 20. (Originally published by McGraw-Hill Book Co., New York, 1949.)

Ibid., pp. 20—21.
Ibid., p. 21.

Williams, Robin M., Jr., American Society: A Sociological Interpretation. 2d ed.
Alfred A. Knopf, Inc., New York, 1961, pp. 22-25.

Malinowski, Bronislaw, “Culture” in Encyclopaedia of the Social Sciences. Macmil-
lan Co., New York, 1931, vol. 4, p. 621.

Kluckhohn, Clyde, op. cit., p. 24.
Williams, Robin M., op. cit., pp. 24-25.
Ibid., p. 25.

For a more complete but succinct definition of “cultural norm,” see Williams,
Robin M., ibid., pp. 25-30.

Ibid., pp. 31-32.

Rivers, W. H. R., Medicine, Magic, and Religion. Harcourt, Brace and Co., New
York, 1924.



74
27.

28.
29.

30.

31.
32.

33-

THE DOCTOR AND HIS PATIENT

Linton, Ralph, The Study of Man: An Introduction. Appleton-Century Co.,
New York, 1936, pp. 113 fI.

Ibid., pp. 113-114.

In addition to the paper cited in note 13, see Henderson, Lawrence J., Pareto’s
General Sociology: A Physiologist’s Interpretation, Harvard University Press,
Cambridge, Mass., 1935; “The Practice of Medicine as Applied Sociology,”
Transactions of the Association of American Physicians, vol. 51, 1936, pp. 8-22;
“The Study of Man,” Science, vol. 94, July 4, 1941, pp. 1-10.

Henderson’s interest in sociology, moreover, was not narrowed to its application
in medicine. During the last decade of his career at Harvard, he taught and
influenced a distinguished group of social scientists, including George Homans,
Henry Murray, Talcott Parsons, and Robert Merton.

Bock, Arlie V., “Lawrence Joseph Henderson, 1878-1942,”” Transactions of the
Association of American Physicians, vol. 57, 1942, pp. 17-19.

Henderson, Lawrence J., “Physician and Patient as a Social System,” 1935,
p- 823.

The most detailed statement of the social system idea did not make claim to a
theory. See Parsons, Talcott, and Edward A. Shils, Toward a General Theory of
Action, Harvard University Press, Cambridge, Mass., 1g51.



PART TWO

SOCIAL ROLES AND THEIR
INSTITUTIONAL CONTEXT



Chapter 3

THE MEDICAL PROFESSION:

A HISTORICAL DISCUSSION OF THE
SOCIAL ORGANIZATION OF MODERN MEDICINE

The characteristic features of the medical profession are deter-
mined to a large extent by the attitude of society towards the
human body and by the valuation of health and disease. The
scope of medicine was always the same: to cure disease and
eventually to prevent it. Medicine always meant service: there-
Sfore at all times certain qualities were required of the physi-
ctan—readiness to help, knowledge concerning the nature of
disease, and skill in curing the sick man. However, the
medical ideal was a very different one in different periods of
history, determined by the structure of the society of the time
and by its general conception of the world.

Henry E. Sigerist, M.D,,
The Physician’s Profession Through the Ages!

"THE MODERN DOCTOR has been described as one of the last of the
American entrepreneurs, a persistently rugged individual in a
corporate age. It is estimated that at least 70 per cent of the
physicians in the United States remain independent practi-
tioners.? Through the American Medical Association, the physi-
cians of this country have vigorously defended the rights of
physicians as individuals against anything more than a minimum
of regulation from outside the profession.?

To be unusually free from legal and other types of formal
regulation, however, does not necessarily provide the doctor with

77
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independence of thought or behavior. Actually, the physician is
a member—as physicians in our society have been since medieval
times—of a highly organized and tightly knit occupational group:
the community commonly referred to as ‘“the medical profes-
sion.” Each physician has been carefully trained not only in the
skills and knowledge of his profession, but also in its values and
attitudes. His profession is ever present within his life-space,
ready to enforce, to reward, and to punish its members accord-
ing to the rules, both spoken and unspoken, that prevail in the
group.

This high degree of integration of the doctor in his profession,
and his consequent dependence on the professional group is not
in itself unique. All individuals, it is our assumption, are more or
less dependent upon group memberships for the guidance of
their behavior. In their choice of the alternatives of life experi-
ence, individuals can never be entirely independent. They are
always influenced by the norms—the patterns of prescribed
(accepted) behavior which they have learned. The teaching of
such norms of behavior is a major function of social institutions,
such as the family, the church, and the school. The medical
profession is this type of social institution. Its norms for the
guidance of the behavior of members of the profession are con-
veyed and controlled through the medical school, the hospital,
the American Medical Association, and, more recently, through
the increasing and more powerful specialty boards and associa-
tions.

Basic to an understanding of medicine as a social institution is
its status as a “profession.” In this chapter we will describe
medicine according to the special meanings that have come to be
ascribed to a profession, and attempt to show how medicine is
rooted in culture. Medicine has not always been a “profession,”
however. Professionalism has been a distinguishing feature of
medicine only in our own society, and may be dated to medieval
times. As a brief preface, therefore, we will look at medicine as a
major social institution in other, less-developed societies than our
own. Such societies have different conceptions of life’s most
important forces, including the causes of illness and the role of
the healer.
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Culture: The Significant Sociological Unit

The major social institutions evolve around important aspects
of life, such as getting a living (economic institution), regulating
the relations between the sexes (marriage), dealing with the
supernatural (religious institution), and exercising control over
group living through rules, regulations, and laws (government).
Appropriate ways of acting also become crystallized around
special occasions such as childbirth, weddings, death, and sick-
ness. Medicine develops for the treatment of sickness. Its character
and dynamism depend upon the cultural pattern within which
it is a part. “The significant sociological unit,” Ruth Benedict has
written, ““is not the institution but the cultural configuration.’’*

Studies of primitive medicine provide excellent examples of
both the unity of culture and the differences among cultures. For
a long time primitive culture was regarded as simply a stage in
the evolution of society. All of primitive medicine tended, there-
fore, to be lumped together under a general description of healing
art, dominated by assumptions of supernatural etiology and
magical treatment. Like their parent cultures, such institutions of
medicine were considered not only “primitive’” but ignorant.
Social evolution itself was conceived of as a linear process of
growth, guided toward progressively higher stages by increases
of knowledge.

As we have learned more about primitive societies, however,
this view of social evolution has been discredited. ‘“Measuring
everything with our everyday standards,” writes an outstanding
historian of medicine, “we will never understand either the past
or the future. Primitive medicine is not a queer collection of
errors and superstitions, but a number of living unities in living
cultural patterns, quite able to function through the centuries in
spite of their fundamental differences from our pattern.”?

If ignorance were the critical factor which differentiates primi-
tive society from the modern, the problem of social change would
be relatively simple. It would be a matter mainly of education,
of reducing the wide gap of knowledge. Simple ignorance, in
other words, may be expected to yield to the enlightenment of
knowledge. However, the experience of public health workers
both among the primitive and the more modern but under-



8o THE DOCTOR AND HIS PATIENT

developed societies has demonstrated that social change is more
complicated.

People in other societies think differently. They are able to
learn new ideas only when these ideas are made compatible with
their cultural frame of reference, or by actually changing their
frame of reference. Thus sometimes modern medical methods can
be introduced in other cultures quite successfully if properly
disguised. In some cases where the societies in question were
dominated by magical conceptions of disease, it was required
that science be disguised as magic. (In our own science-domi-
nated society, it has been said that magic must be disguised as
science. )’

A magico-religious frame of reference is not a function of
ignorance. For the primitive whose culture is dominated by a
magico-religious view, illness, like other significant aspects of his
experience, is seen and interpreted within this framework. Like
Koffka’s tilted room which, as the field of perception, made a
tilted line appear vertical, the magico-religious frame of reference
dominates the primitive perception.

We in contemporary western society have learned to think of
illness as a natural event. For the primitive, however, illness, like
death or an accident, is not regarded as a natural event, but as
the consequence of supernatural actions or forces. Mystical
object-intrusion, breach of taboo, and witchcraft are regarded
as the most common causes of illness. Such beliefs can only occur
in a world quite different from ours,

. in a magical world where the natural is supernatural but the
supernatural quite natural, where causality in our sense does not exist
but things, animals and plants are tied together by mystical partici-
pations and moved by occult forces. Primitive causality is not afraid
of contradictions and looks for the cause of a material effect in an-
other supernatural dimension or vice versa, because it sees no limits
between the two realms.”

Primitive medicine can be shown to be intricately woven from
the fabric of its culture. It is not a contrivance of quacks, as so often
concluded by observers from a quite different culture. Out of
deep-lying cultural beliefs in causes of disease, methods of diag-
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nosis and treatment which to us appear exotic and irrational are
for the primitive needed and used. Every kind of divination,
trance, astrology, and dream is used for diagnosis. Dances, soul-
hunts, exorcism, and purification are common methods of
treatment.

The healer in primitive medicine is often compared to the
modern doctor. In nineteenth-century evolutionary theories, such
as that of Spencer, ‘“the medicine man is the forefather of the
modern physician.””® The validity of this evolutional analogy has
been effectively refuted.? However, the medicine man is, in a
certain sense, the primitive counterpart of the doctor; he is the
person who is responsible for diagnosing and treating illness.

The important point here is that primitive medicine is inte-
grated with culture and not primarily to be explained by a
universal theory of social evolution. There is, in fact, no one kind
of primitive medicine; there are many. By way of very brief
inquiry into this hypothesis, the following descriptions of a Plains
Indian tribe and a Melanesian society provide culture case
examples.!®

Medicine in a Plains Indian Tribe

The Cheyenne Indians are found to be little concerned about
disease. Their ceremonies are seldom concerned with illness. This
may be contrasted with the Navahos who spend one-fourth to
one-third of their productive hours in religious activities involving
35 principal ceremonies, a majority of which are concerned with
disease. With the Cherokees also, the chief necessity for religion
is found in the existence of disease and its eradication is the
responsibility of the culture’s principal office.

The Cheyennes are a religious people. In fact, their whole life
is full of little ceremonial acts. Their ceremonies, as one expects,
cluster around the activities that are most important to the pulse
of life in the tribe; but illness is not one of these. Warfare, on the
other hand, is the activity that for Cheyenne culture has the
highest value. Consequently, ‘“‘counting the coup” is their out-
standing ritual act. This means literally ‘“‘touching the enemy.”
Neither killing nor scalping the enemy is so important as counting
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a coup, and the recitation to the tribe by a brave on how he
“counted a coup.”

Hunting is another vital aspect of the culture. Traditionally,
hunting is the basic occupation of the Cheyenne male. Elaborate
ceremonials are provided in the culture to accompany hunting.

The medicine man is an important figure in Cheyenne society,
but his major function is to protect the hunting and warfare. He
is not a healer.

Cheyenne medicine is essentially a minor institution in
Cheyenne life. This is appropriate to the cultural matrix. The
conception of disease, methods of treatment, and the role of the
office of the healer fit the cultural attitudes toward illness. This
conclusion is supported both by a study of Cheyenne medicine
itself and by comparison with the medicine of other Plains Indian
tribes and with less closely related American Indian tribes that
are in a comparable state of social development.

Dobuan Medicine

A quite different type of medicine from the Cheyenne is found
in Dobuan culture. The Dobuans are a Melanesian people who
live on a small volcanic island, north of eastern New Guinea.
The major occupation is the cultivation of yams.

Dobuan culture has fascinated anthropologists precisely be-
cause it is so different from our own. It is indeed unique by any
standard.

Pervading all of Dobu life is the incantation. The power of a
secret charm, and the defense against the secret charms of others,
preoccupy all Dobuans. The contest that results is between peo-
ple, not with the forces of nature. When one’s yam garden
prospers, it is because the strength of one’s charms are greater
than his neighbor’s. It is assumed that one’s neighbor is a witch
or sorcerer who will ““do you in” if he can—through sorcery, of
course. Not even from his own spouse does the Dobuan feel safe.

Disease pervades Dobu life as a weapon of sorcery. It is a
principal magical weapon. An example is the following incanta-
tion for causing gangosa, a horrible disease that eats away the
flesh much like the hornbill, the animal patron from which the
disease is named, eats the tree trunks with its great rending beak:
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Hornbill dweller of Sigasiga

in the lowana tree top,

he cuts, he cuts,

he rends open,

from the nose,

from the temples,

from the throat,

from the hip,

from the root of the tongue,

from the back of the neck,

from the navel,

from the small of the back,

from the kidneys,

from the entrails,

he rends open,

he rends standing.

Hornbill dweller of Tokuku,

in the lowana tree top,

he [the victim] crouches bent up,

he crouches holding his back,

he crouches arms twined in front of him,
he crouches hands over his kidneys,

he crouches head bent in arms twined about it,
he crouches double twined.

Wailing, shrieking,

it [the immaterial power of the charm] flies hither,
quickly it flies hither.!!

Such incantations are believed by the Dobuan to cause disease.
Thus, when he finds himself the victim of disease, he must, in
order to get well, depend upon the person who has put the
disease upon him. No one else can help him, for incantations are
secret, and privately owned. Only the sorcerer whose incantation
caused a disease knows the corresponding exorcism.

It is interesting that diseases introduced by contact with white
civilization, such as tuberculosis, measles, influenza, and dysen-
tery, have no incantations, in spite of the fact that they have been
known in Dobu for almost three-quarters of a century. It is not
permissible to create new incantations; they are passed on from
individuals to appropriate kin and only at certain times and
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under given conditions. Thus the Dobuan assumes that the white
man’s diseases have incantations that are the secret possessions of
those who brought the diseases to the island. The Dobuan accepts
the idea that only from the white man can the appropriate
incantation be learned. That no such incantation is forthcoming
does not surprise the Dobuan. He guards the incantations of his
own diseases just as zealously.

Since everybody fights against everybody else in Dobu and
knows disease incantations, and since the sorcerer is necessarily
also the healer, there is no special medicine man and no special
medical department. Disease is everywhere. Even as the Chey-
ennes fled disease by arranging to die in battle a hero’s death, so
similarly the Dobu make it impossible to escape disease All
illness, disease and death are attributed to jealousy and used as
the basis of recrimination and revenge.

As Ackerknecht writes: ‘“The unity of Dobuan culture cannot
be denied, sinister as it may seem to us. . . . Nowhere else than
in Dobu do [supernatural beliefs] seem to have attained such
forms which almost defeat the purpose [to enforce lawful be-
havior toward neighbors]. Nowhere is every evil attributed with
such consequence to human agency. . . . Dobuan medicine
owes its special features to its perfect integration with the pattern.
In Dobu there is only one cause of disease, witchcraft or sorcery.
There is no possible intervention of supernaturals, independent
from human agency, imposing a more impersonal sanction . . .
no influence of ghosts, no taboo infraction as elsewhere in
Melanesia. . . . Dobuan ‘medicine’ needs no special practition-
ers; it is generalized, and its outstanding feature is that disease-
making counts more than disease-healing.”’!?

Some Origins of Modern Medicine

The heritage of modern western medicine appears to be de-
rived from two quite divergent sources: ancient Greece and
medieval Europe. Our knowledge concerning the distant fourth
century B.C., of course, is very incomplete, just as the contempo-
rary western culture is perhaps too near and too complex for a
clear view. Nevertheless, it is instructive to speculate on the order
of the historical development of medicine.
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The strides that ancient Greece made in medicine were truly
remarkable. Hippocrates and his school at Cos developed an
advanced clinical case method. A school at Cnidus devoted itself
to the study we now call physiology. Herophilus and Erasistratus
in Alexandria established the foundations of human anatomy. All
of these developments were in the fourth century B.C.

It is not by accident, however, that these so-called ‘“‘schools”
were named after particular individuals like Hippocrates or
Herophilus, while the famous medical schools of the late Middle
Ages were the Universities of Montpellier, Paris, Salerno,
Bologna, Oxford, and Padua, all the names of cities. In ancient
Greece the physician was a craftsman. He was trained not in a
school but through apprenticeship to an individual master. Out-
standing master craftsmen established centers for such training,
but the result was not a “‘doctor’’ similar to that of today. His
emphasis was on prognosis. He was concerned not with disease
but the patient, the patient as a whole.

This emphasis in Greek medicine on seeing the patient as a
whole person was based not so much on a particular philosophy
of medical care as it was on the peculiar, unprotected social
position of the Greek physician. “He was a traveling craftsman,
and had to gain the public’s confidence through marvelous
prognoses. . . . He could not afford failure.”!* Failure, in fact,
sometimes led to the severe punishment of the Greek physician.
Consequently, it was of the utmost importance to him to know
whether or not he should accept treatment of a patient—and
sometimes whether and when he should leave town. Under these
circumstances he needed to learn everything possible about the
patient, including, but not limited to, his current complaint.

We tend to look back at Greek medicine through the distorting
lens of legend. Consequently, as Sigerist has written, “We do not
like the idea of a Greek physician being a craftsman, going from
one city to another, knocking at the doors, and offering his
services as a shoemaker or a blacksmith would. And yet there is
no doubt that that was the case. Several Hippocratic treatises
give us very enlightening accounts of such occurrences. There
was very little privacy in the relations between doctor and
patient. The doctor’s shop, the iatreion, like other craftsmen’s
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shops, was open to everybody, and medical questions were dis-
cussed publicly in the market place. When it happened that two
doctors came to the same town at the same time, a wild competi-
tion was the result of such a coincidence. Again, the Hippocratic
writings tell us how many doctors tried to attract the patients’
attention by dressing extravagantly, being profusely perfumed,
and by displaying showy instruments. Dr. Ludwig Edelstein has
demonstrated very convincingly that the art of prognostic devel-
oped in Greek medicine to such an extent chiefly on account of
these peculiar conditions in medical practice. The doctor who
came to a small city generally was unknown to the population.
The best way to secure a good reputation was by making correct
prognoses and by telling the patient right away what his disease
was without even asking questions.”’!*

It was in the medieval university that the present title of
“doctor” was created. With the title went a status in society, a
proper education, and important affiliations in organizations,
such as the universities, colleges, and guilds. Medical laws were
enacted in the West during the twelfth century, making provi-
sions for curriculum, state examinations and licenses, a fee
schedule, a regulation of the practice of apothecaries, and control
of city hygiene. Such legislation spread gradually from Sicily, to
Spain, and then to Germany.

The paradox is that ancient Greece possessed a mode of
thought, an intellectual frame of reference which was much
closer to that of modern medicine than was true of the late
Middle Ages. At its high point, Greek medicine was rational,
empirical, experimental. Human dissection was practiced as a
method of inquiry in Alexandria, and not as the illustrative
exercise which it became in the late Middle Ages:

. . . After the 13th Century, disscctions were practiced on an in-

creasing scale. . . . Doctors supervised dissections, but they did not
actually observe what was being dissccted; rather they saw what
they were supposed to sce according to Galen. . . . The two hun-

dred years of fruitless dissection in the late Middle Ages only confirm
what has been observed among primitives, Egyptians, Babylonians,
and Mexicans. The mere technique of dissection could not advance the knowl-
ledge of anatomy. What was needed was a new approach—an approach
which was not found in the Middle Ages.!
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On the other hand, the social organization of medicine during
the late Middle Ages closely approximated that of today.

It would appear that two quite separate factors are part of the
complex known as modern medicine. The first is the ideology
that is the essential underpinning of rational empirical science.
The second is a form of social organization that provides the
physician with a social role sufficiently stable and protected to
develop methods of applying the knowledge of science to the
treatment of illness. As is demonstrated by the Greek and
medieval examples, neither one of these factors without the other
is sufficient for the medical profession today.

In ancient Greece the mode of thought that dominated medi-
cine was conducive to the development of a rational science, but
the physician was handicapped by the place he was given in
society, by the role that was prescribed for him in the total
scheme of Greek culture. In the late Middle Ages, on the other
hand, the doctor attained a high and secure status socially; but he
was not able to break out of the boundaries of thought typical of
the time, a mode of thought that was decidedly antithetical to
rational science. It might have been hoped, for example, that the
horrible witch-burning craze that prevailed at this time would be
opposed by the university-trained doctors. It was not. The doc-
tors, by and large, gave witch-burning official support. Only
when the mode of thought basic to rational science was coordi-
nated with the social status that was institutionalized in the pro-
fessions was it possible for modern medicine to develop.

Medicine as a Profession: A Definition

Out of the medieval guilds and universities, the professions
developed. The earliest use of the term ‘“‘profession’ recorded by
the Oxford English Dictionary dates from 1541. There is no corre-
sponding term in any language of the ancient world.’® Yet
doctors, clergymen, and lawyers were part of earlier societies.
What, more precisely, distinguishes these and other professions
as we know them today?

One method of discerning the distinction is to observe the
principal differences between these endeavors in ancient and
medieval times. “In Greece the lawyer,” as Carr-Saunders and
Wilson have noted, ‘““was not a specially trained advocate prac-
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ticing before a specially trained judge who decided the case
according to law; he was the litigant’s friend speaking on his
behalf before the litigant’s peers, who decided the issue on all the
merits of the case as they saw them. Again the physician, though
in some cases more of a specialist, did not receive any formal
training; at the best he was the pupil of some eminent practi-
tioner. In the Roman Empire the position of the lawyer was
much the same as in Greece; the physician on the other hand was
generally a slave attached to a rich man’s household, while the
accountant, the architect, and the engineer were usually salaried
administrators in the employment of the state. It appears that
in ancient times there were no training schools where those who
followed the vocations which we call professions received instruc-
tion, that the practitioners seldom or never formed distinct social
groups, and that they were not infrequently in a dependent
position. Moreover they did not form vocational associations of
the kind familiar to us.”"’

The extended formal training which the medieval doctor,
lawyer, or priest received and which his ancient counterpart did
not receive, remains today one of the core characteristics of the
professions. A second basic attribute of a profession is an orienta-
tion toward service to the community. Thus a profession is “a
vocation in which a professed knowledge of some department of
learning or science is used in its application to the affairs of others
or in the practice of an art founded upon it.”’!8

There are two other characteristics that have long been asso-
ciated with the professions. First, their practitioners form a
distinct social group, classified as such both by the practitioners
themselves and by the society in which they operate. The basis
of this social group is in their professional activity and not some
other social or economic attribute. Secondly, the social group
itself is organized into an association which establishes formal
rules and informal practices of behavior. The association disci-
plines its own members, maintaining an ethical standard by its
own means, and thus preserving the independence of its members
in the practice of the profession.

However, “an industrializing society is a professionalizing so-
ciety.””?® Two indices of this relationship in the American experi-
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ence have been described: “One is an increase in the proportion
of the labor force in the white-collar occupations generally, and
the professions and semi-professions specifically. The other is the
increase in the number of occupations trying to acquire the
symbols of professional status, following a program of action
spearheaded by their formal associations, which might lead to
recognition as professions.”’?

With increasing professionalization, the descriptive definition
of a profession like modern medicine becomes more complex. At
the core remains the two primary characteristics: (a) a prolonged
specialized training in a body of abstract knowledge, and (b) a
service orientation. As an occupation becomes more profession-
alized, it acquires a number of features that appear to be deriva-
tive from the two just noted. In a recent discussion of this process,
the following traits were listed:

1. The profession determines its own standards of education and
training.

2. The student professional goes through a more far-reaching adult
socialization experience than the learner in other occupations.

3. Professional practice is often legally recognized by some form
of licensure.

4. Licensing and admission boards are manned by members of
the profession.

5. Most legislation concerned with the profession is shaped by
that profession.

6. The occupation gains in income, power, and prestige ranking,
and can demand higher caliber students.

7. The practitioner is relatively free of lay evaluation and control.

8. The norms of practice enforced by the profession are more
stringent than legal controls.

9. Members are more strongly identified and affiliated with the
profession than are members of other occupations with theirs.

10. The profession is more likely to be a terminal occupation.
Members do not care to leave it, and a higher proportion assert that
if they had it to do over again, they would again choose that type
of work.?t

“These characteristics,” Goode states, “are closely interdepend-
ent. More important, they are all social relationships; they assert
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obligations and rights between client and professional, profes-
sional and colleague, or professional and some formal agency.
Consequently, an important part of the process by which an
occupation becomes a profession is the gradual institutionaliza-
tion of various role relationships between itself and other parts of
the society. These clients or agencies, or the society generally,
will concede autonomy to the profession only if its members are
able and willing to police themselves; will grant higher fees or
prestige only when both its competence and its area of compe-
tence seem to merit them; or will grant an effective monopoly to
the profession through licensure boards only when it has per-
suasively shown that it is the sole master of its special craft,
and that its decisions are not to be reviewed by other profes-
sions.”’#

The main distinction between a profession and other similar
occupations, according to Flexner, is the existence of “unequal
responsibility” for the application of intellectual knowledge in
science to the community. Pharmacy, for example, contains most
of the qualities which are the marks of a profession, but it does
not include original or primary responsibility. ‘“The physician
thinks, decides, and orders; the pharmacist obeys—obeys, of
course, with discretion, intelligence, and skill—yet, in the end,
obeys and does not originate. Pharmacy therefore is an arm
added to the medical profession, a specially and distinctly higher
form of handicraft, not a profession. . . . The physician’s func-
tion is overwhelmingly intellectual in quality and his responsibil-
ity absolutely personal. He utilizes various instruments—physical
and human: microscope, stethoscope, sphygmograph, orderly,
pharmacist, dietitian, nurse. But his is the commanding intelli-
gence that brings these resources to bear; his is the responsibility
of decision as to the problem and how it is to be solved. There are,
of course, physicians in abundance to whose processes the word
intellectual cannot be properly applied—routineers, to whom a
few obvious signs indicate this or that procedure, by law of
mechanical association; but these poorly trained and ill-equipped
medical men have no place in modern medicine. They are al-
ready obsolete—mere survivals destined soon to pass away.”’?
Flexner wrote these words in 1914, but they remain pertinent.
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The Social Role of the Physician

To make generalizations about any aspect of social behavior in
our complex contemporary western culture is a difficult task.
However, just as we have tried to construct generalizations about
the past in spite of the handicaps of distance and inadequate
information, so the attempt may be made to find some order
among the very complicated demands made upon the modern
physician. With this word of caution, we turn to a description of
the patterns of expectation that may be discerned in our society
concerning the behavior of the doctor.

The two most important characteristics of a profession, as we
have defined it, are an extended period of formal training and an
orientation toward service to the community. The various profes-
sions are by no means equal on these criteria. Nursing, for
example, thinks of itself today as a profession, and its right to do
so is widely accepted. It qualifies more than other professions in
its orientation toward service, but less than the major professions,
(medicine, law, the ministry) in its requirements for a prolonged
specialized training in a body of abstract knowledge.

The image which others have of the nurse is influenced by
these criteria. That is, there is a generalized expectation that the
nurse will care for rather than treat the sick. A common conception
of her role is more that of one who comforts than of one who
applies scientific knowledge.

Under the impact of changes in the requirements of medical
care, the role of the nurse is changing. Modern medicine has
become increasingly technical and hospital-centered. The physi-
cian has become more dependent upon skilled helpers to do his
job well. This is the age of what is called ‘“team medicine,”
including not only the nurse, but the hospital administrator, the
social worker, and the laboratory technician.

Moreover, the nurse together with the other members of the
health “team” do not think of themselves primarily as doctors’
helpers; all of them insist that they have an area of competence
quite distinct from what they may do as medical assistants.

In the meantime, the professionalization of these groups has
been stepped up considerably by the technological revolution in
the hospital. Responsibilities have diversified and increased, and
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the needs for training have been extended accordingly. It is not
surprising that each of these groups appears to see itself more than
ever as qualified to join the front ranks of the professions. Public
acceptance of these claims, however, seems to lag behind.*

Society’s image of the physician, on the other hand, generally
ranks him at the very top of the scale on all the basic and
secondary criteria of professionalism. His education is considered
to be exacting intellectually and demanding of skill. It is as long
or longer than any other professional qualification. Also de-
manded is that he should be oriented, above all, toward service\]
to others.

The unique characteristics of the social role of the physician

can only be understood when one calculates the special meanings
which socicty places upon behavior in the professions. It is not
uncommon, for example, for laymen to criticize physicians and
their organizations for what they call excessive financial sclf-
interest. As the Fabian Society is reported to have said in England
in 1927: “Whenever you see a statement on public policy by the
British Medical Association you always know that they are con-
sidering the private pockets of the doctors who are their mem-
bers, and are never in the least degree interested in public welfare.
I do not think that there is a single exception where for a quarter
or half a second the British Medical Association has ever put
aside the pecuniary interests of its members for the sake of im-
provement in public health.””? Are such charges likely to be made
against a chamber of commerce, or association of manufacturers?
They are not, simply because it is taken for granted in manufac-
turing and trade that profit is the major motive and “let the
buyer beware.” (Caveat emptor.) In the professions, on the other
hand, and in the medical profession in particular, service to the
community is expected as a basic orientation. Any suspected
violation of this orientation is subject to severe criticism by the
public.

Does it follow, therefore, that physicians must be unusually
altruistic people, more interested in serving others than they are
in gain for self? Many have concluded that they are. Parsons has
revicwed studies of the professions and found what he calls a
tendency to characterize professional behavior as atypical in
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terms of its motivation. That is, the society as a whole is seen as
business-centered and thus as an “acquisitive” society, with “‘self-
interest’” and ‘‘profit” as the dominant, motivating forces. By
contrast with business in this interpretation, the professions are
marked by altruism. It is asserted that the service aspect of pro-
fessional behavior, particularly in medicine, is stronger than is
self-interest.?

This kind of analysis weights the influence on motives for
behavior. It attributes to one part of society, business and indus-
try, one type of motive, “the profit motive”; it attributes to
another part of society, the professions, a different type of motive,
a service motive. It says, in effect, that these two groups are
propelled, one by egoistic motives and the other by altruistic
motives.?

Parsons disagrees. The difference between the professions and
business, he says, is not mainly a difference of typical motive at
all; but one of situation in which the commonly human motives
operate. In other words, the situation which is faced by the
doctor typically in his work is different from that faced by the
businessman or the industrialist.

What then is the situation of the physician?

The summary description given by Parsons is: ‘“Modern
medical practice is organized about the application of scientific
knowledge to the problems of illness and health and to the
control of disease.” The physician’s role (that is, the pattern of
expected behavior) is functionally specific. This means that he is
expected to apply a high degree of achieved skill and knowledge
to problems of illness. He is not a generalized sage or wise man.
He is a technical specialist in health and disease, a specialist by
virtue of his own attainments in a rigorous scientific training, not
by virtue of special appointment. Thus the status which society
attaches to his position is regarded as an achieved status, not an
ascribed status.

In association with this particular role attribute (which Parsons
calls “functional specificity”), the physician also is given certain

unusual privileges. He may, for example, examine his patients;,

physically, and also may inquire into the most intimate areas of
both physical and personal life. This privilege, it is argued, is
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legitimized not because the physician is regarded as fundamen-
tally more honorable than other men, but because his job, the
application of his specific technical skills, requires the privilege
of such intimacy.

A second important attribute of the physician’s role is called
by Parsons ‘““affective-neutrality.” This means that the physician
is expected to be objective and emotionally detached. There is a
subtle balance required in this particular aspect of his role. The
doctor is expected to have concern for his patient, to be sym-
pathetic and understanding. On the other hand, in the special
privileges given him with the patient’s body and life history, he is
expected to be neutral in judgment and controlled emotionally.

There is considerable strain on the physician in his effort to
maintain “affective neutrality.” As a member of the society at
large and as a person with special subgroup affiliations, the indi-
vidual physician necessarily has personal values. Thus when he
learns from a patient about conduct that contradicts his personal
value-system, he will be under special stress in maintaining value-
neutrality as a physician. Similarly, he is, as an individual,
susceptible to spontaneous emotional responses which, as a
physician, he must control.

It may be readily secn that both of these attributes of the
physician’s role are derived from the nature of the situation
between physician and patient. They are not necessary deriva-
tives of a special motivational system. In similar terms, it is the
situation of the physician that influences him to treat his patient
primarily according to the health requirements of the community
rather than according to the doctor’s own needs. It is the “welfare
of the patient” which dominates the situation, not the advance-
ment of self. In the words of Parsons, this third role attribute of
the physician is ‘“‘orientation to the collectivity” as opposed to
“self-orientation.”

A fourth role requirement is that the physician is subject to
universal rules of his profession primarily and not the require-
ments of a unique particular relationship. Euthanasia offers an

. illustration. A professional rule about euthanasia is the guidepost

of a physician’s behavior in treating painful terminal illness. This

protects the physician from the tremendous strain that would be
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on him if he were expected to make his own personal decision in
such cases. It also protects patients from possible malpractice
associated with the power over life and death.

As a member of the medical profession, then, the physician is
expected to apply highly specialized technical skills based on
scientific training to problems of illness and health and to the
control of disease. He is expected to treat his patients with sym-
pathy but also with value-neutrality and with well-controlled
emotions. He is oriented to the welfare of his patient as a repre-
sentative of the community as opposed to his own self-interest;
and he is expected to be guided by rules of professional behavior
that are universally binding to medical practice, rather than by
the requirements particular to each medical situation.

In broad terms, this role description is incorporated in all of
us as part of the basis from which we make the decision to enter
a relationship with a doctor.

Summary

Medicine, as one of society’s major social institutions, is
“nowhere independent and following its own motivations.” This
is the major proposition of this chapter. “The significant socio-
logical unit . . . is not the institution . . . but the cultural
configuration.”?® Its character and dynamism depend on the
cultural pattern within which it is part.?

In our own modern culture, medicine may be distinguished
from other historical periods and other cultures by two criteria:
(a) its social organization as a profession, and (b) by the high
level of its application of rational experimental science to the
practice of diagnosis and treatment.

The role of the doctor in our society entails a stable set of
general obligations and privileges. Thus the doctor achieves his
position by learning an elaborate complex of skills and knowl-
edge. There follows a general expectation from the society that
he will be highly skilled in a specific way. In his application of
these skills, society grants him unusual rights that are believed to .
be necessary for him to be effective; for example, he has complete
confidential access to his patient’s personal and physical history.
At the same time, he is obligated to treat such confidences with
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both emotional and moral restraint. He is, moreover, obligated
to treat all patients without regard to his self-interest, emphasiz-
ing the welfare of the patient and the community.

Such attributes represent the broad general expectations of the
society. Each member of the society is taught this type of gener-
alized image of the physician. That this general image is repre-
sented among individuals with great variation, of course, is self-
evident. Nevertheless, the general conception of the role of the
doctor has significant force, guiding the methods of the profession
for policing its own conduct, and orienting the patient in the
broad realities of what he can expect when he initiates a relation-
ship with a physician.

Such role expectations are the foundation of the doctor-patient
relationship. However, our description is, at this point, one-
sided. Becoming a patient is not an automatic process. The
society also prescribes a set of obligations and privileges for the
“sick role.” In the next chapter the social role of the patient is
the subject of inquiry.
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Chapter 4
THE ROLE OF THE PATIENT

We all live in a specific rhythm, determined by nature, culture,
and habit. Day and night alternate in an unending ebb and flow,
and we ourselves conform to this rhythm with waking and

sleeping, with work and rest. . . . An undisturbed rhythm
means health. . . . Disease . . . strikes abruptly into this
structure.

Henry E. SigerisT, M.D.
“The Special Position of the Sick’!

THE ROLE OF THE SICK possesses at least one universal quality:
sickness forces an individual to live differently from what is cus-
tomary in his own life or what prevails in his society. The rhythm
of existence is broken sharply: “Night comes, and other men
sleep. But sleep eludes the sick man. Mealtime arrives, but the
stomach of the sick person refuses food altogether or makes
strange demands at odd hours.? Sickness, however, is not simply
a “natural phenomenon,” with no relationship to human motives.?
To be sure, an important proportion of sickness is based upon
“natural” processes over which we have little or no control; but
an equally important proportion is influenced by motives that,
in turn, are the product of such factors as culture, a variety
of social variables, and personal history.

Each illness, in theory, has a clinical unity: it is describable
according to identifying signs as one illness or a cluster of illnesses.
But the meaning of illness, from the view of the patient, is more
variable. It is not capricious, but it is complex. People perceive
illness in different ways. The pattern of these perceptions or
definitions of illness vary according to culture and within culture.

98
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Once illness is perceived, it is followed by patterns of behavior
that are, to a significant extent, socially determined. These two
parts of the process of illness are discussed separately below:
(a) the definition of illness, and (b) the patterns of behavior in the
sick role.

The Definition of lliness: I. Across Cultures

What is for one society an obvious and fearsome illness may
not, in another society, be regarded as an illness at all. We have
selected several types of cases to illustrate this proposition: (a) a
primitive society that regards as ‘““normal” what is to other socie-
ties an obvious form of disease; (b) a rural-agrarian community
based upon a religious sect, living alongside contemporary
American communities of the Midwest, which appears to have
virtually no mental illness; and (c) a modern small town where
the accepted definition of certain types of illness was found to be
quite different from that of a visiting team of medical experts.

The Kuba of Sumatra are the first example. The Kuba are de-
scribed as “‘a generally intelligent people who carry on a difficult
way of life in the primeval forest close to nature. Skin diseases and
injuries to the skin occur frequently among them—so often that
they do not find such conditions at all abnormal. The person
suffering from such a condition is not considered a sick man
among the Kuba. He lives as do the rest of his fellow tribesmen.”’*

A very comparable problem existed in whole areas of North
Africa where, earlier in this century, hookworm was regarded as
a normal condition. The endemic character of this discase was
accepted to such an extent by local populations that public
health measures to correct it were violently opposed.®

Many similar examples may be cited of endemic diseases
among modern peoples, as well as primitive and historic cases.
To mention briefly only one, there is the problem of dental caries
in contemporary United States, which we tend not to define as
“illness.” The condition, no matter how pathological in medical
terms, does not interrupt the normal rhythm of life. Conse-
quently, the tendency of the cultural group is to view it as a
normal state and not a disease.
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This does not mean that the concept of normality is used here in
essentially statistical terms. Redlich, for example, states: “There
are diseases such as caries, athlete’s foot, or, in certain areas,
malaria or endemic syphilis which are extremely frequent (or
‘normal’) in the statistical sense, and yet abnormal in the in-
dividual from a clinical viewpoint.”’® We agree with Redlich and
with Kubie’s statement that statistical frequency has nothing to
do with health. “Common colds,” as Kubie added, ‘“‘are illnesses
no matter how many people suffer from them.”?

We do differentiate, however, between the social definition and
the clinical definition of illness. If a society accepts endemic
syphilis as a condition that is within the normal range of expected
life events, it will not, therefore, think of the syphilitic as “‘sick,”
and will not assign to him the privileges and the obligations of the
sick role.

A second type of example is found in the Hutterites, the Ana-
baptist religious sect that is currently living in small but thriving
agricultural villages in the Dakotas and central Canada. They
are not primitive people. They are civilized, Christian, and speak
English. That they are distinctive from surrounding populations
is based upon their common adherence to an unusual ideology
that dominates their way of life.

The Hutterites have a longstanding reputation for being vir-
tually free of mental illness. Moreover, as recently as 1947, an
official government report to the Manitoba Provincial Legisla-
ture referred to ‘‘a complete absence of mental illness’ among the
Hutterites. More than fifty medical doctors from neighboring
communities who regularly treat their illnesses concurred with
the government report.

This generally accepted observation was put to a careful test a
decade ago by a rescarch team that conducted a mental health
survey of the entire community of Hutterites.® After their study,
both in the United States and in Canada (the total census of
Hutterites numbered 8,542 in 1950), the team, composed of a
sociologist, psychiatrist, and two psychologists, found that some
cases of both psychoses and psychoneuroses did exist. Although
the rate of incidence was relatively low compared with other
cultures, it was not among the lowest known rates by any means.
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However, schizophrenia was extremely rare, and no diagnosis of
psychopathic personality was found. The manic-depressive
symptomatology was most frequent. This distribution of symp-
toms is unusual and suggests the strong influence of cultural
factors.

For the purposes at hand, however, the most striking datum
concerning mental health among the Hutterites is that virtually
no cases were hospitalized. What happened to them? Where and
how were they treated? The non-Hutterite physicians who were
regularly consulted about other forms of illness were virtually
never called upon to treat mental illness.

The answer, at least in part, to these questions would appear
to be that the definition of such illnesses by the Hutterites is differ-
ent from that in our own society. When the symptoms of mental
illness appear, the Hutterites do not take them as cues to stop the
normal rhythm of the sick individual’s life. Rather, “the onset of
a symptom serves as a signal to the entire community to demon-
strate support and love for the patient. Hutterites do not approve
of the removal of any member to a ‘strange’ hospital. . . . All
patients are looked after by the immediate family. . . . They are
encouraged to participate in the normal life of their family and
community, and most are able to do some useful work. . . . No
permanent stigma is attached to patients after recovery. The
traumatic social consequences which a mental disorder usually
brings to the patient, his family and sometimes his community
are kept to a minimum by the patience and tolerance with which
most Hutterites regard these conditions.””®

Our third illustration of the importance of ‘“definitions of ill-
ness’ is again a contemporary community from the same fertile
northern plains where the Hutterites live. Unlike the Hutterites,
however, whose unusual way of life sets them sharply apart from
the main stream of the surrounding culture, this illustration is a
small Canadian town with a population of 1,350 that can be
matched in general type by many communities of midwestern
Canada and the United States.

Prairie Town, as this community is called in a recent book by
John and Elaine Cumming, was the subject of an experiment
designed to change popular attitudes toward the mentally ill.!°
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The plan was ““‘to develop a program of education that would give
people in the community a better understanding of mental illness.
. . . In the long run,” it was hoped, “such an educational pro-
gram might possibly decrease the incidence of mental illness.”!!
At the very least, it was the hope of the sponsors of the educa-
tional experiment that more complete and scientifically accurate
knowledge about mental illness would encourage a more tolerant
popular attitude toward those who had been in mental institu-
tions, and thereby speed the process of psychiatric rehabilitation
and lower the high relapse and readmission rate.

The experiment, however, was a failure. The people of Prairie
Town, after at first welcoming the physician and social scientist
who directed the educational program, soon withdrew their co-
operation. At the end of six months, they displayed ‘““outright
antagonism” and it was no longer possible to continue the effort
effectively. Moreover, there was objective evidence to show that
the concerted efforts to bring about a measurable change in atti-
tude toward the mentally ill had been fruitless: interview and
questionnaire data, collected at the beginning of the intensive
campaign and again at the end showed that no significant change
in attitudes had occurred.

The final published report of the Prairie Town experiment
became, in effect, a study of failure. It concluded that the educa-
tional campaign failed ‘“‘to account for the function of popular
beliefs in the community.”” What exactly does this mean?

At the very beginning, it had been anticipated by the directors
of the project that the conception of mental illness by the people
of Prairie Town would be quite different from professional psy-
chiatrists and their co-workers. This proved to be correct. How-
ever, the actual details of the conceptual differences, in significant
measure, were not as anticipated.

For example, the educational campaign attempted to convey
the idea that so-called “odd” behavior was not necessarily a sign
of mental illness; or, in other words, it was taught that “normal”’
behavior covers a very wide range. It was discovered, however,
that the people of Prairie Town already accepted as normal an
even wider range of behavior than most psychiatrists would
accept.
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The most trouble apparently was caused by the educators’
attempt ‘“‘to make people more accepting of the mentally ill and
more willing to act toward them as they did toward ‘normal’
people. It was precisely this result that the people of Prairie Town
seemed determined to prevent.”’!?

The Cummings were finally to report that the people of
Prairie Town differentiated sharply between ‘“normal” and ab-
normal. On the one hand, Prairie Town accepted a very wide
range of behavior as ‘“normal.” However, once a person was
definitely classified as ‘“‘mentally ill,”’ usually because he had been
hospitalized, people’s attitudes sharply reversed themselves.
Instead of saying in effect, ““He’s just about like everyone else,”
Prairie Town people would say, ‘“He’s very different from every-
one else and must be separated from normal people.”” The attitude
questionnaire showed that people wished to avoid close contact
with the mentallyill. It alsoshowed a considerable fear of disturbed
persons, along with a tendency to be ashamed of that fear.!®

When the Cummings discovered this conflict between the goals
of their educational campaign and such unyielding ideas, they
came to the conclusion that neither view was, in any absolute
sense, more true than the other. “Their [the Prairie Towners’]
ideas about mental illness and the mentally ill appeared incon-
sistent and often illogical when judged in terms of our ideas; but
looked at in their own terms they were consistent, even reasonable
and necessary. The whole set of ideas, beliefs, and attitudes about
mental illness held by the people of Prairie Town was a response
not to considerations of empirical truth, but rather to the needs of
the community. For the community of Prairie Town, it was far
less important to know the detached ‘truth’ about mental illness
than to have some workable way to handle the difficult problem
of mental illness. A crucial element in their method of handling
this problem was belief in a black-and-white difference between
the sane and the insane, and the concomitant conviction that the
mentally ill must be removed from the community. These popu-
lar ideas were diametrically opposed to those our educational
program sought to teach. As we worked to undermine them and
replace them with ‘correct’ ideas, people became increasingly
upset and angry. Why should this be so?’!
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The people of Prairie Town, from their own point of view
rather than from a scientific or clinical standpoint, formed their
ideas concerning the nature, cause, and treatment of mental ill-
ness in a consistent pattern, which the Cummings called the
“pattern of denial and isolation.” Briefly, this pattern was de-
scribed as follows: “People tend to deny the existence of abnormal
behavior for as long as they possibly can. When behavior becomes
so deviant that it can no longer be tolerated or construed as
normal, people act to isolate the mentally ill person, both physi-
cally and conceptually.”’?®

This led to a second sharp divergence between the campaign
and the townspeople. It was part of the campaign to acknowledge
that state mental institutions were not as good as they might be, but
that the state was working very hard to improve them. Moreover,
the idea was conveyed that mental hospitals are not always the
best means of curing the mentally ill; that the hospitalized patient
is maintained in an artificial situation isolated from the bene-
ficial influence of normal social life. The people of Prairie Town,
however, maintained the feeling that mental hospitals are the
best possible places for the mentally ill. “Once a person is placed
in a mental hospital, he is ‘put away’ both physically and from
one’s thoughts, and the picture of the mental hospital as a de-
sirable place helps to assuage the guilt a person might feel at so
isolating a friend or relative. Once a person is admitted to the
hospital, he is virtually deserted by friends and relatives, as if con-
tact were somehow contaminating and dangerous.”!®

“It is evident,” concluded the Cummings, “that this whole
complex of beliefs and attitudes is a product of the community’s
attempt to solve a perplexing problem. At the core of this solu-
tion is the need of the community to separate itself from deviant
people. . . . The pattern of denial and isolation arises from the
attempt on the part of the community to maintain its code of
conduct and hence its own integrity by protecting itself from
deviant behavior.”!” The pattern of beliefs and attitudes toward
mental illness in Prairie Town, in other words, was not a patch-
work of half-truths, fallacies, and inconsistencies, as it might at
first appear. It was designed to preserve the community’s existing
values and patterns of behavior. When the community sensed
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that the educational program was, by its nature, an attempt to
weaken and change this pattern of belief, the people of Prairie
Town acted to protect itself by mobilizing against the project.!®

Recalling the case of the Hutterites as compared with Prairie
Town, one could not find more contrasting “‘definitions’ of the
same types of illness. Each of these culture groups has its own way
of preserving a way of life. Illness is not an isolated phenomenon,
to be defined in its own terms. It is deeply embedded in the social
matrix, integrated within a culture-complex.

The Definition of lliness: ll. Subcultural Differences

“I wish I really knew what you mean about being sick,” a
woman in a small New York community recently told an inter-
viewer. ‘“Sometimes,”” the woman added, ‘“I’ve felt so bad I
could curl up and die, but had to go on because the kids had to be
taken care of, and besides, we didn’t have the money to spend for
the doctor—how could I be sick? . . . How do you know when
you’re sick, anyway? Some people can go to bed most anytime
with anything, but most of us can’t be sick—even when we need
to be.”!

As this woman asks: What does it mean to be sick in American
society? We tend to regard disease largely as a natural event,
beyond the individual’s control. The prevailing values of Ameri-
can culture, it has been said, foster a mechanistic approach to the
body and its functions. ‘“The body is often viewed as a machine
which has to be well taken care of, be periodically checked for
dysfunctioning and eventually, when out of order, be taken to an
expert who will ‘fix’ the defect.”’?°

A mechanistic explanation, however, doesn’t fit the poignant
cry: “How could I be sick?’’ Such a statement asserts a great deal
of voluntary control over illness. Moreover, if illness is divorced
from motivation, how can ‘“‘some people” be sick ‘““anytime with
anything,” while “most of us can’t be sick, even when we need
to be?”’ The answer is implicit in the same interview. As this
woman accurately explains, sickness is not only a matter of symp-
toms (‘‘Sometimes I’ve felt so bad I could curl up and die. . . .””);
it is also a pattern of behavior. She makes it clear that one isn’t
really sick unless one goes to bed. To keep on taking care of your
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“kids,” or, in other words, continuing your normal life activities,
means that you are not sick.

The distribution of sickness in any given society is complicated
by the variation in the perception of symptoms. A distinction
must be made, just as it was in the discussion of illness relative to
different cultures, between the clinical definitions of illness and
the social definition of the sick role. As further illustration, con-
sider the case of Mrs. A.%

Mrs. A, in an interview concerning health in her community,
talked very frankly and willingly about her own cold and about
her husband’s hernia, but ““was confused about what illness really
meant.’”’ At the time of the interview, her ankles were badly swol-
len, and she had a marked shortness of breath, even after so
slight an effort as putting a stick of wood in the stove. She com-
plained about her ankles, and showed the interviewer how they
were pitted. But she did not indicate any concern about these
conditions, and said quite directly that there was no reason for seeing
a doctor. Her mother, she said, had swollen ankles and shortness
of breath for some years before she died, and had not seen
a doctor.

In other words, dyspnea and edema were not perceived by
Mrs. A as signs of illness. A cold fitted her definition of illness,
and she had been treated by a doctor for it. Her other symptoms,
however, which proved to be far more significant than the cold,
caused her little concern. Subsequently, Mrs. A was hospitalized
for a cardiac condition.

Obviously, however, Mrs. A’s behavior in this instance is not
characteristic of “Americans.” It is typical, however, of a certain
type of American. We refer to Mrs. A’s social class. Social class, we
will argue, is one of the most important factors in the differentia-
tion of subgroups within our society. Moreover, it vitally affects
health and illness in general, and in particular, it is a source of
differential perception and response to illness.

Any discussion of class differences is likely to encounter some
resistance among Americans. It is not so much a matter of being
unaware of classlike social distinctions; rather it is a denial of the
influence of such differences, in spite of the continuously accumu-
lating evidence to the contrary.?
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The class concept is a method for describing how a society or-
ganizes social differences. There is no question that, in every
community, social differences are real. Whether because of
wealth, occupation, or personal qualities, a group of people are
identified as superior to the others, just as there is always at the
opposite end of the scale a group regarded as the most inferior.
As Koos writes, in his excellent study of health in a community
he calls Regionville:

The “Cabots and the Lodges” exist, by whatever name, in most
communities, and keep their distance from “the ordinary folk.”
These ‘“common people,” in turn, look with some condescension
upon those with lesser abilities and accomplishments. Each of these
groups constitutes, in effect, a stratum in the community; each recog-
nizes (if only vaguely) that it is superior to and/or inferior to other
groups. Each appears, even to the casual observer, to have its own
beliefs and habits, its own special ways of behaving, its own symbols
of accomplishment or defeat.?

Observers of American culture are not unanimously agreed,
however, on the major criteria of social class distinction. Some
believe that the primary determinant is prestige, a matter of sub-
jective self-identification and evaluation by one’s fellows. Others
believe that power, economic and political, actual or potential,
is the basic class factor.?* In research on social stratification, it has
been found that the most consistently valid index of social class is
occupation. In practice, however, a multi-variable index is
almost always preferred.?

Koos found that the people of Regionville thought of them-
selves in a way that matched closely their ranking of different
occupations. Koos separated three main class divisions. In Class I
were ‘“‘the successful people in Regionville’’: the town banker, a
successful businessman, the resident manager of a local manufac-
turing plant, a doctor, the minister. Rated at this level were those
who had the security of a salary or income from their own busi-
ness, having special educational qualifications, or wearing ‘‘the
halo of a profession.” It was Koos’s finding that ‘“‘these individ-
uals were definitely set apart in their own minds and in the minds
of others as important members of the community.”’%
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There are, of course, variations within a recognized social class.
Koos gives two illustrations of such variation in Class I. Mr.
Jones, a minister, had an income of less than $4,000, while Mr.
Smith, a banker, had an income of more than $10,000, yet ‘““each
saw himself as a member of the same social class.”” Banker Smith
was a member of a social clique ‘“‘that takes a drink and plays a
little poker now and then,” yet he admitted Mr. Jones to be a
member of the same social class because “he is an educated man
with a big responsibility in the community, and the town couldn’t
get along without his kind.” Mr. Jones, in turn, disapproved the
drinking and poker-playing habits of Mr. Smith, but saw him as
a member of Class I “because of his activities in the community,
not that I agree with his personal habits.”” Each had his own
friendship group, even though Mr. Jones admitted that his friend-
ships were more widespread than those of most people because of
his role as minister, but each saw the other as a member of Class I
for approximately the same reason—participation in community
affairs.?’

In Class II were “the major portion of Regionville’s bread-
winners. Some were highly skilled; others had a minimum of skill
but had worked into jobs that required attention to detail for ade-
quate performance. . . . Class Il earned wages rather than
salaries. With no educational qualifications that set them apart,
no professional halo, and jobs that were sensitive to seasonal and
cyclical fluctuations, Class II families had to be oriented more to
the present than to the future. Incomes were significantly lower
than those of Class I.”” This was a home-owning group, charac-
terized by stable families.

In Class III were the families whose breadwinners held the
least skilled jobs. As expected, work was therefore most sensitive
to seasonal and other types of fluctuation. A majority rented their
homes. Residence was clustered in one part of the village. There
was more mobility of residence, and a higher proportion of work-
ing wives.

It will be recognized that these divisions are characteristic of a
small, partly rural community. (Regionville is a town in upper
New York State.) The class divisions would be different in larger,
more industrial communities.
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The influence of class position on the attitude of Regionville’s
people toward illness is perhaps best illustrated in the following
table. Here are summarized the replies of respondents who were
asked to indicate whether each of a selected list of readily recog-
nized symptoms was significant and should be called to the atten-
tion of a doctor.®

PERCENTAGE OF RESPONDENTS IN EACH SOCIAL CLASS
RECOGNIZING SPECIFIED SYMPTOMS AS NEEDING
MEDICAL ATTENTION®

Class 1 Class I Class 11T

Symptom (N =351) (N=2335) (N = 128)
Loss of appetite 57 50 20
Persistent backache 53 44 19
Continued coughing 77 78 23
Persistent joint and muscle pains 8o 47 19
Blood in stool 98 89 60
Blood in urine 100 93 69
Excessive vaginal bleeding 92 83 54
Swelling of ankles 77 76 23
Loss of weight 8o 51 21
Bleeding gums 79 51 20
Chronic fatigue 8o 53 19
Shortness of breath 77 55 21
Persistent headaches 8o 56 22
Fainting spells 8o 51 33
Pain in chest 8o 51 31
Lump in breast 94 71 44
Lump in abdomen 92 65 34

* Percentages rounded to nearest whole number. Koos, Earl Loman, The Health
of Regionville. Columbia University Press, New York, p. 33. Reprinted with per-
mission of the publisher.

In his interpretation of this table, Koos writes: “It was assumed
from the beginning that there would be some differences in the
attitudes of the social classes toward the several symptoms, but
the significance of the differences was unexpected. Recognition
of the importance of the symptoms was uniformly high among the
Class I respondents. Only two symptoms—loss of appetite and
backache—were checked as needing medical attention by fewer
than 75 per cent of these respondents. Class II respondents, in



110 THE DOCTOR AND HIS PATIENT

general, showed less sensitivity. For only one symptom—con-
tinued coughing—did Class 1I respondents have the highest per-
centage of recognition; for two others—backache and joint or
muscle pains—the percentage of recognition dropped below 50
per cent. In sharp contrast, Class III respondents showed a
marked indifference to most symptoms, ten being checked by 25
per cent or less. Only three symptoms were checked by 50 per
cent or more, and these were all associated with unexplained
bleeding.”?

Obviously, for the people of Regionville, illness is not a simple
equation whereby symptom ——— (leads to) diagnosis and
treatment. Becoming “ill”” has a variable threshold, influenced by
many different factors: fear, concerns about cost, the relative
need for treatment as related to age and the role of the individual
in the family. As one housewife said, “If something was wrong
with my husband, we’d get it fixed right away. He earns the
money, and we can’t have him stop work. I can drag around with
my housework, but he can’t drag around and still earn a living.”

An equally important reason for disregarding a symptom re-
lates to group expectations. As a Class III housewife stated:
“. . . I’d look silly, wouldn’t I, going to see a doctor for a back-
ache . . . if I went to the doctor for that, my friends would hoot
me out of town. . . .”

Regionville is not an isolated case example of relationships
between social class and illness. Fully forty years ago (1921 to
1923) a comprehensive illness survey was conducted in Hagers-
town, Maryland, by Sydenstricker.?® This study revealed an in-
verse relationship between illness and socioeconomic status. It
should be noted that illness in the latter study is defined from the
view of the medical profession. Thusin terms of the objective med-
ical criteria, there is more illness as one goes down the social scale.

Subsequent studies, by and large, have supported the findings
of the Hagerstown survey. It was discovered further that the
lower socioeconomic classes, in spite of having the greatest pro-
portion of sick persons (clinically defined), consulted physicians
and were hospitalized least.3! These findings are additional con-
firmation of the results of the Regionville study concerning how
people perceive and respond to illness.
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Chronic illness, which places the greatest burdens upon the
individual and his family, also is found to increase as one de-
scends the social ladder. This was true in the original Hagers-
town survey, and remained true when the same sample was
resurveyed twenty years later in 1943.32 Other studies agree.®

However, even though relationships between social class and
illness long have been documented, the interpretations of their
relationships are less well supported by research. Common sense
tells us that those who are best able to afford it will make the
fullest use of medical care, just as they will of other goods and
services. It is precisely this interpretation, stressing the economic
factor, which has been most accepted to explain the relationships
between class and illness.

The economic interpretation, however, is not sufficient to
explain all the available facts. As only one example, Myers and
Schaffer studied a clinic where ability-to-pay was eliminated as
an important element in acceptance for long-range psycho-
therapy.3 They found that even when the economic factor was
held constant, acceptance for therapy and the character of subse-
quent clinical experience were related significantly to the pa-
tient’s social class; “‘the higher an individual’s class position, the
more likely he was to be accepted for treatment, to be treated by
highly trained personnel, and to be treated intensively over a
long period.”®

Myers and Schaffer did not have the necessary data to explain
these findings. Their main accomplishment was to eliminate the
economic argument as sufficient in itself for the now well-
documented picture of the differences in mental illness according
to social class.* Explanations were suggested, however.

“The psychiatrist’s values concerning who should be treated
appear to influence the acceptance of patients.””® This is one
suggested explanation. Yet where do such values come from, and
how are they maintained?

The values of the physician derive from two major sources:
from his professional group and from his own position in society.
As discussed earlier, the profession places high priorities on a
rational scientific ethic. Since class position in the United States
is so strongly related to education, the physician’s intellectual
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values will find their closest counterpart in middle- and upper-
class patients. Moreover, physicians themselves are recruited in
large proportion from the middle class; more specifically, the
evidence is that they come largely from professional families.?®
Thus the communication process that is so vital to the thera-
peutic relationship may be expected to be more effective be-
tween a doctor and a patient from similar social backgrounds.
The result, quite apart from ability to pay, would be detrimental
to the lower social classes. The research of Myers and Schaffer,
Hollingshead and Redlich, and of Rennie and his associates
indicate that this is, indeed, what happens in the case of mental
illness. Although there is less evidence available for other types of
illness, a similar problem of communication is probable as a
vital factor in all therapeutic relationships.

We have presented social class as one of the important ways in
which a complex society organizes its structure. Material wealth,
we have agreed, is a critical symbol of class differences in our
society, but, we have added, the explanation of class is unsatis-
factory if it stops there. Once organized, group structure of this
type has its own sustaining force. As evident in Regionville, the
implications for the perception of illness are important.

Next, we turn to the response of people following the percep-
tion of illness. The pattern of this response in behavior to illness
has been described as ‘“‘the sick role.”” What, more exactly, is
meant by this descriptive term?

The Sick Role

Like all social roles, the sick role is a pattern of expected
behavior with characteristic obligations and privileges. This may
be illustrated by a hypothetical example.

In a business organization the office workers behave according
to certain standard expectations. They arrive at a prescribed
time. They dress in a rather standard manner, allowing for limited
individual variation. They perform their specialized tasks,
whether it be those of a typist, bookkeeper, filing clerk, or
receptionist, at a pace that is standardized. These are the basic
obligations of their occupational roles, and as long as they are
met, appropriate privileges are expected. These privileges in-
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clude material rewards in salary, pensions, promotions; they also
include psychological rewards such as respect for one’s work,
trust, and so on.

Each member of this office force is expected to meet the
obligations of his occupational role. To deviate by arriving late,
or by failing to sustain expected standards of efficiency, invites
penalties. The system of rewards and penalties is designed to
preserve the norms of the office, or, in other words, to prevent
deviation.

Certain kinds of deviation from the norms, however, are al-
lowed. One is based on the sick role. If Mr. Jones, a bookkeeper,
appears late one morning, and he is flushed and leaves his desk
frequently, he may, without any penalties, go home early if he
convinces his employers that he is “sick.” If, on the other hand,
Mr. Jones has a hangover from too much drinking the night
before, he may feel sick, but it is not likely that he will be
granted the special privileges of the sick role. Illness, in other
words, is deviance; but it is a form of deviation society accepts
as legitimate.

There are four well-established aspects of the expectation sys-
tem we call the sick role.* First, there is exemption from the
performance of normal social obligations; and secondly, there is
the exemption from responsibility for one’s own state. These are
the major privileges. The obligations have been described as the
requirement that the sick person must be motivated to get well
as soon as possible and to seek technically competent help.

In the hypothetical illustration above, the bookkeeper, Mr.
Jones, is exempted from his job responsibilities if he is sick. More-
over, he may expect to be freed from his normal obligations as
husband and father. Of course, this is relative to the nature and
severity of his illness. Moreover, generally, it is required that, in
any illness of consequence, a physician_must verify the fact of
illness. The physician is a “legitimizing agent” in the process
whereby a sick role becomes established.

Further variation in this exempfion occurs according to sex,
age, and situation. A woman in a job situation, for example, may
expect to receive more readily the privileges of minor illness than
a man who, because his is the ‘“stronger sex,”” is expected to be
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tougher and to have more stamina. In the home, on the other
hand, it is the wife who is more likely to avoid the sick role than
the husband. This problem for the wife of a young family,
whereby she feels unable to be sick, is inherent in the structure of
the modern family, and will be discussed in detail later.

The second major privilege of the sick role, the exemption from
responsibility for one’s own state, assumes that the individual is
incapacitated by forces beyond his voluntary control. Also it
assumes that he is unable, under his own power, to regain his
hga_lLl}. Again returning to the hypothetical example of Mr.
Jones, the bookkeeper, one can see quickly how important this
question is. The very same set of symptoms lead to very different
consequences, depending on whether Mr. Jones is judged to be
responsible for his own condition. Drowsiness, frequent urination,
and feverish appearance are not enough in themselves to qualify
one for legitimate illness. If these symptoms are believed to be a
result of drinking, Mr. Jones will probably be judged responsible
for his own state and therefore not qualified for the privileges
granted to the sick. In general, this has been a complicating
element in our society’s attitudes toward alcoholism. Only re-
cently has there been increasing acceptance of the idea that heavy
drinking and alcohol addiction are the result of forces that are
beyond the voluntary control of the individual, and therefore
should be accepted as illness.

A major condition for the granting of the privileges of illness
is the obligation to be motivated to get well. Moreover, the sick
individual usually has a time requirement placed on his be-
havior. He must want to get well as soon as possible.

A closely linked obligation is the obligation to seek help,
usually from a physician. If an individual claims the privileges
of the sick role without consulting a physician, he cannot for long
expect others to accept his behavior. If he does not consult a
physician, he invites doubt that his motivation to get well is
genuine. If he does not want to get well, the question is raised
that perhaps he is responsible for his own condition. Finally, his
legitimate right to exemption from his normal life obligations
comes under question. He risks loss of job, marital conflict, and
the like.
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In general, it may be claimed that all exemptions, all special
allowances for deviation from the normal, take the form of
special grants or gifts, and that implicitly, a certain amount of
ambivalence accompanies the giving. “Give him a finger, and he
takes a hand.” “You’ll spoil him.” “Don’t take advantage of the
situation.” These are common phrases and, in all of them, one
finds a sense of qualified giving. In the special exemptions al-
lowed to the patient, one finds the same sense of limits, of
qualification to, of boundaries beyond which a legitimate privi-
lege becomes a violation. When a patient steps across this
boundary, he is no longer privileged, he is a ‘“malingerer.” He
may be exempted from normal obligations to work just so long
as he is defined as ““really” sick. Most of us will be able to recall
how, in the course of an illness, the loved one caring for us grew in-
creasingly cold and unsympathetic as theillnesslingered ‘‘toolong.”

Similarly, the exemption from responsibility for one’s own
state has implicit limits. “Now, pull yourself together. There is
nothing wrong with you that work won’t cure.”

Just as the exemptions may be withdrawn if the sick individual
is perceived as “taking advantage” of his sick role privileges, so
also he is penalized if he avoids his sick role obligations. “You
Jjust don’t want to get better—that’s your trouble.”” “If you don’t
feel well, why don’t you go to see a doctor?”

We have already mentioned variation in the sick role according
to sex. Another variant is based on the type of illness. The
mentally ill individual has been a special case for a long time.
If he is clearly psychotic, he may be granted an additional
privilege; that is, he is not expected to assume voluntary responsi-
bility for being motivated to get well, or for seeking proper help
himself. Thus it has been deemed appropriate to coerce psy-
chotics to hospital commitment. For other forms of illness, it
must be voluntary.

The neurotic, on the other hand, has frequently been harshly
judged in moral or ethical terms. The insane are considered ‘““not
responsible for their acts.” But neurotics are commonly not de-
fined as ill. They are considered by their doctors, as often as not,
to be “crocks,” ‘‘malingerers,” ‘‘uncooperative patients,” or
derogatively, “neurotics.”
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Age is another important factor determining the sick role. A
child is granted special privileges, as far as the expected obliga-
tions of illness, but the child too is subject to the negative in-

junction ‘‘brat,

3 &« I &

unreasonable,” “spoiled” when he doesn’t

behave as he is expected to (or as an adult would).

Another source of significant variation in the sick role is its
underlying social situation. Perhaps the most dramatic illustra-
tion of the influence of situation is found in the hospital. In
sickness as a general problem, the field of forces acting upon the
patient include:

(a)
(b)

(c)

his attitude toward self;

his attitude toward the significant members of his every day life,
that is, family, work-partners, friends, and so on,;

his attitude toward his physician(s).

When the patient becomes hospitalized, he is placed in a new
social situation that involves additional influences on his be-
havior and on his illness and treatment.

(a)

(b)
(c)
(d)

(e)

The patient’s relationship with his therapist is radically altered
by the setting. For example, the patient no longer initiates,
through appointment and visit, his contact with the physician.
He is now subject to his personal physician’s schedule of rounds
in the hospital; in addition, he must deal with physician-
strangers who are part of hospital routine, especially the interns
and residents.

The patient is a member, in a special status, of the overall social
structure of the hospital.

If he is on a ward, he is subject to the particular social demands
characteristic of the ward.

On the ward, and sometimes even as a private patient in a single
room, he becomes subject to the influences that derive from rela-
tionships with fellow-patients.

His relationships with nurses, attendants, and others on the
hospital staff are also the source of potentially strong influences
on the way he responds.

Each of these important relationships in the patient role will
be discussed in detail later. The basic context of all for the sick
role, however, is the family. No matter how illness is defined, the
family is the primary institution, both for the socialization of its
members concerning how to behave in the sick role and as the
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most immediate social context in which the special privileges and
obligations of the sick role are dispensed. Therefore, in the next
chapter, our discussion will be concerned with the family as the
primary social context of illness.
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Chapter 5
THE FAMILY

. . . Before I treat a patient . . .

I need to know a good deal more about him,
Than the patient himself can always tell me.
Indeed, it is often the case that my patients
Are only pieces of a total situation

Which I have to explore. The single patient
Who is ill by himself, is rather the exception.

Sir Henry Harcourt-Reilly,
The Psychiatrist, in
T. S. Ertor, The Cocktail Party'

IN THE VERY RECENT PasT the home was the main setting of
medical care, and the physician’s principal role was that of
“family doctor.” Today, by contrast, a physician visits the home
of a patient rarely, except in extreme emergency. Particularly
in large industrial centers, but also in many medium-sized cities,
it has become the custom for doctors to limit their practice
almost exclusively to the office and the hospital. The patient who
is too ill to come to the office is brought to the hospital, with the
decision made usually by a telephone call between the family and
the physician.

The explanation for the elimination of the home from the
practice of medical care is most commonly a technological one.
That is, the technology of modern medicine, its diagnostic and
treatment procedures, are said to be too complex for the tradi-
tional black bag of the family physician. Even the private office
appears to be giving way to the “clinic,” in which a group of
doctors work in partnership under a common roof, or in a shared

119
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suite, in order better to provide the expensive mechanical equip-
ment, technical assistance, and space required for the most
advanced scientific medical practice. More and more, private
offices have been built within the hospital itself, again on the
premise that modern medicine requires close and quick access to
technological methods that are impossible to provide within the
old-style private office of the doctor-entrepreneur.

Undoubtedly, the evolution of medical technology has con-
tributed significantly to the change away from the home as the
center of medical care. However, the objective requirements of
the new technology were not the only causes of the change.
Perhaps of equal importance were changes which occurred in the
family itself. The modern American family, it has been said, is a
precariously balanced, emotionally highly charged system, lack-
ing in ready shock-absorbers to handle, within itself] serious ill-
ness.? If this is true, the inability of the modern family to cope
with illness has contributed to the trend toward hospital care,
perhaps in equal measure with the expanded technological re-
quirements of scientific medicine.

However, the attitude of the medical profession toward the
family has begun to show signs of reversing itself. This change
expresses itself in several ways. First, there is renewed interest in
the family as a significant element in the process of illness, so that
in the doctor’s initial approach to the patient, the family assumes
renewed importance as part of the history and context in which
illness has occurred. One finds, for example, a variety of experi-
mental teaching programs in medical education that attempt to
restore the home visit for the student and the physician.® Underly-
ing the thinking of these programs is the assumption that first-
hand knowledge of the patient’s family is a basic requirement of
understanding his illness.

Secondly, there is a revival of belief that the home itself is a
valuable setting for medical care.

Both trends, the earlicr one discounting the family and the
more recent one upgrading its role in medicine, raise questions
about the family itself. What occurred in the history of the
American family that contributed to its loss of functions in illness?
What is there in the family more recently that has given it a place
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in medicine’s attempts to advance its science and methods of
treatment? These are the major questions to which this chapter
will be addressed.

The Modern American Family: Its Form and Origins

The family, in its wide variety of forms, is actually a composite
of several different types of groups. As the literature of research
on the family designates them, the most basic unit is the nuclear
family, subdivided into the family of orientation and the family of
procreation.

The nuclear family, which is also sometimes called the conjugal
family, describes a man and woman joined in a socially recog-
nized union and their children. Birth, the basic life experience
around which the family as a social institution is organized, is
important to every human being in two ways: one is born into a
family, and onc is the parent of the newborn. The former is called
the family of orientation, because it is in this group that the
individual is socialized and linked through his parents with the rest
of society; the latter has been called the family of procreation, be-
cause it is in this group that the individual has children of his own.

This distinction becomes useful for the study of both the
history of the family as a changing social institution, and the
relationships between family structure and other social institu-
tions. For example, in western society of the nineteenth century,
the typical pattern was one in which several generations were
closely tied in a variety of ways. Children, as they became adults
and married to form their own families, were likely to continue
residence in the same community as their parents, and to con-
tinue to respect their parents’ authority in important matters. In
other words, the family of orientation dominated the family of
procreation, and the nuclear family was, in itself, subordinate to
an extended more inclusive kinship group, consisting of members
who spanned several generations. This type of family contrasts
sharply with the family group that is typical of today. The
American family, in its prevailing form, has become concen-
tratedly a conjugal unit. Ties between the generations have been
loosened, so that the significance of the family of orientation has
been reduced.



122 THE DOCTOR AND HIS PATIENT

As cross-cultural studies have demonstrated, the patterns of
family organization are almost infinitely variable.* In every
culture, however, the relation of the family formed by marriage
to the original families of the husband and wife is a critical factor.
Whole societies, in anthropologic descriptions, have been cate-
gorized according to this factor into two polar types: the first has
been called the familistic society, in which the family of orienta-
tion completely dominates the family of procreation, and the
second is the nonfamilistic (or individualistic) society, in which
the dominance of the family of orientation is completely super-
seded by the independence of the immediate conjugal unit.

The familistic type of family organization is perhaps best repre-
sented in the Bible. It is a type of social organization well adapted
to the needs of pastoral and agricultural economies, and small
community life. A certain logical pattern of relationships appears
to follow from its basic structure:

. . . Authority within the kinship system is not likely to be equali-
tarian, for there is clearly great power of the older generation over
the younger and often great power of the husband over the wife. In
addition, the age of marriage is likely to be quite young and marital
choice to be determined by the parents rather than the young persons
themselves. This means that romantic love is ruled out as a basis of
marriage. . . . The newly married couple will tend to live with the
parents rather than in a separate household. . . .®

Obviously, the freedom of the individual in this system is
severely limited, including not only the selection of marriage
partners but also a wide range of other types of behavior. Char-
acteristically, the freedom of the woman is most closely pro-
scribed. In times of crisis, however, the social system provides
immediately available safeguards. The care of the child, for
example, is normally distributed over many adults. When extra-
ordinary conditions such as birth, death, and illness require that
the mother must leave the child, either temporarily or perma-
nently, another adult, well known to the child and trained to
the task, is close at hand.

With the coming of modern industrialism in western society,
the bonds of extended kinship have loosened. The nuclear family,



THE FAMILY 123

smaller in size than before and with much more limited function,
has become the primary kinship group. Freed of control from the
extended kin group, the energies of the modern family are
focused inward upon itself. No longer important as an agency of
economic production, as it was when the large majority of the
population lived on farms, nor a political unit, as in the clan,
the modern family’s social purpose has become mainly that of
supplying the needs of its members for love and affection.

It is not unusual for Americans to look back nostalgically to the
small town and the extended family which are so close in our
heritage. Modern industrialism, however, with its huge urban
complexes, has brought with it what appears to be an irreversible
evolution in the family. The small family, occupying its own small
living space and moving as a free unit, has become the dominant
pattern. As one student of the family has written: “This small
family system originated in Western industrial civilization and is
now being diffused, along with other features of industrialism, to
the rest of the world. It seems likely that eventually the whole of
mankind will have a family organization roughly similar to that
found in the United States today.””®

To be sure, there are exceptions to the trend we have de-
scribed. The Negro family and the farm family are but two
examples. More than anything else, what we call the modern
American family is the family of the urban middle class. Never-
theless, there is general agreement among sociologists that it is the
urban middle-class pattern that prevails today and that sets the
standard for the rest of America. For these reasons, the American
middle-class family pattern has been taken as the point of de-
parture for this discussion of the prototype of the modern family.

The Problem of lllness in the Modern Family

On the one hand, the American middle-class family appears to
be well adapted to the special requirements of an urban indus-
trial society. On the other hand, it is a type of social structure
that is vulnerable to certain kinds of strain, among which one
of the most grave is illness.

When faced with the problem of illness, the family of our
contemporary society is heavily dependent upon the medical
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profession and the hospital. Both of these institutions, as we have
stated, have increasingly drawn the patient away from the home
as a center of medical care. In seeking to show how the structure
of the family has contributed to this trend, in combination with
technological advances in the medical profession, we turn at this
point to an analysis of the major roles in the family: the wife-
mother, husband-father, and child.”

With the jettisoning of its economic and political functions, the
major significance of the family as a social institution has become
the perpetuation of cultural patterns essential to the society, par-
ticularly its values. For the adult members, this leads to what has
been called a ‘“maintenance” or regulatory function. For the
child, it is socialization.

It is the wife-mother who bears, within this structure, the
major social and emotional responsibility. She is the mediator of
the various family relationships, the arbiter of conflict, the per-
petuator of solidarity, and the main emotional provider.

The husband, in spite of the increased number of working
mothers, is the main representative of the family in the outside
world. His occupation is the primary determinant of the family
status. In the community, he bears the major responsibility for
the family.

The child is obligated primarily to “‘grow up,” to be a good
boy so that he will be a good man. The emphasis is upon him
(or her) as socializee, on training for adulthood. No longer is he
expected to be an important part of maintaining the family as
a unit of economic production.

This division of the labor in the family concentrates the strain
of illness upon the wife-mother. The father and child are occupied
for the most part outside the home. Characteristically, at the
beginning of each day, the family disperses; the father goes to
work, the children go to school, leaving only the mother and
infant-children at home. When the family reconvenes, it is for the
servicing of physical and emotional requirements that depend
mainly upon the wife and mother.

Much has been said and written in recent years about the
changes in the role of the father. It is popular to decry the
“feminization” of the adult male role in the family, with the
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implication that an insidious conspiracy has been at work to
undermine the traditional male prerogatives. If, indeed, the
adult male is assuming increased responsibility in the household
in areas where once the woman acted alone, it is more likely the
consequence of the special strains implicit in the structure of
modern family.

The American father, contrary to the fantasies of popular
culture, was never typically a privileged monarch in his home,
his easy chair a throne, and his family a group of subjects who
waited upon his wants. Quite the contrary, he worked in the
home, for there was a wide range of needs which, unlike the
modern automated house or apartment, required the father’s
hands and responsibility. His work in the home and family dove-
tailed with that of his wife and children, in a reciprocal pattern
of relationships. In the modern family the basic functions during
those times of the day when the male is present are limited
mainly to the preparation of meals and the care of children. If a
husband, therefore, returning home to find his wife busy with
young children and their mealtime and bedtime needs, allows
himself to be drawn into the sharing of either cooking or child
care, is this feminization? Or is it simply a quite logical response
against the alternative of withdrawing altogether from an inte-
grated role in the activities of a family?

What does this family structure provide for a crisis like serious
illness? There are only two responsible adults.® Drawn together
by attractions based on the cult of romantic love, the wife and
husband see themselves as equal partners, held together mainly
by emotional attraction. When a child enters the group, he is
mainly dependent upon the mother for emotional love that,
consequently, must be shared with the father. In illness either the
father or the child will require a concentration of the mother’s
affectionate attention, thereby creating a strain on the family
system. An illness to the mother herself is clearly the most dis-
turbing of all. More than one busy young mother has been
heard to cry: “I can’t even be sick!”

Illness, on the other hand, is not only a source of strain upon
the family. It also provides what Parsons and Fox have called,
‘“. . . a tantalizingly attractive solution to . . . family based
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. social pressures.” It offers a way for withdrawing legiti-
mately from responsibilities. Furthermore, ‘“even in those in-
stances where the etiology of the disorder is primarily physico-
chemical, the nature and severity of symptoms and the rate of
recuperation are almost invariably influenced by the attitudes of
the patient.”

It is easy to see, therefore, how the wife-mother . . . might
“choose” the sick role as an institutionalized way out of her heavy
“human relations management” responsibilities in the family; or
how she might seize upon illness as a compulsively feministic way of
reacting to her exclusion from the life open to a man. Similarly, the
passive-dependent role of illness offers the husband-father . . . re-
spite from the discipline and autonomy which his occupation de-
mands of him.?

For the child, illness offers a method of escape from the pro-
gressively more exacting obligations to behave as a grownup. For
the elderly person, “occupationless, and with no traditionally
assured place in the families established by his sons and daughters,
through illness [he] may once again become an integral member
of a meaningful social group, cared for either by his grown
children or by a medical community of some sort.””*?

The risk of overgeneralization is great in this type of brief
overview of a highly complex problem. Nevertheless, the weak-
ness of the American family when faced with serious illness seems
undeniable. Under these conditions, the development of institu-
tions to care for the sick outside the home may be said to have
served a positive function in American society. When one con-
siders all of the intensive emotional involvements so characteristic
of the urban middle-class family’s relationships, the argument is
credible that treatment is more easily effected in a professional
milieu like the hospital than within the family. Technological
developments provided the opportunity to treat illness outside
the family, while the strains inherent in the family structure
predisposed people to take advantage of the extra-familial organ-
ization of medical services.

This is not to say that the hospital, the nursing home, and the
doctor’s office have made the home an obsolete setting for the
treatment of serious illness. The medico-scientific world of the
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hospital can be formidable, indeed, for the patient, and, as a
result, it can be something less than therapeutic for his illness.
The latter problem will be discussed in detail in later chapters.
At this point, attention is called only to the fact that the coldness,
the routinization, and dehumanization of treatment in many
hospitals have caused a reaction against the trend toward hos-
pital treatment and, at the same time, a revival of interest in the
therapeutic merits of home care.! The rapidly rising cost of care
in medical institutions is another significant factor in this reac-
tion. The black-and-white picture drawn by public journalistic
campaigns, however, falsely creates a sense of competition where
it does not rightfully belong. In the final analysis, the home and
the hospital must become complementary agents of patient care,
not competitors.

The main point, at this stage of the discussion, is that the
modern American family contains structural weaknesses that
contribute to the need for extra-familial institutions of medical
care. Now we will turn our scrutiny to the social processes within
the family structure. How does the family function, as a social
system, when faced with illness?

The Family as the ‘‘Field’’ of the Patient Role

In our description of the field of forces underlying the doctor-
patient relationship, the family was pictured as the major context
of patient behavior. Analogous to it was the medical profession
as the major context of the doctor’s role. (See the diagram on
page 63.) If anything, the family is the more sensitive social unit
in this picture. The doctor can, to some extent, individualize his
behavior, disconnecting himself from his profession. The patient,
however, is often not an individual in the true sense; the patient
ts a family.

The full significance of this idea is perhaps best conveyed by
example. For this purpose, a detailed account is presented below
of the experiences of the Q-family. This consists of a paraphrase
of and quotations from an actual case, as reported by Dr. Henry
Barber Richardson in his book, Patients Have Families. *'2

* Reprinted by permission of the publishers from Henry Barber Richardson,

Patients Have Families. Cambridge, Mass.: Harvard University Press, Copyright,
1945, by The Commonwealth Fund, New York, pp. 5-47.
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THE Q- FAMILY

Catherine Q-, a twelve-year-old girl, was the first member of
her family to be brought to the outpatient department of a large
metropolitan hospital. She complained of a sore throat.

With Catherine on her visit to this clinic was her mother,
Mrs. Q-. Although this was her first visit to this institution,
Mrs. Q- was not a stranger to hospitals. The oldest of her three
daughters, Laura, who would be eighteen years old now, had
died several years earlier from rheumatic heart disease. Laura
had been treated in another hospital by an eminent heart spe-
cialist. Moreover, there had been other illnesses in the family
that had been treated in several different hospital clinics.

Mrs. Q- and Catherine, her youngest daughter, were directed
to the pediatric outpatient clinic. Looking at the experience from
the patient’s view, what do we see?

Mrs. Q- approaches this visit with heavy concern, thinking of
her first daughter who died, comparing this hospital with the
other in which the results were so tragic. Several months earlier,
her second daughter, Agnes, had been sick. The doctor had said
she had a heart murmur. He spoke of rheumatism. And now her
youngest child. Recently, also because of a sore throat, Mrs. Q-
had taken Catherine to another hospital, where the doctor said
she had chorea which, he explained, was a rheumatic ailment.
That had passed quickly; but what will the doctor at this new
hospital say?

Mrs. Q- and Catherine open a door into a wail of protesting
babies. What follows is described below.

A mother with a baby is talking to a young doctor in a white suit.
. . . “Next. What’s the matter with the child; sore throat?” (Yes,
she. . . .) “Let me see her throat. Now her chest. That’s all. Go
across the hall to the small window.”

The registrar now questions Mrs. Q-. “Yes, Madam. Name of
child?”’ (Catherine Q-.) “Address? Ground floor?” (You see I’m
a...) “Number of rooms? (Four.) “Rent?”’ ($6.25 a week.)
“Age?” (Twelve.) “Occupation?” (Public School.) ‘“Father?”
(Martin, mechanic, born in the city.) “Mother?”’ (Catherine Q-,
housewife.) “Who referred her? The school doctor?”. . . . “Adults
in the family?” (Two.) “Children in the family?” (Two.) “Number
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working?”’ (One.). . . . “Fifty cents, please. Go up one flight of
stairs to your right.”

(Upstairs, a nurse meets Mrs. Q- and Catherine.) “You can leave
your daughter here while I weigh her. The doctor will be ready when
he gets through with his patient. . . .”” (The doctor isn’t as young as
I expected.) “Will you sit here, Mrs. Q-; and tell me about your
daughter? Sore throat and fever for a week? Father and mother are
well, are they? Daughter at home has heart trouble? First daughter
died of heart trouble? At what age? . . . .No serious illnesses?”’

The physical examination reveals nothing in the throat, but
there is a loud heart murmur, without enlargement of the heart.
The opinion is recorded: “Questionable heart disease of con-
genital origin.”” An x-ray of the chest for the heart is recom-
mended, and a skin test for tuberculosis. Both the x-ray and the
tuberculin test prove to be negative. After one more visit at the
end of the week, the case is referred for cardiac appointment.
However, a pencil notation on the record states that Dr. X (of
the cardiac clinic) is not making any more appointments.

At this point Catherine’s visits to the hospital stopped for two
years. After the two-year period, she returned, this time to the
adult medical clinic, because in the meantime she has passed the
maximum age for treatment in the pediatrics clinic. The record
reads: “Patient was sent from school for examination of the heart.
One year ago [actually two] seen in the pediatrics clinic, where a
diagnosis of possible congenital heart disease was made. Since
then has been up and around, active and well. One year ago
while trying to do two years of school work in one she grew
irritable, ‘nervous’ and jumpy, and her doctor advised that she
be kept out of school for six months.”

On this visit, the heart was “rapid and regular,” but the same
murmur was found. The Impression: “Over-active heart in an
adolescent girl. Question of rheumatic heart disease, mitral
insufficiency.” Recommendations: ‘Electrocardiogram; x-ray of
chest; basal metabolism.” None of these recommendations was
carried out and the next visit was again two years later.

At the next visit, the presenting symptoms are totally unrelated
to a cardiac condition. Nevertheless, the pattern is repeated.
Action is again deferred, pending the outcome of laboratory
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work. Again, the mother does not carry out the recommenda-
tions.

In the meantime, Mrs. Q- has appeared at the medical clinic
for treatment herself. Her symptoms involve dizziness, feelings
of weakness, flushes, and indigestion. In giving her marital
history, she states that her two living children have ‘“heart
disease.” In her own personal history, she tells of having ‘“high
blood pressure’” when she was between eighteen and twenty. On
her record, the impression (provisional diagnosis) is: (1) moderate
hypertension, (2) menopausal syndrome (that is, symptoms of
menopause), (3) hypothyroidism, (4) indigestion, etiology? (indi-
gestion of unknown causes). In the recommended laboratory
work, all reports are normal. None of the subsequent blood pres-
sure readings showed a high blood pressure. Nevertheless, from
this point on, Mrs. Q- speaks of herself as having ‘“high blood
pressure.”

The third member of the family, the elder daughter Agnes, was
admitted to the medical outpatient department two years after
her sister’s first visit. Her symptoms are weakness and tremor of
the legs for two weeks. Again, the history taken from the mother
emphasizes the “heart disease” of the children and her own
“high blood pressure.”” In the summary of Agnes’ first visit, the
following is recorded: ‘A sixteen year-old girl who has become
increasingly lazy and sluggish and who complains of weakness
and tremor of the legs on descending the stairs. Constipated, and
inadequate diet intake because of finances. Physical examination
reveals nothing abnormal, except that she is slightly under-
nourished. Impression: Malnutrition, slight. Inadequate intake due
to poverty. Treatment: Encouragement that the child has no heart
disease and is well. Medication: Cod-liver oil tablets.” This record
bears a medical student’s signature, and the “OK” of a doctor.

This is the first mention of the possible connection between
illness and economic stress. This is also the first time that a
question was raised about the validity of the diagnosis of heart
disease which has dominated the thinking both of the family and
of the examining physicians in the outpatient department.

The fourth and last member of the family is Mr. Martin Q-.
He came to the outpatient department three years after his wife’s
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first visit. Like his wife, he was, at the time, in his mid-forties.
Dr. Richardson’s review of the record of Mr. QQ-’s first visit is as
follows:

Mr. Martin Q- is a little man with a pinched expression and a
furtive look, who sits quietly but with an air of restlessness, like a bird
perched for flight. He has an ingratiating manner which betrays his
desire for approval. The record of admission adds the fact that both
his parents were of Irish stock, but were born in the United States.
The occupation is reported as mechanic and the employer is given
as WPA. Weekly income of the family, $25. Rent free for service as
janitor. A note on the record, dated a few days later: “Patient insists
he cannot pay x-ray fees.” A year later the record was to show in-
stead of WPA the statement, ‘“‘unemployed for a year,” coupled with
the statement, ‘“‘Home Relief $22.80 a week.”

Mr. Q- has been troubled with hemorrhoids for eighteen years,
and at one time, as we find out later, he expressed the fear of cancer
in connection with them. We can imagine his sensations when the
admitting doctor in the outpatient clinic refers him to the surgical
clinic. . . . For over ten years he has been having trouble with his
stomach. (Let’s see, ten years. Wonder what happened then. Oh,
yes, the industrial depression.) Family history: mother died of tuber-
culosis, no date given. Father died of heart attack, no date. Review
of parts of the body includes pyorrhea, toothache, slight spitting of
blood six months previously, ‘“nervous heart.” “Has practiced with-
drawal for fifteen years, marital relationship otherwise satisfactory.”
(Seems like a large qualification.) Present illness: Stomach trouble,
fullness, belching, for approximately ten years, increasing in fre-
quency and severity, not relieved by treatment. This is worse when
he is lying down at night, and he vomits nearly all night, as many as
twenty-five times, being repeatedly awakened. Physical examination:
slightly undernourished. No evidence of recent weight loss. No posi-
tive physical findings, except slight pyorrhea, with many teeth miss-
ing and many bad cavities. Impression: Cancer of stomach. This is
qualified by the highly important question mark. Recommendations
for laboratory work include extensive x-rays of the gastrointestinal
tract, but these are negative. . . . The patient was given belladonna
to relieve spasms of the stomach.

Much like the rest of his family, Martin Q- received an inten-
sive and highly skilled investigation of his medical condition. In
spite of the multiplicity of organic symptoms, however, none of
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the findings was sufficient to explain his difficulties. Finally, a
psychiatric examination was ordered, resulting in a diagnosis of
“mixed psychoneurosis with anxiety and conversion symptoms’;
the probability that his vomiting was connected with his emo-
tional state was asserted.

When Dr. Richardson reconstructed the medical picture of the
Q- family as a group, he found that a minimum amount of
attention had been given to the integration of the findings for
each of its separate members. The clues were all in the medical
records, but they had not been used to gain full understanding of
the illnesses and, consequently, treatment had not been effective.
For example, (a) it took two years for the first suggestion to
appear in the records that the financial status of the family might
be connected with illness; (b) four years passed before emotional
stress was considered to be a vital factor; (c) four years passed
before social service facilities were consulted. The social worker
then discovered that the family had been in contact with a
number of organizations in the city. In connection with the social
service report, a wealth of information became immediately
available concerning the intra-familial relationships and tensions.
These were highly relevant to the medical problems of the indi-
vidual members of the family, and to the family as a unit.

The relationships within the family have a continuing focus
upon two outstanding events: the death of the first child, Laura,
and the economic depression. However, the evidence reveals that
difficulties in the family, particularly between the husband and
wife, were present before these catastrophes, so that one cannot
speak of the latter as the ‘““causes.” For example, Martin Q-
earned a good salary during the early period of the marriage;
however, the family were not able to manage and went into debt.
Thus they were particularly vulnerable immediately to the
economic effects of the depression. Moreover, Mrs. Q)- assumed a
manipulative and dominant position in the family from the start.
Her mismanagement of the family finances is only the beginning
of a pattern whereby she acts to prevent her husband from taking
a secure and independent position as the breadwinner of the
family. Later, this is played out in a circular sequence of com-
plaint and discouragement. She complains that he is not working,
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and that she must work to support the family. When he moves
to correct the situation by getting work, she discourages him by
warning that he “is not well enough” for the kind of work that is
available.

The sexual relationship in the marriage is manipulated in a
similar way by Mrs. Q-. She reported to the psychiatrist that she
was aware very soon after it was started that withdrawal (coitus
interruptus) as a method of contraception was not satisfactory to
her husband, and that it seemed related to his increased tension
and stomach trouble. However, she was not willing to act to
change this aspect of her relationship with Martin Q-. The
depression and the death of Laura were the coincident events
that were used as the basis for beginning this sexual practice.
However, more than ten years later, after discussing it with her
doctors and apparently gaining insight into its ill effects upon her
husband, she could not change. Quite obviously, Mrs. Q- used
the sexual aspect of her relationship with her husband to fit a
motivational pattern in which her own dominance over the other
members of the family was the goal.

Mrs. Q- has manipulated her oldest living daughter, Agnes, in
a manner quite similar to the pattern with her husband. Again,
illness is used as a device to maintain the social organization
which she unconsciously prefers. With Agnes, Mrs. Q- constantly
invokes the image of her dead daughter, Laura, as a form of
invidious comparison. Agnes is constantly reminded how beauti-
ful and how intelligent Laura was, how perfect a daughter the
now-dead girl was and would have been. By comparison, Agnes’
dullness in school and her plain looks are never allowed to be
forgotten. In the meantime, Mrs. Q- indulges the youngest sister,
Catherine. She is particularly attentive to Catherine’s “heart
condition,” while encouraging her to be smart in school and
pretty (like her dead sister). Agnes is hemmed in between an
idealized image of a dead older sibling and the indulgence of a
younger one. She learns, thereby, that there are literally two ways
to get the affection and security which she craves: by death and
illness. It is not surprising, therefore, that Agnes starves herself
because of what the psychiatrist judges to be “a fear of eating.”
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Again, one could easily conclude that the major circumstance
of the food-deprivation that led to a serious anorexia nervosa in
Agnes was caused by the family’s financial situation. Undoubt-
edly, the financial difficulties were a contributory factor. How-
ever, it is just as indubitable that the financial hardship was not
a sufficient cause. With the relief of financial difficulties, the pat-
tern of Agnes’ self-deprivation continues. Her behavior remains
fearful, depressed, and dependent. She accepts the dependence
assigned to her by her mother, and does not easily give it up.
Eventually, Agnes was given psychotherapeutic treatment over
an extended period of time. Her dependence on her mother,
however, persisted stubbornly, to yield slightly only very late in
her treatment.

Agnes is, it would appear, a key figure in the family’s informal
social organization. She is the butt of Mrs. Q-’s most vocal
complaints, and the workhorse of the household. She is a scape-
goat who becomes the object of her mother’s neurotic conflicts
and social frustrations. Her sister, Catherine, on the other hand,
is not much better off. Even though it appears that she is indulged
by the mother, and encouraged, she is pressed into an extreme
anxiety that almost matches that of her sister.

Catherine, according to a psychologist’s report, appears to be
a girl of low average or dull-normal intelligence. Yet her mother
dreams of her going to college, and, in effect, drives her to
unrealistic ambitions. Catherine has responded with an extra-
ordinary effort to meet her mother’s wishes. The cost, however,
is substantial. Her anxiety is found to focus on school examina-
tions. Nervousness about her schoolwork caused her finally to
break down and become ill. Sickness, indeed, is her most effective
escape from the demands made upon her. She learns that sickness
like that of her dead sister is a most ready means to elicit her
mother’s affectionate attention. Sickness also is a means of
excusing her, at least temporarily, from the extraordinary effort
required to meet the role of intelligent and beautiful daughter,
which is her assignment within the family.

Summarizing the portrait of the Q- family’s medical prob-
lems, the outstanding feature is the manner in which illness has
been woven into the total fabric of family life.’® Treatment of the



THE FAMILY 135

organic symptoms that are present in each individual member’s
case can only be palliative unless it is calculated from a full
perspective of the family’s social organization.

Discussion

The drama of family life is perhaps nowhere given fuller
expression than in illness. Illness, as we described it in the
previous chapter, provides an individual with an acceptable
exemption from his normal social obligations. It is, in this sense,
a type of social deviance; and like all social deviation, poses an
implicit threat to the community. The effects of illness radiate
through the family to the community. The family is most vulner-
able to its threat, and appropriately, is the first line of defense.
As the most important social context in which illness occurs, the
family is the agency that generally decides whether a member is
sick or not; then it takes the first steps in the care of the sick. This
is the most obvious function of the family in illness, and often
the only one of which we are aware; but there are more.

In microcosm, the family represents the society; it is the first
medium for introducing each new member to the norms that
bind the complicated social life of the community into a stable
structure. This function, which we call the socialization of the
child, is always a variable, dependent upon the individual char-
acteristics of family members. It is possible, however, to construct
models of family behavior, against which the particular case may
be compared. One perspective from which such a model may be
constructed is that of the society at large.

To show the relevance of such models for the study of behavior
in illness was the major purpose of this chapter. Most significant,
it was contended, is the type of family that is characteristic of the
American urban middle class. Its distinctive features are:

(a) its small size;

(b) the independence of its principal unit, the nuclear family, from
other parts of the kinship system;

(c) its lack of diversified functions;

(d) its concentration, in social purpose, on supplying and managing
the needs of its members for love and affection;

(e) its readiness for mobility, both geographic and sociologic.!
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In the nuclear family the most pertinent roles are husband and
wife, mother and father, son and daughter, brother and sister. In
its organization as a role system, certain standard patterns of
expectation may be described. For example, in the urban middle-
class family, the wife tends to expect her husband to treat her as
an equal. She expects her husband to be independent, to have
initiative, and to plan for future success in his occupation. How-
ever, in his relations with her and with the children, the husband
is expected to be cooperative, to share responsibility, and to have
consideration for each individual. The husband, in turn, expects
his wife to be a helper in his plans for economic and social success.
He expects her to put his success goals above any personal career
or occupational goals of her own and to develop the social and
domestic skills suitable to his particular occupational status.!®

There is, of course, considerable variation from this pattern,
but the urban middle-class type, as described, is believed to be
the “modal” pattern of American Society. By class and ethnic
factors, patterned variation does occur, however. Thus working-
class families place less emphasis on the equalitarianism of the
husband and wife and are not so dominated by success goals.
The husband is the “provider,” but not the ‘“‘status-bearer” of the
family. Even more striking variations in pattern are found in the
Negro family and among ethnic subcultures that retain strong
orientations based on their cultural heritages.

Studies of American class structure have revealed that the
division of labor between the father and the mother is much
more specialized in the lower-class family than in the middle-
class family. Typically, the lower-class man works outside the
home, and does no work in the home. His wife cares for the
house and children and performs all household tasks except those
demanding physical strength beyond her capacity. Indeed, these
are the two primary sources of male authority in the lower-class
family: his physical strength and earning capacity.!® If either of
these is taken away from him, the lower-class husband-father is
rendered particularly vulnerable to illness. Studies of class factors
in mental illness offer increasing evidence to support this hypoth-
esis.” Particularly because jobs for women, in service occupa-
tions for Negro women, and in factories for both white and
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Negroes, are growing in number while automation and other
factors are undercutting the earning opportunities for unskilled
men, the American working-class family has been observed in the
process of becoming a ‘““matriarchate.” At least in the transition,
the adult male members of such households appear to be respond-
ing in growing numbers with pathological behavior of some kind,
in alcoholism, mental illness, or physical illnesses of psychogenic
origin.

Martin Q- presents a not untypical example. As long as he
maintained his position as the family breadwinner, harmonious
relationships were preserved in the family, even in the face of the
severe illness of Laura. However, when Martin Q- lost his job,
the resulting feeling of stress he began to feel appears to be a
major factor in the gastrointestinal illness which, from that time,
became his chronic problem.

The psychiatrist finds that Martin Q- is unable to conceive of
his unemployment as being a consequence of forces external to
himself. He adjusts to his violation of his self-image as the pro-
vider of his family by becoming sick. In the sick role he finds a
legitimate way to be without work. Another method that Mr.
Q- tries, abortively, is drinking. It is revealed that his father was
an alcoholic under similar life circumstances. Martin Q-; how-
ever, does not continue heavy drinking; the reasons for his volun-
tary abstention are not clear.

Mrs. Q-, at least to some degree, perceives her husband’s
problem according to the values that prevail in her social class.
“It’s our situation that gets him (Mr. Q-) down,” she says. “A
man should not be around the house all the time. He has to be
out, be with men.””’8 Even the problem of sexual adjustment be-
tween Mr. and Mrs. Q- appears to have at least some association
with his failure to meet the cultural expectation of the male head
of the household. It was when Martin Q- lost his job that coitus
interruptus was begun, ostensibly to avoid further pregnancies.
Would Mrs. Q- have been able to initiate this practice which was
so obviously unsatisfactory to her husband, if Martin Q- had
retained his position as the “provider’” and therefore as the head
of the household? Also, one must ask, was Mrs. Q-’s tendency to
discourage her husband’s attempts to find regular employment
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again motivated in part by her sexual rejection of him? Did Mrs.
Q- use her husband’s failure to meet cultural expectations as a
means to legitimize her personal feelings in the relationship, even
though the result is so destructive to her husband and to the
family? These questions introduce another level of analysis, in-
volving the individual motives of members of the family and their
effects upon the family as a small-scale social system.

It is worth pausing at this point to be certain that we have
made clear what we have called two distinct levels of analysis.
The first is the role system of the family with reference to the
culture. It is this level that is involved in the statement by
Mrs. Q-: ““A man should not be around the house all the time.
He has to be out, be with men.” What this means, more ab-
stractly, is that a working-class man like Martin Q- is expected
to be a provider and thereby working outside his home most of
the time. Moreover, his leisure-time life, also, is distinctly male
and separate from his family. These are role expectations that
refer to a social system external to the family; they are not
specific to Martin Q-, the individual, but to Martin Q- as a
“type’ of person in a given class status in the American society.

However, even as we establish a framework for comparing the
Q- family according to its general type, we must add that it has
a unique existence as a particular family group. Within the Q-
family, problems must arise that are particular to the manage-
ment of its own group dynamics; they are internal dynamics.?

When the Q- family is analyzed according to the social rela-
tions within the group, two very striking features are the domi-
nance of Mrs. Q- and the isolation of her husband. The arrange-
ment of the family members may be charted as follows:

~-
! Laura Q-
e — —

- an o -a

| Catherine Q-

r Agnes Q—

The inner dynamics of this family appear to be largely implicit
and unspoken. Explicitly, Mrs. Q- speaks of her husband and
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to her husband in terms of the norms of conduct that are appro-
priate to the adult male in his social class. She urges him to find
work, to be “out of the house,” to be the provider, and to have
little or no responsibility in the home. Implicitly, however,
whenever he attempts to fulfill these normal obligations, she
discourages him. She assigns (implicitly) to him a passive, de-
pendent role, telling him that he is not strong enough physically
for the work that is available to him.

Martin Q- accepts the implicit role assignment of his wife, but
at what appears to be a great cost. His illness, diagnosed as
psychogenic in origin, is the means whereby he resolves the
conflict between his conception of his normal role (provider,
head-of-household) and the fact of his passive dependence upon
his wife. Furthermore, there is no recourse for Martin Q- through
his children. As far as we know, Mrs. Q- completely dominates
her children as well as her husband, preventing their integration
in emotionally meaningful ways by manipulating them into
divergent life patterns.

Laura Q-, although deceased, is, next to her mother, the most
significant figure in the family. Her image is invoked to inspire
Catherine and to subjugate Agnes.

Agnes, though the oldest living child, is the lowest in the
family’s hierarchy of status. Agnes is assigned by her mother to a
role of servility and self-abnegation. With Laura and Catherine
designated as her superiors in beauty and intelligence, Agnes is
assigned and accepts a servant’s position in the family. Her frus-
trated wishes for love and affection are, like those of her father,
expressed in illness. Here she uses the model of her dead sister:
she develops heart symptoms, and reaches for death with a
psychogenic illness which makes food intake impossible (anorexia
nervosa).

Catherine also accepts on a manifest level the role assignment
of her mother; but, through illness, implicitly rejects the assign-
ment.?

Summary

Our sketch of the doctor-patient relationship has followed
closely a model that included the following: (a) the doctor’s
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role, drawn to show the importance of (b) the medical profession
as the main institutional context of his behavior; and (c) the
patient’s role as it is based upon (d) the family as the primary
source of behavior in illness.

If the picture were left as it is, one would still see a social
system in which every patient deals essentially with his own
doctor. This image is hardly realistic. It leaves out the most
significant institution in modern medicine, the hospital.

Serious illness, as our study of the family has shown, cannot
easily be cared for within the modern family. Modern medicine,
with its complex technology and specialization of function, can-
not be practiced with complete effectiveness out of a black bag,
or even in an individual office. As a result, the hospital has
developed as the major social institution of modern medicine.
Therefore, before elaborating further the dynamics of the doctor-
patient relationship, we must study carefully how the hospital
intervenes in this relationship.
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Chapter 6

ORIGINS OF THE
TEMPLE OF MEDICAL SCIENCE

Sickness 1s a matter of alarm, not of logic. Even when society
acts with a logical end in view, it must be prepared to yield at
many points to the nonlogical sentiments of the individual whose

survival is threatened.
Epwarp D. CHURCHILL, M.D.,

“The Development of the Hospital.”!

DuriNG THE PAST CENTURY the locus of medical practice has
shifted from the home to the hospital. Much more was involved
than a change in the setting of patient care. The implications both
for the physician and for the patient have been revolutionary.

The hospital was not always, as it is now, a “temple of medical
science.”? Created as a refuge for the pauper and the friendless,
the hospital belongs to the community, and its form has varied
with the needs and goals of society. The doctor, on the other
hand, has preserved a position as a free member of society. The
medical profession was organized and consistently remained in-
dcpendent of the hospital. Strong bonds between the two de-
veloped; but, in contrast to the monastic orders, medicine es-
caped from the heavy burden that full responsibility for the
building and maintenance of hospitals might have loaded on its
shoulders. Today this historic fact may easily be lost sight of as
we see a blending of the duties of the profession with the mission
of the hospital.

That the doctor has been and continues to be essentially a guest
in the hospital is not by chance. It is an expression of an inherent
duality of purpose that has existed in the hospital since its origin.

145
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The doctor’s role is preeminently that of the healer, but healing
is only one of the two major functions of the hospital. The other
is to comfort. It has not been the doctor, but others, particularly
the nurse, who have filled the role of comforter in the hospital.
Moreover, the close historic association with organized religion,
as well as with the care of the poor, has made the hospital a house
for medicine but not medicine’s house.

Still, one may ask, can healer be separated from comforter?
The sick, by definition, are helpless to some extent and are made
thereby dependent upon others for the elemental requirements of
everyday living, as well as for specific help in combating the
causes of illness. To serve the sick, therefore, is it not required
both to comfort and to heal as an integrated combination of
functions rather than a dualistic separation?

The answer to this disarmingly simple question is quite com-
plicated. Logic suggests that the dualism is unnecessary. A study
of the history of the hospital, however, reveals that nonlogical
factors often have exerted the most important influence upon its
development. As an eminent physician-historian has written:
“To present in chronologic sequence the predecessors of the
present-day hospitals and imply that there has been a steady
transition from the primitive to the simple and from the simple
to the complex, would create the illusion that the hospital has an
autonomous destiny and a momentum of its own. Actually it is
but an organ of the society that creates it.”’®* Moreover, ‘“‘the
quest of individual man for survival and for relief of suffering is
surrounded by his own nonlogical desires and actions as well as
those of his friends and family. Society may respond to the situa-
tion by equally nonlogical sentiments that range from pity to
complete indifference.”* What might be called the “illusion of
logic” is tempting but, as we shall try to show, it is only an illusion
in the case of the hospital.

A second pitfall follows from the overwhelming significance of
scientific technology in the hospital today. We have observed, for
example, that the nurse has become more and more a skilled
technician as the complexity of the technical demands of good
medical care has increased. As the techniques of healing have
fallen increasingly to the nurse, a shift has been observed in her
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role from comforter to healer. The concern for the patient’s com-
fort, it has been argued, is inherently secondary in importance to
healing, and the changing role of the nurse is used as a demon-
stration. The implication is that he who cannot help, comforts.
The fallacy of such reasoning lies in its implicit assumption that
the science of healing and the “art” of comforting are at opposite
ends of a single continuum. They are, in fact, two separate func-
tions that are not necessarily related. That the ascension of one
sometimes leads to the neglect of the other does not change the
fact of their separateness.

At this point in the discussion, we seem to be moving in a curi-
ous kind of circle. It is true, we have said, that the dualism of
healing-comforting is a significant factor in the hospital, but it is
not logical. Next, we asserted that it is logical that advances in
the technology of medical care may occur together with ad-
vances in our ability to help comfort the sick; but, we add, it is
not true—or, more accurately, it does not tend to happen that
way. Let us see if we can straighten out the circle.

Our first step will be to present a brief historical view of the
development of the hospital as a social institution. This, in turn,
will become the point of departure for a discussion of some special
aspects of the general hospital. Subsequent to that, we will discuss
in detail the mental hospital. The latter is chosen as an example
both of some problems that are generic to hospitals and of prob-
lems unique to the kind of illness that is its central concern.

The Hospital: Origins and Development®

It is common to assume that the hospital is motivated simply
“to care for . . . [the] sick man and by so doing restore him to
his occupation as a useful member of society.”” However, from its
very beginning when religion was its primary propelling force,
the hospital has been guided by a variety of motives, among
which the logic and humaneness of healing were often secondary.

Without doubt the most powerful single stimulus to the de-
velopment of the hospital can be found in what Edward Churchill
calls “those attributes of man that seek to find expression in the
Christian religion.” Christianity for nineteen centuries ‘“has
cherished, nourished, and guided the hospital as a traditional and
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sometimes convenient means of obeying the commandment of
mercy and compassion.”

The teaching of St. Paul, “and now abideth faith, hope, and char-

ity, these three; but the greatest of these is charity,” set down for all

time the principle that the inward mysticism of spiritual life must be
joined by some outward expression of love toward one’s fellow man.®

The Christian hospital actually came into being after Emperor
Constantine recognized Christianity and established it as the
state religion. At the Council of Nicaea in A.D. 325, the bishops
were instructed to establish a hospital in every cathedral city.
Curiously, the concept of charity, which is considered the origi-
nating motive for these hospitals, quickly degenerated into the
practice of almsgiving as a means of salvation. St. Chrysostom
(344 to 407) taught “if there were no poor, the greater part of
your sins would not be removed; they are the healers of your
wounds.”

Thus, almsgiving that supported the early hospitals was neither
motivated by the thought that social conditions might thereby be
bettered, nor was it an expression of the original Christian concept
of charity. The aid to the poor brought by these early hospitals was

not a simple act of brotherly love but a complicated device directed
toward securing grace and salvation for the almsgiver.’

In the early Christian hospitals, there appears to have been
some systematic attempt to differentiate the medical and social
functions. This was a differentiation that was lost sight of as ““in
the eyes of society the ills of poverty became blended with the ail-
ments of disease.”8

During the following centuries the hospital developed in path-
ways closely related to the major events and forces of the time.
““As late Roman society took on the form of medieval feudalism
many of the early Christian hospitals suffered by diversion of
their funds, either into ecclesiastic channels on the one hand, or
to the purposes of the Barons who were no less avaricious than
the bishops.” The Crusades (1096 to 1291), providing the con-
secration of war, offered an alternate, somewhat more grand,
“pathway to heaven’ compared to almsgiving. On the other
hand, the Crusades led to the need for more hospitals for both the
crusaders and their victims. Consequently, hospitals were estab-
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lished during this period. It was during the age of monasticism,
however, when the largest number of hospitals were founded.

The medieval hospital was a house of shelter and care, rather
than an institution for medical treatment. The ecclesiastics who
staffed them were at one time skilled in the medical practices of
the day, but gradually this skill withered under the influence of
church doctrine.

Belief of the clergy centered in the power of prayer, fasting, and
the ability of the saints to work marvelous cures. A devout sufferer
wandered from place to place with the hope that some miracle,
stories of which were on the tongue of every fellow patient-pilgrim,
might occur in his case. Itinerant friars and other holy men brought
miracles to those too ill to travel.?

The Reformation brought in its wake drastic changes in the
hospital, just as in all other aspects of life. In England the hospi-
tals were changed most radically when the Reformation Parlia-
ment of Henry VIII dissolved the monasteries (1536 to 1539).
This type of political action effectively negated the ecclesiasticism
that had prevailed. However, although the hospital ceased func-
tioning, in the minds of men, primarily for the salvation of the
soul, it did not become transformed immediately to an institution
based on a knowledge of disease and the application of science to
the cure of the sick. This development did not crystallize until
the great voluntary hospitals were formed in cighteenth-century
England.

The dissolution of the monasteries by Henry VIII left England
virtually without hospitals for two centuries. “This clean break
with the ecclesiastic past gave free opportunity for a fresh start.”
Out of the “enlightenment,” the spirit of this new beginning was
found. “Humanitarian” is the name used to describe this spirit
that found expression in voices like those of Locke, Newton,
and Hume.

The new hospitals were based on individual gifts and initiative
and on coordinated voluntary efforts and subscription. The em-
phasis was on philanthropy that was socially constructive, not merely
almsgiving. The whole movement was still tied to Christian ethics
but “other great forces were at play.”
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The Hospital and the Medical Profession

During the medieval and renaissance periods, when the medi-
cal profession organized itself into the structure required for its
development as we now know it, medicine as a profession re-
mained independent of the hospital. It is still independent,
although recent trends link them more closely.

In practice, the hospital belongs to the social order, and is
molded by society’s needs and the means which society wishes to
provide. ‘“The doctor is a free member of society. He may attach
himself to the hospital; it is part of his tradition voluntarily to
contribute his skills to the care of the sick poor.” He does not,
however, traditionally take responsibility for organizing and
maintaining the hospital.

In the eighteenth and nineteenth centuries, the physician came
to be welded more closely to the charity hospital. Several motives
moved him: “first, the ethical humanitarian response evoked by
a vivid firsthand knowledge of the suffering that accompanies
disease; second, the urge for increased knowledge and experience
that might sharpen his skills; and third, the responsibilities of a
teacher to impart the art to those qualified to consume it.”’1°

Nevertheless, the full development of the modern hospital, and
the doctor’s role within it, could not take place until the accept-
ance of methods of antisepsis and asepsis by medicine and the
hospital in the late nineteenth century. Prior to that, the hospital
was truly a death house. As late as 1788, the death rate among
patients at the Hotel Dieu in Paris was 25 per cent, and that of
surgeons and attendants from 6 to 12 per cent a year."! “Hospi-
talism” was the term that came into use, describing the great
danger of cross infection in the hospital.

“No event in history so altered the relation of the hospital to
the social order as one single contribution coming from medical
science in the last quarter of the nineteenth century,”” Churchill
writes. ‘““To understand this change it is necessary to set the clock
back seventy-five years and learn the sinister implications of the
term ‘hospitalism,’ a word that is now happily forgotten. In spite
of the compassion of religion and the nobility of ethical motives,
and notwithstanding an increased understanding of disease and
a growing effectiveness of remedies, to enter a hospital as a patient
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at that time meant taking a calculated and by no means insignifi-
cant risk. It was no mere happenstance that the hospital was
dedicated to the sick poor. The risks of entering a hospital had to
be balanced against the hazards of a sickness in the hovel of the
pauper, or the inability of the stricken traveler to find shelter and
care in a strange community, or the necessity and urgency of
some malady requiring the operative skill of a surgeon otherwise
unavailable. In the absence of these or similar circumstances of
dire necessity, no one in his right mind could consider a hospital a
desirable or safe place in which to take up temporary residence.”’!?
“Hospitalism’ was finally banished by Lister, who applied the
discoveries of Pasteur to wounds and devised the procedures of anti-
sepsis and asepsis that were to minimize for all time the hazards
of cross infection. And it was only with the end of hospitalism
that the doors of the hospital opened to all classes of society.

The almsgiver and the philanthropist now could seek the hospital-
ity and care of the institution that they had created as a refuge for the
pauper and the friendless. The sick of all classes began once more to
make pilgrimages, this time to the hospital as a temple of medical
science. They sought knowledge and skills rather than faith and
miracles.!?

The hospital awakened to a new era in its history. For both
patients and physicians, the consequences were extremely
significant.

Without any question, the revolutionary changes that began in
the hospital eighty-five years ago were based in the scientific
revolution occurring in medicine. ‘“While Miss Nightingale and
the followers of Pasteur were making it safe for people to go to
hospitals,” a recent study reports, “the development of modern
medicine was making it more and more desirable for them to do
so and at the same time increasing the value of the hospital to
the doctor.”

Doctors needed more precise control of patient care than was pos-
sible with unskilled attendants in the home, if they were to give their
patients the full benefit of scientific advances. Highly skilled nursing
was vital. The reforms in nursing education which occurred at this
time provided young women equipped with the needed skills. This
training was given in the hospital. Gradually it was realized that the
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skills developed there could be helpful to nurses who were employed
to care for sick people in their homes. But their services could be
directed and utilized more effectively in a specal institution.

Precise and elaborate rituals of aseptic surgery could be observed
more easily in a special wing of a special building than in a hurriedly
rearranged bedroom or domestic kitchen. When aseptic methods
made it safe for the surgeon to open the abdomen, and other body
cavities, there was a rapid increase in the number and complexity of
operations which he dared perform. This resulted in such a great in-
crease in the number and complexity of surgical instruments that
transporting them became a problem. During the past fifty years
clinical applications of research discoveries, such as x-ray, the meas-
urement of basal metabolism, the electrocardiograph, and radio-
active isotopes, necessitated the development of costly and bulky
equipment. Laboratory examinations were becoming increasingly
important in patient care and could be made available more
promptly and efficiently when the patients were gathered under one
roof than when they were scattered through residential areas.

As a result of these developments, the hospital became the place
where the best, rather than the worst, care could be given—first to
surgical patients and later to an increasing number suffering from
medical illnesses. At length it was only in the hospital that the doctor
could find resources for the care of many of his patients at a cost
which was not prohibitive. *!4

In association with these very logical and fortunate conse-
quences of technological development, however, there were other
quite different ones. The need for technical skills, for example,
exceeded the ability of physicians to supply them. Nurses and
new categories of technicians were mustered into the breach. In
this situation the patient, although safer than ever, sometimes
found himself less comfortable than ever. His needs outside of
those specific to the technical aspects of the healing process con-
tinued to be important not only for a sense of well-being, but as
a vital part of the healing process itself. The underlying dualism
of purpose in the hospital, in other words, persisted, and in un-
anticipated ways made itself apparent in the modern hospital
just as before.

* Reprinted by permission of the publisher from Temple Burling, Edith M.
Lentz, and Robert N. Wilson, The Give and Take in Hospitals: A Study of Human
Organization in Hospitals, G. P. Putnam’s Sons, New York, 1956, p. 5.
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For the doctor, the hospital became essential for the proper
care of major illness. His interests have blended with the function
of the hospital, leading to a sense of ownership and sense of re-
sponsibility that, historically, is new. Similarly, the function of
the hospital in the education of new doctors has changed.

For centuries medical education was more or less a form of
apprenticeship training. To a considerable extent, in this country
as in England, medical apprenticeship was pursued in, and under
the management of, voluntary hospitals. However, a radical
revolution in medical education coincided in the United States
with the modernization of hospitals. Basic to medical education,
as to the hospital; was the problem of integrating methods of
medical practice with related advances in the natural sciences.

The direction taken by American medical education, unlike
that of England, was toward association with the university. It is
now the very rare exception to find an American medical school
that is not affiliated with a university. This relationship has been
most stable for the first two years of professional school, the so-
called preclinical or basic science years. The organizational pat-
terns of relationships between the university and the hospital
have been more varied.

One of the approaches to the clinical education of physicians
has been to continue bedside training in voluntary and also
governmental hospitals that have become ‘‘affiliated” with uni-
versity medical schools. Under this system, clinical teachers are
recruited from among successful practitioners who continue
in private practice but agree to devote a portion of their time
to teaching. The hospitals receive the benefit of service from
students, interns, and residents recruited by the university. This
seemed a logical enough arrangement; but in the experience
with this approach, several unanticipated difficulties become
manifest.

On the one hand, the traditions that developed out of the ap-
prenticeship period were against it. The hospital was prone to
view patient service as the primary goal and the education of
physicians as ““a harmless by-product of the care of the sick.”
Only grudgingly did it admit that participation in medical edu-
cation brought benefit to the hospital.
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Secondly, the new skills and knowledge introduced into medi-
cine as the by-products of scientific advances were not well
adapted to the apprenticeship method which persisted at the
bedside. As Churchill reports, ““. . . a different type of guidance
became necessary in the education of the doctor. The student of
today must be encouraged to think for himself and acquire a
faculty of critical judgment that will stand him in stead through-
out his entire professional life. It is no longer feasible to limit
training to the acquirement of skill in the use of existing tools and
methods; the student must be educated so that he can learn to use
new tools and change to more effective methods as these become
available.”!® In other words, the frame of reference that is basic
to scientific inquiry was adapted to the clinical practice of medi-
cine as well as to the “preclinical’” laboratory sciences; and, as a
consequence, the needs of clinical teaching changed in a way that
was difficult for existing hospitals to meet. If one asks why hospi-
tals could not fulfill this important educational function, the
answer is hardly self-evident. After all, the clinical professors had
been recruited from among the famous and successful. Why were
they not suitable teachers? Of course, some of them were; but, it
must be added, many were not. Edward Churchill, an outstand-
ing surgeon himself, gives the following explanation:

It was found that “success” in practice might be acquired on the
basis of other attributes than an open and inquiring mind. As is the
casc with musicians, the ability of the virtuoso to perform is by no
means an index of his ability to teach. Again, preoccupation with a
large private practice left too few hours to be spent with students,
particularly since bedside instruction in small groups was displacing
the didactic lecture given to the class as a whole. But a professional
staff hicrarchy had grown up in the hospital, whether the institution
was under the management of a governmental unit or under the
Board of Managers of a voluntary charity. The practitioners in con-
trol of the wards had achicved their positions by virtue of long and
meritorious scrvice that brought advancement by rigid rules of
seniority. They had acquired vested interests that the university
could not challenge."

In answer to the problem, a new type of hospital began to
appear, the university hospital, which was owned and organized
specifically for the purpose of medical education.
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A similar story can be told concerning the third major motive
of the medical profession, the urge for new knowledge to add to
medical skill. Just as the ‘“‘ethical humanitarian response to the
suffering of illness,”” and the responsibility to communicate the
art to new doctors impelled the medical profession more and
more toward the hospital, so did the drive for scientific research.

All of these recent developments seem to follow a logical
enough course. However, even the compelling logic of science has
been forced to wait on very nonlogical sentiments prevailing in
society. Thus the name ‘““temple of medical science’ as it has been
applied to the modern hospital raises questions that have a very
old ring:

It is possible that the profession is unconsciously drifting into a
dangerous position not wholly unlike that in which the Church found
itself before the Reformation. If one listens carefully, a faint ringing
of bells can be heard when some miracle of medical science is re-
corded in solemn protocol; salvation in this world can be achieved
only if you “consult your doctor,” and the pain and anguish of the
fires of hell will overtake the ignorant or wilful who fail to heed this
admonition. The quest for individual survival in this world is fully as
intense as the older hope for personal immortality in the next.!®

The Temple of Medical Science:
What God Does It Serve?

To speak of a “temple of science,” as we have just done, is to
speak of an anomaly. For a temple is by definition a fortress of
tradition and ritual; it is stable and resistant to change. Science,
on the other hand, is the opposite. As Weber has pointed out, the
future obsolescence of today’s “discovery” is part of the essence of
scientific endeavor:

In science, each of us knows that what he has accomplished will be
antiquated in ten, twenty, fifty years. That is the fate to which science
is subjected; it is the very meaning of scientific work, to which it is
devoted in a quite specific sense, as compared with other spheres of
culture. . . . Every scientific “fulfillment” raises new ‘“‘questions”;
it asks to be surpassed and outdated. Whoever wishes to serve science
has to resign himself to this fact. . . . We cannot work without
hoping that others will advance further than we have.?
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Nevertheless, the metaphor is appropriate. The new scientific
spirit of the hospital merged with a sense of faith that is very old.
Like the religious temple, the hospital became a sacred place, a
trusted source of help both to rich and poor. For the wealthy, in-
stead of St. Paul’s charity or almsgiving for salvation, the hospital
became a favored object of huge gifts, and whole wards, wings or
buildings were built as their personal monuments. Yet, even as
buildings grew bigger, technical equipment more complex, and
the range of services broader and broader, the awed, worshipful
attitudes of the public began to change. Witness the recent
charge of a popular weekly magazine that a “‘secret investigation
of hospitals has confirmed what many Americans have long sus-
pected: a hospital is not a fit place in which to be sick.”?

The public attacks on the hospital that increasingly are being
pressed, protest more than anything else the depersonalization of
the patient. “A hospital resembles a factory, where patients are
stored in neat white beds.” “To the hospital staff, a patient has
no name; he’s the ‘ulcer in 304.””” ‘““Hospitals are run for the con-
venience of the doctors, nurses, and staff.” ‘“The patient’s needs
come last.” These are but a few random selections from cartoon-
captions, headlines, and newspaper column leads.

“The doctor-patient relationship is breaking down,” it is
charged. Who is at fault? “Too concerned with their own prob-
lems and dissatisfactions, the members of the staff lose sight of the
patient’s emotional needs. And even though his medical needs
are ultimately satisfied, the patient regards the staff as hard,
callous and uncaring.”®

There is, of course, the possibility that these charges represent
no more than the usual sensationalist muckraking that is fashion-
able in American journalism. In the publishing trade the dictum
“Lincoln, dogs and doctors’ is well known. During slow times,
these three subjects seem to have a never failing fascination for
the public. Moreover, attack and exposé, like crime and cow-
boys, are belicved to have a ‘“‘sales appeal’ that beats the docu-
mentary and informative.

Unfortunately, however, there is evident substance to these
charges. Overstated the case may be, but the underlying facts
cannot be denied. Moreover, systematic efforts to study the roots
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of hospital problems have developed rapidly in the wake of
World War II. These studies anticipated the journalistic cam-
paigns, reflecting the deep concern of the medical profession and
others concerning what they regard obviously as significant
“real problems.”

The Trend Toward Personalized Care

Like all social institutions, the hospital does not easily change
customs and attitudes which are long established. Moreover,
there is a rich record of accomplishment which the modern hospi-
tal rightfully claims in answer to the challenges of its reformers:
many of the practices currently under attack were developed and
have demonstrated their effectiveness in the fulfillment of com-
plex medical and surgical goals. Nevertheless, trends toward sig-
nificant change, this time in a direction determined by human
or nontechnological factors, are unmistakable.

The outstanding change has been in the approach to the
patient’s response to his illness. The patient’s feelings about him-
self, his physician, and the hospital have begun to assume, not
secondary importance, but primary significance in his treatment.
This is not to say that patient feelings were totally neglected
before. However, whereas previously to make the patient ‘“‘com-
fortable” was considered humanitarian, current changes in
patient care assume that social-emotional components have a
primary significance for the course of illness. This may seem a
very slight change, but its consequences promise to be consider-
able. Instead of stripping the patient of all connections with his
identity outside the hospital, and focusing on his principal com-
plaint to the virtual exclusion of other considerations, ‘“‘compre-
hensive care’ is becoming the watchword.

Why, one may ask, is it at this particular time that the history
of the hospital has taken this turn?

One answer is similar to that used earlier to explain new
trends in medical education. (See pages 11-17.) Basically, the
change began in medical practice itself. The very success of medi-
cal science during the past half-century has reduced fears of
death associated with acute illness, and at the same time increased
problems of health. “We are faced with the fact,” an eminent
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physician recently declared, ‘‘that perhaps one-half of all patients
or more have nothing wrong with them in terms of prospective
death. But can we say that there is nothing wrong with them in
terms of prospective life?”’??

Patients, in other words, are more “healthy’ in general than
they were just two short decades ago. Advances in public health
practice, in the prevention of specific illnesses, and in preventive
medicine as a whole have eliminated some of what were medi-
cine’s worst problems a few short decades ago. In acute illnesses
of the respiratory and digestive tracts, the threat to life has been
drastically reduced. The improvements in therapy have been
matched by advances in diagnostic method.

These advances and gains, however, have themselves created
new problems and spotlighted old ones that were less visible in
the shadow of the great medical threats of the past. With in-
creased life expectancy, an older patient has emerged to demand
new understanding of the problems of aging. And with the new
skills available in physical diagnosis, the patient whose tests are
“negative’ but still feels ill has gained a higher status medically.
The sick who have “nothing wrong” are no longer the focus of
the psychiatrist alone but of all physicians.

Summary

This telescopic view of the history of the hospital has been
designed to show that “‘the form of the hospital emerges as a re-
sultant of many forces active in the social order of the times.”
The underlying process is not necessarily logical. The powerful
logic of science, even in modern times, has been forced to wait on
very nonlogical sentiments prevailing in the society. Christian
ethics, science, war, economics have all been instrumental in the
forming of the modern hospital. They continue to act as the in-
fluences from which the hospital of tomorrow will emerge.

History, however, provides only the background. Moreover,
in so brief an account, the historical description lends itself to a
misleading sense of logical progression. The modern hospital is
actually not one type of institution: it is a complex of types. In
general, the structure of the modern hospital may be differen-
tiated from that of other historical periods, and it can be related
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to earlier forms. These statements are predicated on a longi-
tudinal view. Looked at in cross-section, as in the next chapter,
the modern hospital takes on a different appearance.
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Chapter 7

THE GENERAL HOSPITAL AS A
HUMAN ORGANIZATION

THERE ARE 7,000 HOSPITALS in the United States alone, employ-
ing 1,200,000 full-time workers, and spending an estimated
$4,000,000,000 each year. Among the factors that have con-
tributed to this development are several we have already dis-
cussed, including the need for hospitals created by technological
advances in the science of medicine, the growth of the general
population, and changes in the family. Even more notable per-
haps has been the change in lay attitudes toward acceptance of
the use of hospitals for a wide spectrum of medical problems. The
result is a vast and complicated institution, comparable in many
respects to other complex organizations characteristic of our age.
" The hospital has become a bureaucracy, and this, without
doubt, is the most significant experience it shares with contempo-
rary political, industrial, and educational institutions. To under-
stand hospital bureaucracy, one must study its problems of
communication, lines of authority, status hierarchy, value sys-
tems, and power—all very familiar in the general sociological
study of complex organizations. There are, on the other hand,
problems that are unique to this particular institution, those
derived from its history and special purposes. Analogy can take
us just so far and then the path of hospital analysis takes its own
turn.

Perhaps the most extraordinary feature of the hospital is that
its two most important members, the doctor and the patient, are
in but not of the hospital. ““The physician,” it was observed in a
recent study of hospitals in the United States, “has enjoyed a
highly autonomous role in the hospital organization. This au-
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tonomy has been laden with power to direct the course of the
organization; explicit authority has been immense, and implicit
authority perhaps even more potent. It is important to recognize
that the doctor’s ability to produce desired effects in organiza-
tional life has been joined to a flourishing negative capability—
a freedom from—for escaping many of the ordinary demands of
that life. In a curious sense, any doctor who is not a full-time
department head in a teaching hospital has been a ‘guest’ of the
organization, much as the other primary party to the curative
transaction—the patient—has been a guest. But the medical man
has been a guest with very special prerogatives, one who like ‘the
man who came to dinner’ has insinuated himself into a dominant
position in which he could regulate the temperature without
paying the fuel bills.””!

The doctor’s role, however, is changing. The independent
practitioner, accustomed to a purely private relationship with his
patient and to absolute authority over auxiliary personnel when
he came to the hospital, has joined a medical “team.” Former
aides have grown into full-fledged collaborators. His once unques-
tioned monopoly of professional status increasingly gives way to
the claims of nurse, hospital administrator, social worker, dieti-
tian, physical therapist, and others. The implications for all
concerned are profound. !

The role of the patient in the hospital is structured to a large
extent by the nature of the illness.? In acute medical and surgical
illnesses, the patient is more or less dependent upon others; he is
a passive observer and not an active participant in the life of the
hospital. As Wessen has noted, the patient under these conditions
is, for hospital personnel, not so much a part of their social
system as a reference group whom they serve and toward whom
they orient many of their actions and attitudes.® A quite different
situation is involved in long-term illness, where patients are a
vital part of the hospital social system.*

Associated with each of these polar opposites of illness is a
distinctive type of hospital. The first is the most familiar type,
“the community hospital operated under the auspices of a volun-
tary organization for nonprofit purposes, where general medical,
[obstetrical] and surgical care is offered and most patients are
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short-term guests.” ** The second type, the specialized institution,
for patients who need long-term care, is perhaps best character-
ized by the mental hospital.

To avoid confusion as we look at some of the organizational
details of the hospital, each of its main types will be discussed
separately. The general hospital is the subject of this chapter, to
be followed by two chapters on the mental hospital.

The Hospital Troika: Three Sources of Authority

The troika, that fabled Russian sleigh, has become something
of a household word in this country, thanks to a notable United
Nations debate.® If, as is well known, it is something of a feat to
keep a team of three horses, harnessed side by side, pulling
together, how much more difficult would it be in the organiza-
tion of men. Yet the hospital is such an organization. In its
harness are three sources of authority: the Board of Trustees, the
Office of Hospital Administration, and the Medical Staff.

In the hospital troika, the administrator is on one side, the
medical chief of staff is on the opposite side, and the board is in
the middle. The board holds the hospital in trust, representing
the wishes of the donors and the community. The administrator
and the medical chief of staff are the working heads of the
hospital, in charge of the actual operation. The administrator is
the custodian of property and equipment, the keeper of records,
and the arbiter of the increasingly complex human relations that
are part of a modern bureaucratic organization. The medical
chief of staff retains his traditional responsibility, to provide the
best possible medical care for the patients. More recently, re-
search has been added as a new responsibility of the medical
staff, a vital function that, only in modern times, has been
attached to the hospital.

Such a group, if only because it is a triad, lends itself to prob-
lems of divisive conflict. In a three-person group, when a division
of interest or opinion arises between two members, the third may
be expected to become the target of a competitive struggle. Each

* Reprinted by permission of the publisher from Temple Burling, Edith M.

Lentz, and Robert N. Wilson, The Give and Take in Hospitals. G. P. Putnam’s Sons,
New York, 1956, p. xv.
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of the two differing parties seeks to persuade the third to his side
and against the other. The triad, according to studies of small
group interaction, is a basically unstable group in whom a work-
ing consensus is difficult to achieve.’

In the three-way grouping of hospital authority, the adminis-
trator and the medical chief of staff are, in many ways, natural
antagonists. Each has special interests. The administrator is con-
cerned with the financial stability of the hospital, and such
problems as interdepartmental relations and the coordination of
diverse working groups. “He has to think of all the possible
internal effects of policy decisions and interest himself in many
details of routine management.” *® Doctors tend to be concerned
not with these details, but primarily with technical, medical
problems. These two points of view are bound to clash peri-
odically. When, for example, a problem of patient care or of
research calls for new equipment, the physician’s characteristic
tendency is to ask for immediate action without regard to
budgetary considerations. The administrator is more likely to
take a long view, to probe and question the importance of the
request, and to think of its consequences in the various parts of
his organization. The new purchase may require space, person-
nel, and so on. For the physician, there are other overriding
considerations. To save lives, to advance knowledge, to effect
cures or better diagnosis: these are the sacred prerogatives of
medicine. For the physician, they take precedence over con-
siderations of budget or administration.

In pursuing their often divergent interests, however, neither
the medical chief nor the administrator has a clearly defined area
of authority where he can function alone. Theoretically, the
board, administrator, and medical staff have a common interest
in adequate patient care, and changes can be effected only
through the agreement and cooperation of all three. In actuality,
one often finds a typical triadic struggle, in which the doctor and
the administrator vie with each other for the support of the board.

In this contest the physician has become accustomed to certain
clear advantages. For example, Harvey Smith, writing about

* Reprinted by permission of the publisher from Temple Burling, Edith M.
Lentz, and Robert N. Wilson, The Give and Take in Hospitals. G. P. Putnam’s Sons,
New York, 1956, p. 37.
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hospitals a decade ago observed: “There is almost no administra-
tive routine established in hospitals which cannot be (and fre-
quently is) abrogated or countermanded by a physician claiming
medical emergency—or by anyone acting for the physician
claiming medical emergency—or by anyone acting for the physi-
cian and similarly claiming medical necessity. Upon close ob-
servation,”” Smith added, “it is found that the actual authority of
the medical man in the hospital is very great indeed. Although
the conventional organization chart portrays the position of the
medical staff as outside the line of authority, we observed physi-

cians . . . exerting power throughout the hospital structure at
all levels—upon nurses, ward personnel, upon patients, and
even . . . directly upon administrators themselves.”?

“What the physician had,” another observer writes, “at the
time when modern medicine had achieved many of its great
advances in specific therapies and surgical virtuosity, but when
hospitals were yet in a stage of relative organizational simplicity
and traditionalism, was a workshop contrived for his convenience
and a host of subservient auxiliary personnel. The high tide of
the doctor-dominated hospital, perhaps extending from 1goo-
1950 (although its crest varied by region and type of institution),
is preserved in the figure of the great doctor making his ward
rounds to the bowing of nurses, the scraping of students, and the
worshipful gaze of patients. But this picture of the brigadier
inspecting a crack garrison is, like the stereotyped dramatic
fiction of Hollywood and ladies’ magazines—Dr. Kildare bracing
his men (and women) in white—simply an exaggerated telling of
the truth that the doctor was not only the central figure in the
hospital but a towering one. He gave the orders to nurses, admin-
istrators, or whomever, and in his absence the organization ran in
deference to precedents he had established or anticipations of
those he would establish.”’1?

The domination of the hospital by the physician was further
increased by his social position in the community. Hospital
trustees are selected to a large extent from the social leaders of
the community. The leading doctors of the community move in
much the same circles, allowing the development of an informal
understanding between the two groups. The hospital administra-



THE GENERAL HOSPITAL 165

tor, on the other hand, as Burling and his associates point out,
“rarely has either the income or the social prestige to enable him
to share in these relationships. His relations with both board
members and staff members are largely confined to hospital
business where all are constrained by their particular roles. The
fuller and more rounded mutual understanding which develops
from more varied interactions doesn’t have a chance to develop.
The administrator can influence the decisions of the hospital
triumvirate only through his formal relationships with the other
two, whereas doctors and board members can influence one
another and come to agreements about hospital policy during
their informal contacts.” *!1

Professionalism is perhaps the most important element of any
in this struggle. So long as the physician was the only professional
person in the hospital, his authority, by and large, was supreme.
His power originated mainly in his professional training and com-
petence, rather than, like the administrator, by specific delega-
tion from the hospital board. The doctor, in this way, had a
position of unique independence in the hospital by being able to
claim “professional rights”” over and above any ruling of the
hospital which he might oppose.

This monopoly of professional status in the hospital, however,
is no longer clearly the possession of the doctor. Modern medical
science, in its applications to practice, has made the doctor
dependent upon a team, including an array of so-called “‘para-
medical” personnel. The training and knowledge required for
membership on this team has increased rapidly and, as would be
expected, the aspirations of the different members of the team
have kept pace with their increased responsibility. Nurse, social
worker, and technicians have advanced their positions toward the
full status of professionals. The administrator, too, moves toward
the same goal.

““Today’s hospital administrator,” Robert Wilson wrote re-
cently, in a study of the changing hospital role of the physician,
““is coming to regard himself, and to be regarded, as a full profes-
sional. Just as corporate management is becoming profession-

* Reprinted by permission of the publisher from Temple Burling, Edith M.
Lentz, and Robert N. Wilson, The Give and Take in Hospitals. G. P, Putnam’s Sons,
New York, 1956, p. 37.
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alized with the advent of graduate business schools and varieties
of executive training programs, so hospital management is now a
field for graduate degrees and the appurtenances of a professional
elite. Much more than his equivalent in commerce or industry,
the hospital executive has felt the need to attain professional
status in order to assert himself in an organization of highly
schooled and status-assured specialists. His primary aim has been
to match the doctor’s prestige and formal array of intellectual
and social credentials. Despite the formation of a ‘college,’ the
writing of dissertations, and the existence of graduate schools, the
administrator does not yet typically radiate the physician’s pro-
fessional splendor. He is gaining fast, however, and, as he does,
he inevitably assumes a hospital role which reduces the doctor’s
charismatic potency. Administrator and M.D. are becoming
colleagues in effect, rather than simply in the older titular rela-
tionship which masked a master-servant model of collaboration.”!?

This is but one aspect of a complex series of changes in the
social organization of the hospital. If we look more closely at the
concept of “authority’ as it is used in organizational analysis, the
full meaning of these changes may become clearer.

The relationship between the hospital administrator and the
medical staff has been compared to the relationship in industrial
corporations between ““line’’ and “‘staff.”” The “line,” in industry,
is broadly defined as that part of the organization which is
primarily concerned with production, or the basic work of mak-
ing a product. The “staff”’ contains the operations of planning,
designing, and research. In the former are the work crews of
production. In the latter are the engineers and, increasingly, the
research scientists.

This comparison to industry is fed by some apparent similari-
ties between staff-line conflict and administrator-doctor conflict.
On closer examination, however, the comparison is more appar-
ent than real. The antecedents of the conflict within hospitals are
quite distinctive from those in the factory. For example, the
board of directors of a corporation exerts more authority than its
counterpart in the hospital. Corporation directors have financial
stake in their organization; members of a hospital board do not.
The resulting difference is crucial. Secondly, the hospital admin-



THE GENERAL HOSPITAL 167

istrator’s opposite number in industry is the corporation presi-
dent, chosen by the directors. The corporation president has
much more discretionary power than the hospital administrator.
A third and most crucial difference is found in the doctor’s
role. Because of the authority which the doctor derives from his
profession, his position cannot be compared directly to any in the
corporation. In spite of the changes caused by team medicine,
the doctor retains prerogatives as a member of the oldest of the
health professions. He was “in the saddle,” as it were, for so long
that certain rights of seniority continue.

Underlying the whole comparison is the fundamental differ-
ence of goals between the two institutions: the profit motive
vis-4-vis service to the community.

What the hospital does share with the industrial corporation
are elements of structure that appear to follow from the process
of bureaucratization. Uniquely its own is the “troika” arrange-
ment of authority and the resulting interdependence between the
hospital’s board, administrator, and medical staff.

Bureaucracy and the processes of social change that lead to its
development have been of special interest to sociologists since the
origins of modern sociology in the writings of Saint-Simon and
Auguste Comte.” The next section of this chapter, therefore, will
be devoted to bureaucracy as this concept is applied in general
organizational analysis, and particularly in studies of the
hospital.

Bureaucracy in the Hospital

Hospitals just prior to the modern period were much like small
societies in which all the members are relatively visible to each
other. Such societies have been described as ‘“‘simple.” This can
be misleading. They seem simple because their behavior follows
a natural-appearing rhythm, lacking in the specificity and
formality that mark more modern urban societies. Actually,
codes of behavior are often quite elaborate in preliterate societies
as well as in their closest modern counterpart, the rural com-
munity. However, such standards characteristically are so im-
plicit and informal that they are difficult for an outsider to
comprehend. For the insider, however, they are deeply under-



168 THE DOCTOR AND HIS PATIENT

stood, learned from childhood, and controlled by the immediate
disapproval of the community whenever transgression occurs.
Anonymity is difficult to achieve in such a society, so that the
spontaneous reactions of the community act as a most effective
method of control.

Within such societies, the division of labor, insofar as it exists,
is usually based upon sex. There is man’s work and there is
woman’s work. Children are exempted only until what to us is
usually a very early age, when they are initiated into the status
and perform the roles expected of their sex. If the activities of the
society require specialization, the skills required are likely to be
passed from father to son, or on the basis of some magical or
“personal” qualifications.

Hospitals were—and to some extent still are—intimate and
traditionalistic societies. ““. . . [They were] worlds within them-
selves,” Burling writes. “Many employees lived, worked, ate
their meals, and enjoyed fellowship within their walls. The chief
division of labor was between men (doctors) and women (nurses).
Turnover was slight and tradition was paramount. The indi-
vidual soon learned what was expected of him, partly because it
wasn’t very different from what was expected of others, and
partly because any attempt on his part to change the pattern
was sure to bring forth the protest, ‘but we always do it this way.””’

“. . . With the changing technology and the increasing num-
ber of patients,”” Burling continues, ‘‘came a steady increase in
the numbers of employees and in the division of labor among
them. As people became ‘specialists,” e.g., a telephone operator
or a receptionist but not both at one time, the old feeling of
solidarity was lost. A stage of transition was reached wherein
people seemed to have few shared understandings. Communica-
tion became a problem.” *!

Such changes, of course, are typical of a general type of
organizational development in modern society, usually described
summarily in the term ‘““bureaucratization.”

The conditions that produce bureaucracy, more precisely, are:
(a) the significant increase of numbers of people, working or

* Reprinted by permission of the publisher from Temple Burling, Edith M.
Lentz, and Robert N. Wilson, The Give and Take in Hospitals. G. P. Putnam’s Sons,
New York, 1956, p. 318.
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living together for common purposes, (b) the growth of tech-
nology, (c) the elaboration of a division of labor, and (d) the
intensification and expansion of types of specialization. Bureauc-
racy is specifically a “rational’ response to such conditions; that
is, it is a type of organization based on the principle that every
part or structure and every action of its members are conceived
logically for the most efficient achievement of given goals.

A bureaucracy typically includes a series of offices, arranged
in a hierarchy of status. The privileges and obligations of each
office are defined in detail by highly specific, usually written
rules. Qualification for each office is closely defined according to
the skills and knowledge required. As a result, offices are filled
either through competitive examination, or through appointment
based upon a careful review of experience and training.

The advantages of bureaucracy are easy to recognize. Its
specific and, therefore, unambiguous requirements for behavior
allow the individual to calculate quickly and accurately what to
expect from others, as well as how to behave one’s self. In effect,
interaction is facilitated between offices so that personal animosi-
ties can be neutralized or at least subordinated to the effective
maintenance of the organization. In this way also subordinates
are protected from the arbitrary action of superiors, because the
actions of both are prescribed by a set of rules that is mutually
recognized.

Such advantages were probably most appealing when western
man was closer to the feudal world. Saint-Simon, for example,
writing immediately after the French Revolution, accurately
anticipated modern bureaucratization and welcomed it as a
liberating force. Against his own background, bureaucracy with
its emphasis on rational order, and on achieved status, was dis-
tinctly a method in the service of freedom. “Saint-Simon argued
that, in the society of the future, administrative methods would no
longer entail coercion or force, and the administrator’s authority
would no longer be based upon birth or hereditary privilege.
The authority of the modern administrator, he held, would rest
upon his possession of scientific skills and ‘positive’ knowledge.”’!®

As feudalism receded into the background, however, a new
kind of threat to man’s freedom appeared. The rational”
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liberation from hereditary privilege was not without cost. Re-
placing the tyranny of a vested aristocracy, some began to fear,
was the tyranny of impersonal mechanized organization, in
which man is dehumanized.

Such dangers were observed quite early in the development of
modern bureaucracy. Max Weber, in the late nineteenth century,
wrote what is still a classic analysis of bureaucracy, foretelling
both its advantages and disadvantages. He saw it not only as a
rational-legal system, a method for the development of “a scien-
tific society’’; he believed that modern bureaucratic organiza-
tions would profoundly affect the character of society as a whole.
Like other examples which he found in history, Weber perceived
bureaucratic structure as a rationally conceived means which, in
turn, would become an end in itself. While acknowledging its
efficiency, he feared that bureaucracy spelled the destruction of
individual personality and subjected it to a ‘“‘dehumanizing
regimentation.”’’® Weber was, in other words, a prophet of the
nonrational aspects of bureaucracy, anticipating in detail the
fears about this organizational form which more recently have
been expressed concerning the “organization man.”"’

Whether for good or for evil, however, bureaucracy is an
established feature of modern society. To be sure, in the hospital
its appearance was delayed, largely because the traditions sur-
rounding the doctor’s role were resistant to the formalism of
bureaucracy. “When the independent practitioner came to the
hospital,” Wilson notes, ‘“he essentially wished to preserve [the]
. . . doctor-patient relationship undisturbed. If he could keep
the relationship free from unsought incursions by the organiza-
tion, while at the same time taking advantage of what the hos-
pital could offer in the way of technical facilities and therapeutic
environment, the physician would clearly enjoy the best of both
worlds. To a fairly considerable extent, of course, this is precisely
what occurred.”®

The conditions from which bureaucracy develops would not be
denied, however. As the numbers of patients increased and the
technology of their care grew more complex, the labor of the
hospital divided in elaborate hierarchical form. Wessen, for ex-
ample, in his study of a New England general hospital (he
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called it “Yankee Hospital”), found twenty-three different occu-
pational groups represented. These included, in the order of
their status ranking:"

Physicians:
1. Visiting staff physicians (of various ranks)
2. Residents (and assistant residents)
3. Interns

Nurses:
4. Clinical supervisors and /or instructors
5. Head nurses
6. Staff nurses
7. Student nurses

Paramedical professionals and technicians:

8. Dietitians

9. Laboratory technicians
10. X-ray technicians

11. Social workers

12. Occupational therapists
13. Physical therapists

Semi-skilled workers:
14. Trained attendants (licensed practical nurses)
15. Medical technicians
16. Dietitian’s aides
17. Ward receptionists and clerks

Unskilled workers:

18. Nurse’s aides

19. Male aides

20. Ward helpers (“‘Pinkies”)
21. Floor service maids

22. Cleaning maids

23. Janitors

Within this carefully arranged hierarchy, there is a dynamic
process of specialization and role change going on. The nurse, for
example, has expanded the range of her responsibilities to include
much that was formerly the monopoly of the physician. The
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nurse was always responsible for most aspects of the patient’s
physical and social environment. Now she finds herself assisting
the physician in more technically specialized tasks, but also
continuing to supervise and perform the large area of functions
that are uniquely nursing care, as well as coordinating and mak-
ing arrangements for carrying out the total plan for patient care.

Of course, the nurse could not be expected to keep adding
responsibilities to already demanding old ones. Her adjustment
followed closely the bureaucratic model. More and more of the
nurse’s routine has been delegated to practical nurses, aides,
orderlies, and others. Her technical tasks also are shared with
technicians, social workers, physical therapists, occupational
therapists, and so on. Like the physician, the nurse finds herself
less occupied in direct personal care of the patient; instead, she
must manage, coordinate, and cooperate in team endeavor.

In the process it is not surprising that the patient has some-
times felt lost. The integration in the hospital of the multitude of
divided, subdivided, specialized operations—all designed, of
course, to facilitate and improve patient care—became so de-
manding that orderly management in and of itself has often
tended to dominate all else, including the purpose for which it
originally was intended. This precisely is what Weber interpreted
to be the great problem of bureaucracy, the enhancement of its
rationally conceived method into an end in itself.

Two closely related developments stand out in the bureau-
cratization of the hospital: the first is the emergence of a “team”
approach to medical care, and the second is the dynamic role
change that is occurring for all the major participants. We have
presented only a brief view of these developments, but hopefully
enough to draw attention to the importance of current attempts
to mobilize into efficient operation the complex technological
and human relations problems of modern medicine without
neglecting in the process the equally demanding emotional and
social needs of the patient.

To bring these problems into clearer focus, two case examples
are presented at this point.

The first case is an example of successful adaptation to change,
in which we see the troika of authority pulling together.
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CASE 1. AN EXAMPLE OF FUNCTIONAL ADAPTATION*»

This was a city hospital which had a close association with a medi-
cal school. Both hospital and school were venerable institutions with
reputations for being among the best in their part of the continent.
The board was composed of leading citizens who employed a super-
intendent to carry out their wishes. Board decisions were influenced
to some extent by “top flight doctors,” which is to say, men who
were widely recognized in their community for professional skill,
large practices, and good reputations. The concern of the board,
medical staff, and administrator was to continue the excellent repu-
tation of the hospital in that city. The local community, it might be
said, was the standard against which they measured themselves and
their achievements.

As times changed, the hospital prospered outwardly, growing in
size and in the number of its patients and employees. The adminis-
trator added an assistant. However, in the meanwhile developments
in medical education elsewhere were beginning to place this hospital
at a disadvantage. The rise of heavily endowed metropolitan medical
centers staffed by full-time faculty members with national reputa-
tions made it increasingly difficult to attract students and interns to
a school and hospital where private practitioners with only local
reputations continued to teach in their spare time.

When the hospital authorities became aware that even the sons of
its most prominent doctors were going elsewhere for training, they
faced a crisis. The hospital had to rise to meet the competition it was
receiving from medical centers elsewhere, or else accept a permanent
second-class position. Many other hospitals may have faced a similar
situation with less in resources for meeting it. This one was not poor
but like other hospitals it had many other financial drains upon it at
this time. Nevertheless, it decided to accept the challenge. The de-
cision was made to hire full-time staff men with international reputa-
tions based upon scientific publications and leadership. These men
were given the task of reorganizing the teaching and research pro-
grams. To interest them and to hold their loyalty, the hospital had
to offer them joint hospital-university appointments and to allow
them full freedom to do research and teaching as they saw fit.

The presence of these men changed relationships in many parts of
the hospital in very subtle but pervasive ways. There was no formal
* Reprinted by permission of the publisher from Temple Burling, Edith M.

Lentz, and Robert N. Wilson, The Give and Take in Hospitals. G. P, Putnam’s Sons,
New York, 1956, pp. 67-68.
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or legal change. The board and its administrator still had unques-
tioned authority to make and enforce policy decisions. But one does
not tell a man internationally respected for research what he is to do.
One discusses with him possible alternatives and welcomes his par-
ticipation in making decisions. More day-to-day freedom was ac-
corded these new department heads than had been given in the past,
and more people had effective voice in decisions than before.

. . . In this hospital the distribution of power became modified.
Authority became increasingly functional [that is, based upon the
ability to do work, as opposed to “position authority,” based upon
place in a hierarchy], with considerable range for autonomy within
their own fields being permitted for those of recognized competence.

The medical staff, some of whom had approved this series of in-
novations and some of whom had not, began to be caught up in the
after-effects. There was a quickening of professional growth through-
out the staff. The doctors were also aware that the medical field was
advancing by strides and that to maintain status they would have to
put forth effort to keep up and to achieve recognition for compe-
tence from their own professional associations. It might be said that
the total environment was stimulating individuals to grow while, in
turn, these individuals by growing helped to stimulate each other,
thus increasing the tempo of total change. There was a period of
almost universal striving on the part of individuals and groups.

The administrators were in the forefront of all these developments,
smoothing the way for them and struggling to keep abreast of change
too. . . . They relished the struggle and soon became leaders in
their own professional organizations, encouraging the pooling of
knowledge and techniques among administrators from all over the
nation. In other words, just as the doctors were becoming specialists,
so were they. They kept pace.

What would have happened to them if they hadn’t continued to
grow? Would they have been able to coordinate effectively their in-
creasingly alert and ambitious staff? As it was, the board, the admin-
istration, and the medical staff were growing and changing all at the
same time and in so doing, kept and renewed the respect they held
for one another. No one group could afford to shrug off the opinions
of another, for all were of recognized competence in their own area.

It should by no means be assumed that human relations in this
hospital were entirely comfortable. Probably there were just as many
problems as in any other institution, but to the outsider it appeared
that a feeling of accomplishment underlay the ebb and flow of daily
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events. People were too busy to fret much about changes in personal
advantage from one week to the next. Each was hard at work, grow-
ing with the institution. There was a common pride in their indi-
vidual progress and in belonging to an organization that was recog-
nized by all as increasing in esteem both locally and nationally.

Needless to say, relationships within the hospital “troika” do
not always work out as well as they did in the hospital just de-
scribed. There remains in many, if not most, hospitals a lack of
clear definition of the major roles. Even though, as has been
observed, the modern hospital has almost nothing in common
with the medieval institution from which it has grown, many
medieval customs persist. The doctor, for example, often does not
seem fully aware of the implications of his change of interest and
activity in the hospital. When he was a marginal figure, with
little more than a charitable interest in the unfortunate poor who
were the hospital’s inmates, it was appropriate for him to be a
privileged guest who did not concern himself with the adminis-
trative problems. Now that the hospital is the center of his
activities, he cannot avoid new responsibilities that inevitably
follow from being a full-time participant. To keep these new
responsibilities in balance with the professional requirements of
the physician’s role has created a problem of profound adjust-
ment for the doctor.

Similarly, the modern administrator resembles only broadly
his predecessor, the hospital superintendent. In place of the
direct control over housekeeping functions that he exerted in the
past, he now must deal with an elaborate organization, in which
he must coordinate more than directly control. “The adminis-
trator today,” the Burling study concluded, ‘‘has responsibilities
so complex that he must have expert knowledge in many fields
in order to cope with them effectively. When he acquires such
knowledge, he gains respect and stature in his relationship with
his board and medical staff and frequently is given considerably
more room to exert personal initiative than in the past. At the
same time, the scope for initiative of his subordinates has also
increased. They too have become expert in more complex tasks
and require a greater degree of freedom in meeting their profes-
sional responsibilities. The administrator therefore has had to
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develop new skills as coordinator, a more subtle form of leader-
ship in place of the direct authority he may have exerted in
the past.” *2

It is not surprising that, as each finds his role radically altered,
the doctor and the hospital administrator often are in conflict.
The second case illustration has been chosen specifically to show
how some of the developments we have been discussing can
produce an intense strain in the relationships between the physi-
cian and members of his hospital team.

CASE 2. AN EXAMPLE OF ROLE CONFLICT 2

Aprilton, a small voluntary hospital in the southern part of the
United States, has in recent years been the scene of dramatic change.
This change involves a basic reorganization of the hospital and a
drastic redefinition of the doctor’s role. Aprilton is an especially re-
vealing case for analysis because its traditional character has lain at
the opposite pole from the large metropolitan teaching hospital; in a
very real sense it has “furthest to go’’ in becoming a rational bureau-
cratic structure, and its medical staff is exposed to a more disturbing
revision of roles than are the cosmopolitan physicians of large medical
centers. The hospital is semi-rural, relatively small, and dedicated to
healing as its only medical goal. It has been without the formal
hierarchy of medical functions which accompanies a teaching pro-
gram, and without the stimulating experimental atmosphere of re-
search in progress. Aprilton is not, then, “typical” of American
hospitals other than those classified as “‘small, rural, voluntary non-
teaching”; yet, in the study of organizations, as in the study of indi-
vidual personality, an abnormal case may illuminate patterns of
maintenance and pathology more clearly than does an average
institution.

Doctors have been the unchallenged masters of Aprilton through-
out its history. The hospital administrator had, until the late 1940’s,
always been a nurse, frankly subordinate to the medical staff, accus-
tomed to the role of handmaiden and faithful follower of orders. Only
loose guidance had been exercised by the board of managers [the
trustees), who are described as rarely visiting the hospital and primar-
ily concerned that the books balanced. Aprilton, as a private institu-
* Reprinted with permission of the publisher from Temple Burling, Edith M.
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New York, 1956, p. 70.
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tion, had not evolved any significant close relationships with its sur-
rounding community and was quite free from public surveillance.

The summary picture is that of a hospital as private preserve of the
medical staff, in which the doctor’s role corresponded neatly to the
classic model of independent entrepreneur, charismatically en-
dowed. Something of the quality of hospital and doctor is seen in the
nostalgic comment of an elderly lady who had been administrator in
the good old days which for this institution were not long past:

“The doctors here have lost face and I can’t see that. I don’t think
you can treat doctors the way they do [now, i.e., during the period
of role-revision] and not have it hurt patient-doctor relationships.
Now in the old days the doctor sat beside your bed and held your
hand and that doctor-patient relationship meant something. Every
family had its own doctor and next to the minister, he was the closest
friend the family had. They believed in him absolutely and when you
got sick and he came and held your hand as your friend, it meant
something to you. Now that has gone. It has all gone. . . .”

What had happened to shatter this beneficent professional image?
A genuine crisis in hospital affairs occurred when the board of man-
agers faced twin situations of deterioration, in the quality of medical
care and in the hospital’s physical plant. The immediate threat was
possible loss of malpractice insurance. To meet these hazards, the
board secured Hill-Burton Act funds for physical reconstruction and
appointed the first male professional administrator in Aprilton’s
history to reorganize hospital activities, primarily those of the medi-
cal staff. These moves resulted in the hospital’s rising from a rating
of 45 per cent adequacy in 1949 to 77 per cent in 1953, graded by
American College of Surgeons’ standards. In such a process of thor-
oughgoing and rapid change someone often gets hurt or at least feels
hurt. Here, the principal injured ‘“someone’ was the doctors.

The newly appointed administrator, Mr. Madison, was a man in
his middle thirties, experienced in hospital work, a registered nurse,
and holder of a bachelor’s degree in hospital administration. He con-
sidered himself a full professional, of stature equal to the doctors, and
with a mandate to make Aprilton administratively sound according
to current criteria of organization. Primary support for his moves
came from the trustees, who had been forced by the crisis to interest
themselves in modern administrative practice and to look beyond
their local situation to national authorities [accrediting bodies] for
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counsel and example. He reported that his main opposition stemmed
from the medical staff.

Mr. Hartnett, president of the board of managers, had assumed
this position in 1949 and had been instrumental in hiring the new
administrator. He recalled that, prior to this time, the board had con-
ceived of its duties as simply those of checking with the adminis-
trator periodically to ensure that income matched outgo. But Mr.
Hartnett immediately performed an act of rational trusteeship: he
read, marked, learned, and inwardly digested a standard text on
hospital management. His reading, coupled with the board’s growing
apprehension concerning malpractice insurance, led to Madison’s
appointment and to serious consultations with the head of an out-
standing medical school, as well as with officials of the American
College of Surgeons.

It is unnecessary to rchearse the junctures at which the board-
supported administrator and the medical staff found themselves in
conflict. These foci of difference ranged from the regulation of surgery
and surgical privileges to the hiring and firing of nurses. What the
trouble spots had in common was a progressive enlargement of the ad-
ministrator’s sphere of authority and a narrowing of the doctor’s previ-
ous hospital role. Always in the background was the trustees’ newly
exercised power and their refusal to let the medical staff short-
circuit the administrator by solving problems on a doctor-trustee
basis. As Hartnett, the president, noted:

“Every once in awhile, a doctor will come and want to talk things
over with me and I just won’t hear of it. If it’s something concerning
the administrator, I think he should be in on it.”

Dr. James, chief of the medical staff, commented on this situation:

“You take things up with the administrator and nothing happens,
and when you go to the board, they tell you that you should go to the
administrator not to them. You just go round and round.”

It seems clear that patterns of communication are not entirely well
arranged at Aprilton, and the physician can by no means be made
the sole analytical scapegoat. Yet the statements strongly imply that
one locus of strain inheres in the doctor’s role change: the diffusion
and formalization of authority tend to trap the free-wheeling pro-
fessional in channels to which heis unaccustomed. One can see what it
means to a traditionally high-status doctor to have to “go round and
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round.” Important, too, is the doctor’s habit of informal authority,
which in days past could often be exerted directly on trustees in con-
texts outside the hospital; before the advent of the professional ad-
ministrator, doctors and trustees might easily reach an accord in
club or private home to be later presented to the much lower-status
administrator as a fait accompls.

Dr. James goes on to describe a specific instance of ‘““interference”
with medical staff prerogatives:

“We think the technique in the nursery isn’t what it should be. We
think they should be careful with the use of sterile procedures, but
when we say something about it, they tell us that it is none of our
business. Now I think it stands to reason that doctors are in a better
position to see what the nurse does or doesn’t do than the adminis-
trator is, for the simple reason that we’re working up on the floor and
he’s working down here. When we talk to him about it, he says that’s
interfering with the personnel.”

In his older charismatic and functionally diffuse role, everything
was legitimately the doctor’s business. Now he is patently losing con-
trol over some features of his environment. The administrator, as a
professional with a defined competence of his own, may appear both
impertinent and ambiguous. Mr. Hartnett, when questioned about
administrator-medical staff relations, said:

“Well, that’s [the administrator’s role] their main gripe to tell you
the truth. You see they had always had things their own way. The
former administrator gave the doctors just about anything they
wanted. Not that it got her any place. They were on her neck night
and day too. Now with Mr. Madison, he is a professionally trained
person. That’s what I keep hammering at them. He has had just as
much professional training as they have had themselves but they
can’t understand that. They don’t know how to take him.”

And again:

“You know doctors are really funny. They are accustomed to in-
terfering at every step of the way. They want to tell us how much we
should charge the patients, how we should select our nurses, whom
we should fire, and so on. Madison tells them that it’s none of their
damned business and it isn’t.”

A final aspect of the Aprilton case is of interest because it illus-
trates several themes in addition to those of bureaucratization and
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the rise of the administrator. The necessity for medical staff reorgani-
zation, especially in relation to surgical practice, brings out the way
in which increasing medical specialization restricts the doctor’s
autonomy. Said Dr. James:

“I felt my privileges in the operating room should be changed to
major instead of minor but nothing happens. . . . Some of the
doctors don’t get the privileges they feel they’re entitled to. The
privileges you get depend on when you first started to practice
around here. You see, they have changed the rules.”

The fine division of labor in modern medicine, and the introduc-
tion of rational criteria for gauging performance, mean that rules
must change. Traditionally flexible medical roles become less secure.
The medical staff, a group historically unregulated, must now im-
pose on itself rather precise regulations.

Aprilton presents a picture of resistance by the physician to the
role changes demanded by bureaucratization. Blocked in the use
of familiar informal channels of authority, the Aprilton doctor
responded with resistance to change and with frustration. The
fact remains that a complex bureaucratic hospital has become the
environment of much or most of the modern doctor’s work. That
he must accommodate to the new and often unfamiliar role de-
mands of this environment, even though a radical revision of his
self-image may be required, would seem to be an undeniable
reality.

The picture we have drawn, because of its emphasis on change
in terms of what the doctor must give up, may appear uninten-
tionally bleak. The hospital, as Wilson comments in his interpre-
tation of the Aprilton example, will continue to lean heavily on
the doctor’s special skills, ““even while modifying his traditional
role conception to accord with bureaucratic imperatives. If his
role must change, it must also remain the same in certain im-
portant respects. In many situations, perhaps most notably
surgery, his authority must be unquestioned. His relationship
with the patient will retain a hard core of emotional interchange,
of nonrational or even mystical elements, as an essential com-
ponent of therapy. He will continue as a bridge between hospital,
patient, and community, often softening the impact of the organ-
ization on the individual patient and interpreting one to the
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other. In the long run, the shaping of the doctor’s hospital role
may well afford a crucial limiting case, a test of the limits in the
bureaucratization of the free professional. In microcosm, the
relation of the medical expert to administrative and organiza-
tional desiderata rehearses what Zimmern remarked as the central
problem of modern society: the right relation between knowledge
and power.”’?

Summary**

The hospital has become one of the complex bureaucratic
organizations of the modern western world. It has also taken a
place at the focal center of modern medicine. In the wake of the
former development have come a variety of problems that lend
themselves to direct comparison with other typical organizations
of our time, including the industrial corporation. As the “temple
of medical science,” however, the hospital has a uniqueness that
defies comparison.

One of the special organizational features of the hospital is its
tripartite source of authority, a troika composed of the hospital
administrator, the board of trustees, and the medical chief of
staff. Past advantages of the doctor as the final arbiter of author-
ity have gradually diminished in the face of two outstanding
developments in the bureaucratization process: (a) the emergence
of the team approach to medical care, and (b) the resulting
dynamic role changes for all of the hospital’s major participants.

The physician’s former monopoly of professionalism is gone. He
grows increasingly dependent on a variety of skilled helpers who
inevitably lay claim themselves to the professional rights and
privileges that fit their rapidly developing skills and responsi-
bilities.

In spite of the dynamic changes, however, the top billing in the
hospital drama still goes to two actors: the doctor and the patient.
In our discussion of the hospital up to this point, the emphasis
has been on the physician and his medical team. This is appro-
priate for the general hospital where, by and large, the patient
is cast in a passive role. We turn now to the mental hospital
where the situation of the patient is reversed and he is an active,
vital part of the social system.
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Chapter 8

SOME EARLY CONTRIBUTIONS
TO A SOCIOLOGY OF THE
MENTAL HOSPITAL

IN THE HALF-CENTURY preceding World War 11, “hospital care”
came to be synonymous with “doctor’s care,” in both the general
and specialized institutions. In effect, the hospital functioned as
an expanded waiting and examining room, a special accommoda-
tion for the physician. Therapy was conceived of as the time spent
with the doctor, or under the specific orders of the doctor. All
else was secondary. Even the nurse was an instrument, more or
less, primarily designed to carry out the doctor’s orders. For the
patient, the hospital was a place for two distinctly different ex-
periences: there was the doctor’s “‘therapy,” and, lumped to-
gether, all the rest. For the hospital staff, the dichotomy was
similar. There was the specifically therapeutic part of their job,
and the rest was ‘““custodial.”

The attitudes associated with the therapy-custody dichotomy
may have been appropriate for the acute and dramatic types of
illness which dominated the general hospital until a short time
ago. However, when medical science gained control over the
most dangerous elements of acute infections, such attitudes be-
came distinctly inappropriate. The reaction of the health profes-
sions since World War II has been to shift the view of the patient
into a new perspective. The twenty-three or more “other” hours
of the patient’s day, the nondoctor hours so to speak, are being
regarded as important in their own right. The patient’s total
experience in the hospital has come into the focus of therapeutic
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concern, replacing the preoccupation with the doctor’s fraction
alone. This observation applies to the hospital care of all types
of illness; chronic illness, however, and particularly psychiatric
illness were affected to a greater degree than others.

The period since World War II has witnessed a remarkable
effort to understand the contributions to therapy that adhere to
the hospital as a total social experience. In this chapter some of
the background that contributed to this effort will be reviewed.

The Therapeutic Community: Some Early Examples

Although all of hospital care currently is taking a fresh look at
“the other twenty-three hours,” it was in the mental hospital that
this shift in attitude started. Two papers by Harry Stack Sullivan
in 1931 are generally used to date the beginning of what has
since become a movement to create in the mental hospital a
“therapeutic community.”

Almost twenty-five years earlier, however, a remarkable book
appeared that certainly must have helped to prepare the ground-
work for Sullivan’s new approach, just as it did for the whole
mental health movement. This was Clifford Beers’ autobio-
graphical account of his own experiences as a patient, entitled
A Mind That Found Itself.*3

At the time, Beers’ primary purpose was to indict the brutality
and neglect that prevailed fifty years ago in American mental
hospitals. In this purpose, he succeeded brilliantly; the well-
Jjustified outrage that burst from the pages of his book served as a
powerful catalyst to arouse public pressure for reform. Quite
apart from his skill as a muckraker, however, there is another side
to his story that has been much less noticed. His description of the
hospital as a social environment is detailed and perceptive.
Moreover, in his accounts of the importance of fellow patients for
his own recovery, he anticipates the later theoretical conceptions
of Sullivan and others.

* From A Mind That Found Itself by Clifford W. Beers. Copyright 1907, 1917,
1921, 1923, 1931, 1932, 1934, 1935, Igﬂ, 1939, 1940, 1942, 1944, 1948, 1953, by
the American Foundation for Mental Hygiene, Inc. Reprinted by permission of
Doubleday and Company, Inc., New York.

Passages from this book are cited in ‘““Notes to Chapter 8 on page 207.
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“One of the greatest secret societies in the world,” said Beers,
“is the psychiatric hospital.” As he entered this society, Beers first
records the experience of a “‘rather agreeable routine,” where, in
spite of “the delusions which held me a prisoner of the police,
and kept me a stranger to my old world,” there was nevertheless
a “new feeling of contentment.’” This new sense of well-being, he
stated, had not been brought about by any marked improvement
in health. Instead, he credited the environment which he called
“more nearly in tune with my ill turned mind.”**

In part, Beers explained this in negative terms; that is, the act
of leaving the scene of his breakdown relieved his disturbance.
“While surrounded by sane people,” he writes, “my mental
inferiority had been painfully apparent to me as well as to others.”
Reinforcing his sense of relief at leaving what had become a
strange and threatening environment, was his discovery of fellow
patients who were “in the same boat.” The recognition of the
fact that he was not alone in his state of illness became an
important step toward the braking of its harmful effects.

Sullivan later was to make some closely parallel observations
about the first stages of hospitalization. Psychosis itself he re-
garded as ‘“‘disordered interpersonal relations nucleating . . . in
a particular person.”® He believed that the first step toward
“social recovery,” which he differentiated from ‘“‘personal re-
covery,” was to remove the patient from an environment in
which the patient must feel great insccurity about his status to
one in which he could feel a sympathy in the sameness of others.
Just this, Sullivan believed, was achieved by admission to a
custodial institution.®

Help came more directly to Beers during the next phase of his
experience in the hospital in the form of a friendship with a
fellow patient. Only through this friend was he able to place a
limit on his delusional system.

Convinced in his illness that he was under constant surveillance
by the law, Beers at first trusted no one. Even his brother was seen as
an officer in disguise. As soon as he accepted the fact that he was
among insane people, he was able torelate to his fellow patients be-
cause, as he put it, “[they] were really insane, and therefore [I
believed] disqualified as competent witnesses in a court of law.”
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Therefore, following the inverted logic of his delusion, he could
trust them. One of these fellow patients became a particularly
close friend. Through this friend Beers was able to engage in a
process of “testing reality” which was crucial for his recovery. No
member of the staff could function in a similar way because, by
the very nature of his delusion, the staff were perceived as spies
for the legal authorities.

Because this is so vivid an example of the natural history of
mental illness, and also because it is so instructive a case for the
theses that will be developed later concerning the patient culture
of the hospital, the initiation of Beers into the patient world and
his subsequent utilization of it for therapeutic gain will be repro-
duced here in detail. Following is Beers’ own description of his
first steps “outside himself,”” toward a meaningful contact with
another human being:

A man who during his life had more than once been committed to
an institution took a very evident interest in me and persisted in
talking to me, often much against my will. . . . He finally gave me
my confidence to such a degree that months before I finally began
to talk to others I permitted myself to converse frequently with him—
but only when we were so situated as to escape observation. I would
talk to him on almost any subject, but would not speak about myself.
At length, however, his admirable persistence overcame my reti-
cence. During a conversation held in June, 1902, he abruptly said,
“Why you are kept here I cannot understand. Apparently you are as
sane as anyone. You have never made any but sensible remarks to
me.”’ Now for weeks I had been waiting for a chance to tell this man
my very thoughts. I had come to believe him a true friend who
would not betray me.

“If I should tell you some things which you apparently don’t know,
you would understand why I am held here,” I said.

“Well, tell me,” he urged.
“Will you promise not to repeat my statements to anyone else?”’
“I promise not to say a word.”

“Well,” I remarked, “You have seen certain persons who have
come here, professing to be relatives of mine.”

“Yes, and they are your relatives, aren’t they?”
“They look like my relatives, but they’re not,”” was my reply.
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My inquisitive friend burst into laughter and said, ‘“Well, if you
mean that, I shall have to take back what I just said. You are really
the craziest person I have ever met, and I have met several.”

“You will think differently someday,”” I replied; for I believed that
when my trial should occur, he would appreciate the significance of
my remarks.’

These remarks of repudiation from a fellow patient, which, if
they had come from a member of the hospital staff, would at best
have only reinforced Beers’ delusions, did not upset their relation-
ship. Instead, Beers was encouraged to use his fellow patient as
what he called his own private detective. Since the patient-friend
had leave privileges to visit the nearby town, Beers decided to use
him to check the circumstances of the “‘crime,” which was the
central event in his delusions. Although he rationalized that, in
this way, he would convince his friend to become his ally against
his persecutors, actually Beers appears to have been using his
friend to test his own sense of reality against its contradictions
by the hospital staff and visitors. There resulted the following
incident, which proved to be a turning point in Beers’ illness:®

My friend had not stopped trying to convince me that my ap-
parent relatives were not spurious; so one day I said to him: “If my
relatives still live in New Haven, their addresses must be in the latest
New Haven directory. Here is a list containing the names and former
addresses of my father, brother, and uncle. These were their ad-
dresses in 1900. Tomorrow, when you go out, please see whether they
appear in the New Haven directory for 190o2. These persons who
present themselves to me as relatives pretend to live at these ad-
dresses. If they speak the truth, the 19o2 directory will corroborate
them. I shall then have hope that a letter sent to any one of these
addresses will reach relatives—and surely some attention will be
paid to it.”

The next day, my own good detective went to a local publishing
house where directories of important cities throughout the country
could be consulted . . . [My fellow patient] returned and informed
me that the latest New Haven directory contained the names and
addresses I had given him. This information . . . did convince me
that my real brother still lived where he did when I left New Haven,
two years earlier. Now that my delusions were growing weaker, my
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returning reason enabled me to construct the ingenious scheme
which, I believe, saved my life; for, had I not largely regained my
reason when I did, I am inclined to believe that my distraught mind
would have destroyed itself and me, before it could have been re-
stored by the slow process of returning health.

A few hours after my own private detective had given me the in-
formation I so much desired, I wrote the first letter I had written in
twenty-six months. As letters go, it is in a class by itself. I dared not
ask for ink, so I wrote with a lead pencil. Another fellow patient, in
whom I had confidence, at my request addressed the envelope; but
he was not in on the secret of its contents. This was an added precau-
tion, for I thought the Secret Service men might have found out that
I had a detective of my own and would confiscate any letters ad-
dressed by him or me. The next morning, my “detective’” mailed the
letter. That letter I still have, and I treasure it as any innocent man
condemned to death would treasure a pardon. It should convince the
reader that sometimes a mentally disordered person, even one suffer-
ing from many delusions, can think and write clearly. An exact copy
of this—the most important letter I ever expect to be called upon to
write—is here presented:

August 29, 1902
DearR GEORGE:

On last Wednesday morning a person who claimed to be George
M. Beers of New Haven, Connecticut, Clerk in the Director’s Office
of the Sheflield Scientific School and a brother of mine, called to
see me.

Perhaps what he said was true, but after the events of the last two
years I find myself inclined to doubt the truth of everything that is
told me. He said that he would come and see me again sometime
next week, and I am sending you this letter in order that you may
bring it with you as a passport, provided you are the one who was
here on Wednesday.

If you did not call as stated, please say nothing about this letter to
anyone, and when your double arrives, I’ll tell him what I think of
him. Would send other messages, but while things seem as they do at
present, it is impossible. Have had someone else address envelope for
fear letter might be held up on the way.

Yours,
CLrrrorp W. B.
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Within twenty-four hours, Beers was informed that his brother
was coming to see him. Still skeptical, he waited till the afternoon.
The meeting he describes as follows:

I wandered about the lawn and cast frequent and expectant
glances toward the gate, through which I believed my anticipated
visitor would soon pass. In less than an hour he appeared. I first
caught sight of him about three hundred feet away, and, impelled
more by curiosity than hope, I advanced to meet him. “I wonder
what the lie will be this time,”” was the gist of my thoughts.

The person approaching me was indeed the counterpart of my
brother as I remembered him. Yet he was no more my brother than
he had been at any time during the preceding two years. He was still
a detective. Such he was when I shook his hand. As soon as that cere-
mony was over, he drew forth a leather pocketbook. I instantly recog-
nized it as one I had myself carried for several years prior to the time
I was taken ill in 1900. It was from this that he took my recent letter.

“Here is my passport,” he said.

“It’s a good thing you brought it,” I replied, as I glanced at it and
again shook his hand —this time the hand of my own brother.

In retelling this story here, attention is directed to the sig-
nificance of his patient-friend in Beers’ steps toward recovery.
Through a fellow patient, he was able to work out some of his
problems in ways that were not possible with the hospital staff.
Of course, it must be added that the kind of treatment Beers
received from his physicians is not likely to be encountered any-
where today. Nevertheless, the fact remains that today, just as in
Beers’ experience, the mental patient can expect contact with
physicians and other trained professionals only during a rela-
tively brief part of his day. During the “other twenty-three
hours,” as recent studies document, a subculture or “patient’s
world” evolves with its own ways of initiating, socializing, and
controlling the behavior of its members.

The question that has been raised is what, more exactly, is
contributed to the therapeutic process from the patient’s total
social experience, including his participation in a ‘‘patient
world.” During the past decade, a series of descriptive studies of
patient social life have been conducted, aimed at the answer of
this question. Much of the groundwork for such study, however,
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was provided by the autobiographical accounts of Beers and
Others.9,10,ll,l2

These autobiographical accounts agree on the general pattern
of the hospital experience. They describe an early stage of de-
pendence by the new patient upon fellow patients. He is taught,
first of all, how to behave in his new role as a hospital patient. Like
Beers, an important set of psychological responses seem com-
panion to this phase. It is a time for “finding one’s self.” “Who
am I?” The patient seems to be asking, like a child. “What
was I?” and, “What will I become?”

For the patient who, by definition, is in a disturbed relation-
ship to the realities of his customary existence, this is a critical
stage. As Beers put it so dramatically, ‘“had I not regained my
reason [by which he meant a restoration of contact with reality
in the form of his brother and his ‘own private detective’] when
I did, I am inclined to believe that my distraught mind would
have destroyed itself and me before it could have been restored
by the slow process of returning health.” Yet unless the fact and
function of such experience is understood by hospital authorities,
there are dangers for the patient even in the successful accom-
plishment of the first step in recovery which, in the passage
above, is described by Beers. For, having tested and conquered
his main delusions, Beers’ general behavior took a radical turn.
From a passive dependent, withdrawn state, he became assertive
and independent. A new kind of testing seemed to engross him,
not of the fact of reality, but of the limits of reality.

What Beers describes as therapeutic progress, however, was
not so interpreted by the staff of the several hospitals in which he
was a patient. Rather, his change from a stuporous but quiet
patient into an articulate, energetic, and assertive one was inter-
preted as an increase of disturbance. Similar experiences are de-
scribed by virtually all the published autobiographical patient
writings.

Part of the expression of this change, for Beers, was a new type
of relationship with fellow patients. From the one who needed
help, Beers became the helper. In this phase of his illness, like his
own ‘“‘private detective” had done earlier, he “took a stranger,”
as he put it, under a protecting and commodious wing:



192 THE DOCTOR AND HIS PATIENT

Mr. Blank [as I shall call him] was completely unnerved . . . I
did all I could to cheer him up, and tried to secure for him that con-
sideration which to me seemed indispensable to his well-being.
Patients in his condition had never been forced, when taking their
exercise, to walk about the grounds with other patients. At no time
during the preceding fourteen months had I seen a newly committed
patient forced to exercise against his will. One who objected was in-
variably left in the ward, or his refusal was reported to the doctor
before further action was taken. No sane person need stretch his
imagination in order to realize how humiliating it would be for this
man to walk with a crowd which greatly resembled ““‘a chain gang.”
Two-by-two, under guard, these hostages of misfortune get the only
long walks their restricted liberty allows them. After the one or two
occasions when this man did walk with the gang, I was impressed
with the not wholly unreasonable thought that the physical exercise
in no way compensated for the mental distress which the mental
humiliation and disgrace caused him to suffer. It was delightfully
casy for me to interfere in his behalf; and when he came to my room,
wrought up over the prospect of another such humiliation, and weep-
ing bitterly, I assured him that he should take his exercise that day
when I did. My first move to accomplish the desired result was to
approach, in a friendly way, the attendant in charge, and ask him to
permit my new friend to walk about the grounds with me when next
I went. He said he would do nothing of the kind—that he intended
to take this man when he took the others. I said, “For over a year
I have been in this ward and so have you, and I have never yet seen
a man in Mr. Blank’s condition forced to go out of doors.”

“It makes no difference whether you have or not,” said the at-
tendant, “he’s going.”

“Will you ask the doctor whether Mr. Blank can or cannot walk
about the grounds with my special attendant when I go?”

“No, I won’t. Furthermore, it's none of your business.”

“If you resort to physical force and attempt to take Mr. Blank with
the other patients, you'll wish you hadn’t,” I said, as I walked away.!?

It is not necessary to describe further this incident here, except
to say that Beers carried out his threat and was, as a result, sub-
jected to extreme restraint and isolation. His resort to physical
means to help his patient-friend was interpreted by the hospital
staff as a symptom of his illness.
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In the context of this discussion, there are two important facts
about this incident. First, there is the understanding and protec-
tion which is given to Mr. Blank by Beers, his fellow patient. Just
as had been true for Beers earlier, there were important thera-
peutic functions in this type of relationship which were difficult or
impossible to replicate in a relationship with either attendant or
staff physician. Second, there is the hospital staff’s convenient and
even reasonable diagnosis of Beers’ violent behavior as sympto-
matic of his manic phase of illness, while actually his resort to
violence against the unyielding coercion of an attendant would
seem quite ‘“‘normal” under other circumstances. A further ques-
tion may be raised concerning the roots of the attendant’s be-
havior. As we shall see in later discussion of the studies of Stanton
and Schwartz! and Caudill,'® behavior by the staff that is rooted
in frustration and conflict in the “staff world”’ may act indirectly
to cause eruptions of disturbance among patients. Although the
ways in which patients express their disturbance may be charac-
teristic of their individual illnesses, they may still be responding in
a collective way to influences that come from the adjacent staff
world.

These two important steps in Beers’ mental illness, one involv-
ing emergence from an extremely withdrawn, isolated psycho-
logical state toward trust and communication with another
human being, and the other his assertion of independence and
belief in himself by helping another patient, both were accom-
plished in spite of rather than with the help of his physicians and
the hospital staff. The reasons were part of the conception of
mental illness which prevailed at the time. The mentally ill; or
“insane,” were perceived as incurable, and illness was believed
to be caused by irreversible lesions in the brain. The result was
the practice of custody for the insane rather than treatment in the
medical sense. Policies were designed to restrain the patient from
violent and harmful behavior as protection of the community
and, to some extent, as protection of the patient from himself.
The acceptance of the stereotype of the insane as violent and
dangerous to society undoubtedly contributed to the practice of
establishing hospitals in isolated rural areas. This geographic
location of the mental hospital, plus the general sense of hope-
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lessness associated with care of the insane and the high cost of
long term care, made the recruiting and retaining of professional
staff difficult. The brutal and inhumane consequences in both
private and public institutions were vividly described by Beers.

Yet, almost a century earlier, there had flourished in the
United States an enlightened and effective management of men-
tal diseases that was called “moral treatment.” The methods of
“moral treatment’ are very similar to those that are increasingly
being reinstated in mental hospitals today. Moreover, the re-
sults, measured in terms of cure, were remarkably good. How
then, one must ask, could the changes in conception of mental
hospital treatment have occurred that led to the low state Beers
describes and that, to a significant extent, persist even to this
time? A discussion of this question appeared recently in writings
by Greenblatt and Bockoven.’®'” Our own discussion, which
follows immediately, is based for the most part on their papers.

“*‘Moral Treatment'': Its Decline and Revival

Moral treatment was based to a large extent on the teachings
of the great French physician, Philippe Pinel. It was also rooted
in the liberal philosophical and political movements of the nine-
teenth century. As Greenblatt and Bockoven point out, it fitted
well into American life in New England at mid-nineteenth cen-
tury, when communities were, for the most part, small and well-
knit with members who were mutually interdependent and
united by religious ties. The individual was held in high esteem
in the village life of that time.

With Pinel, the leaders associated with the moral treatment
movement believed that ‘“insanity was not the result of an ir-
reversible lesion of the brain, but that it was in very many in-
stances curable if adequate attention were paid to psychological,
experiential, or emotional factors.”’!®

Moral treatment is described as being “‘no specific procedure
aimed at a disorder specifically conceived.” Rather, it was a way
of life offered to the sick, in which the hallmark was a philosophy
of mental illness on the part of the physicians that placed a high
value on the individual patient and strong belief in his powers to
recuperate. “It was an effort to create a favorable environment in
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which recovery could take place. Recovery or discharge repre-
sented to a large extent the natural course of the illness when it
was not artificially obstructed. Moral treatment was the art of
eliminating obstacles and providing aids to the recovery; these
aids being whatever action seemed indicated to supply a psycho-
logical need.”?®

A fine description of one of these institutions appears in Charles
Dickens’ American Notes:

. . . The State Hospital for the Insane [is] admirably conducted
on those enlightened principles of conciliation and kindness, which
twenty years ago would have been worse than heretical. . . .

Each ward in this institution is shaped like a long gallery or hall,
with the dormitories of the patients opening from it on either end.
Here they work, read, play at skittles, and other games; and when
the weather does not admit of their taking exercises out of doors,
pass the day together. . . .

Every patient in this asylum sits down to dinner every day with a
knife and fork; and in the midst of them sits the gentleman [the
superintendent]. . . . At every meal, moral influence alone re-
strains the more violent among them from cutting the throats of the
rest; but the effect of that influence is reduced to an absolute cer-
tainty, and is found even as a means of restraint, to say nothing of it
as a means of cure, a hundred times more efficacious than all the
strait-waistcoats, fetters, and hand-cuffs that ignorance, prejudice,
and cruelty have manufactured since the creation of the world.

In the labour department, every patient is as freely trusted with
the tools of his trade as if he were a sane man. In the garden, and on
the farm, they work with spades, rakes, and hoes. For amusement,
they walk, run, fish, paint, read, and ride out to take the air in car-
riages provided for the purpose. They have among themsclves a sew-
ing society to make clothes for the poor, which holds meetings,
passes resolutions, never comes to fisty cuffs or bowie-knives as sane
assemblies have been known to do elsewhere; and conducts all its
proceedings with the greatest decorum. The irritability, which would
otherwise be expended on their own flesh, clothes, and furniture, is
dissipated in these pursuits. They are cheerful, tranquil, and healthy.

Once a week they have a ball, in which the doctor and his family,
with all the nurses and attendants, take an active part. Dances and
marches are performed alternately, to the enlivening strains of a
piano; and now and then some gentleman or lady (whose proficiency
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has been previously ascertained) obliges the company with a song;
nor does it ever degenerate, at a tender crisis, into a screech or a
howl; wherein, I must confess, I should have thought the danger lay.
At an early hour they all meet together for these festive purposes; at
eight o’clock refreshments are served; and at nine they separate.

Immense politeness and good-breeding are observed throughout.
They all take their tone from the Doctor; and he moves a very
Chesterfield among the company. Like other assemblies, these enter-
tainments afford a fruitful topic of conversation among the ladies for
some days; and the gentlemen are so anxious to shine on these occa-
sions, that they have been sometimes found ““practising their steps in
private,”” to cut a more distinguished figure in the dance.

1t is obvious that one great feature of this system is the inculcation and en-
couragement, even among such unhappy persons, of a decent self-respect.®

These methods fit remarkably modern concepts of hospital
treatment for the mentally ill. “Forbearance on the part of the
hospital staff;” it is explained, ‘“‘allowed expression of antago-
nisms, while opportunity to work furnished release to creative urges
and satisfaction as recognition. Games of chance and skill pro-
vided a setting for competitive drives, writing and acting of the
drama gave rein to exhibitionistic tendencies, and plastic arts
offered sublimation of childish impulses. Liberty to handle sharp
instruments served to allay fears of impotence and mutilation and
to reassurc patients of their normality in these respects.”? Yet
Beers’ description of an institution from the same part of the
country, fully fifty years later, could hardly be more contrasting.
All the coercive instruments of restraint and brutality which
Dickens was surprised to find absent in moral treatment had been
reinstated. How can one explain this strange turning forward and
backward in the history of treatment of the mentally ill?

Several reasons for the “decline and fall of moral treatment”
are given by Greenblatt and Bockoven. First was the increase in
size of state hospitals after 1850. This action by legislators was
against the recommendations of the leaders of the moral treat-
ment movement who argued for small hospitals to preserve close
human contact. Questions of economy and imitation of industrial
methods, however, prevailed. The beginning of a situation that
later was to be called the cause of poor mental hospital practice
can be traced to this point in history:
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While the cost of patient care in the general hospital rose with the
per capita income, the cost in the mental hospital went down sharply.
A proportional decrease in the number of physicians, with increase
in that of attendants, removed the physician from his charges and
left them largely in the hands of untrained staff. The doctor became
administrator rather than personal therapist. In the meantime, the
relative fall in the wages paid attendants increased the economic dis-
tance between physicians and them, and lowered the value of their
job. Increasingly, the physician became an extremely busy man, too
busy to indulge in simple human intercourse with either attendants
or patients. In 1894 it was calculated that if each state hospital physi-
cian in Massachusetts worked ten hours a day and could move from
patient to patient with the speed of light, he could perhaps give ten
minutes daily to each patient.?

Another contributing factor in the shift away from moral treat-
ment to the attendant-dominated, custodial institution was the
great influx of immigrants into the United States at this time.
The compassion and close contact required for moral treatment
proved difficult to maintain with patients from ‘“alien cultural
backgrounds.” Again, one finds in this historical example an
“origin” of a modern problem, for as recent studies have docu-
mented,? distinctions of social class continue today to influence
treatment of the mentally ill. The following passages from the
annual reports of the Worcester State Hospital, 1854 to 1858
demonstrate these attitudes as they developed one hundred years
ago:

This large class of people stand in false relations to nearly every-
thing about them . . . to which they cannot adapt themselves, in-
fluenced by motives often extravagant and wild. . . . They receive
in prosperous times high wages, and are able at the cheapest rates to
gratify vicious indulgences. They seek for labor in the most menial
capacity, huddled together in the most objectionable places, neglect
all rules of health, and prefer the excitement or solace of rum or
tobacco to the quiet, intelligent influences of well-ordered homes.

. . . The hospital at Worcester . . . is fast becoming a hospital
for foreigners, and its doors are becoming practically closed against
that class of person who for many years enjoyed its advantages. . . .
The intelligent yeomanry of Massachusetts, who can afford to pay
the cost of their board, and will not ask for charity . . . would have
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shrunk most sensitively from living next door even to a wretched
hovel, and from intimate association with those who are accustomed
to, and satisfied with, filthy habitations and filthier habits.

. . . It would be no wonder, if the insanity of a highly educated,
intelligent and refined person should be increased rather than cured,
if the person is brought into close contact with those who are always
coarse in their habits and tastes, rough in disposition, and filthy in
their dress.?

Small wonder that, in the face of such attitudes, moral treat-
ment was weakened and recovery rates began to fall. “In the
highly reputed Worcester State Hospital [recovery rates] de-
clined from about 50 per cent in the 1830’s to 5 per cent in
1880.”% Paradoxically, the result was to change the treatment
practices for insanity so completely that, even in a costly private
institution such as that at which Beers was first treated, the pa-
tient was treated more like a criminal than a sick person. Instead
of being forced to associate with fellow patients who were ““‘coarse
in their habits and tastes, rough in their disposition, and filthy in
their dress,”” as the board of the hospital worried earlier, the
major problem of the patient came to be with a brutalized, ig-
norant group of attendants. These untrained workers, recruited
largely from individuals who were unemployable in other occu-
pations, came to dominate the mental hospital, encouraged by
supervising physicians who were convinced that insanity was an
incurable illness.

Another important, contributing factor to the “incurable ill-
ness hypothesis” and the associated decline of moral treatment
was the growth at this time of the disease-entity approach in
medicine. Advances in pathology and bacteriology provided
diagnostic tools which were revolutionizing medical science in
practice. Mental illness began to be considered, like other illness,
to be outside the control, etiologically and therapeutically, of
social and emotional factors. The reasoning behind this view is
described as follows:

. . . Psychiatrists of reputation, like Pliny Earle, began to argue
that mental illness was becoming essentially an incurable malady.
. . . It was an inexorable march, they believed, toward malignancy.
To prove their contention further, these clinicians began to point to
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the early reports emanating from the pathological laboratories where
new techniques purported to show microscopic lesions in the central
nervous systems of patients who had been mentally ill. These obser-
vations profoundly impressed many physicians, particularly those
who leaned toward the biological interpretation of the etiology of
disease. Psychotic behavior could no longer be looked on as represent-
ing an accumulation of bad conditioning that had resulted from un-
happy stresses, social and emotional deprivations, and the like, but
could be viewed entirely as the consequence of mechanical defects in
parts of the brain. Psychiatry shifted from an attitude of accepting
the challenge of mental illness as a problem to be attacked with every
means at hand, to one which dared not try anything without clear-
ance from the pathologiclaboratory. If mental disorder was “organic”
in etiology, the simplest and cheapest custody of the largest number
of persons was the only answer to the social burden imposed by it.

The success of the pathological method in uncovering the etiology
of general paresis (brain syphilis), describing its course, and relating
the patient’s symptoms to advance of the disease, contributed further
to the dependence of the physician upon laboratory investigations.
This inclination increased through advances in other physical
sciences—physiology, pathology, and bacteriology. The more the
laboratories grew in size and importance, the weaker the philo-
sophical premises of the “moral” psychiatrists. Being men of faith
who worked largely by intuition, they possessed no systematic theory
of mental illness, such as was elaborated later by Freud; they carried
on no organized research and instituted no training program for
younger men who might follow in their footsteps. Thus, without any
strong group of believers to stand against the force of ‘“‘scientific”
medicine from within or socioeconomic pressures from without, the
spirit and content of moral treatment faded away, though residues
of its externals survived here and there; residues that in some quar-
ters passed as moral treatment itself, but in reality did much to dis-
credit it. The peculiar custom of taking patients for walks, like exer-
cising a dog, was such a residue; another was persuasion of patients to
work (more to maintain hospital industries than to provide whole-
some and instructive occupational activity); and another was the
formalized dance performed by emotionally starved persons at the
insistence of administrative authorities.?

The unfortunate fate of moral treatment thus became another
example in the annals of the history of science, of the step back-
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ward which seems to be a necessary (if illogical) accompaniment
of advances forward. In the recent history of medical science,
such incidents have tended to represent short-lived and tempo-
rary halts in giant strides forward. For hospital treatment of the
insane the reverse was true. Moral treatment was an all-too-brief
beacon of promise and when it died, the giant step was backward.

What was needed was a systematic theory of mental illness
strong enough to provide guidelines for diagnosis, treatment, and
research in psychiatry—guidelines firm enough to resist fad and
fashion and to yield only to arguments based on logic and evi-
dence. Undoubtedly, it was psychoanalysis which emerged to
serve just this purpose.

The effects of Freudian ideas upon hospital practice were to be
of tremendous significance. In the first instance, however, it was
not the hospital that felt the impact of psychoanalytic concepts;
their most immediate and enthusiastic application was in the
psychiatrist’s office and clinic. In the hospital, the implications of
psychoanalysis were more slow to be applied; moreover, when
they were, their first consequence was to focus attention even
more intensively upon the doctor-patient relationship. Uninten-
tionally, the significance of the hospital environment as an in-
trinsic part of the therapeutic process was downgraded during
the first phases of the psychoanalytic movement.

One very important early benefit of psychoanalysis was the
humanizing of social attitudes in general toward the mentally
ill. The consequences for mental hospitals were quick to be felt,
both in the reduction of brutal and depersonalizing practices,
and, more positively, in the added hope that was injected into the
atmosphere of psychiatric therapy. Freud was not the only source
of such influences, of course. The work of Adolph Meyer in this
country and of Emil Kraepelin in Europe, among others, served
similar humanizing purposes in the care of serious mental illness
a half century ago.

Nevertheless, it remained a fact during the century following
Pinel and the moral treatment movement that the hospital en-
vironment was left out in conceptions of therapy. Therapy was
equated with intervention, either by somatic or psychological
methods, and the physician was its exclusive purveyor.? Inter-
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estingly enough, the patient’s adjustment to the social environ-
ment was the major yardstick of the success or failure of therapy,
as indeed admission to the hospital was usually based upon a
patient’s inability to form and maintain satisfactory relationships
with others. However, in spite of these evident facts, social proc-
esses generally were not included in the explanation either of the
origin or treatment of psychiatric illness.

The Therapeutic Community: Concept and Program

Sullivan’s reports of his experiments on a ward for schizo-
phrenic patients is a historic signpost for the beginning of psy-
chiatry’s systematic concern with the hospital as a “therapeutic
community.” Arguing that psychiatry is the study of interper-
sonal relations and, therefore, that the psychiatrist should be
concerned with what goes on between people rather than primar-
ily with the intrapsychic, his work proved to be very influential in
directing attention to the social aspects of mental illness.

“According to Sullivan,” Arieti has written, ‘. . . nothing is
intrapersonal or intrapsychic; everything evolves from the in-
dividual’s relations with other people, especially people with
whom he has lived in his childhood, his parents or parent sub-
stitutes . . . ‘the significant adults’ in the individual’s life.
Everything is interpersonal; all our thoughts and phantasies deal
with people, either real or imaginary. . . . One might say that
every type of dynamic psychiatry is interpersonal. Isn’t Freud,
for instance, studying what goes on between parents and children,
when he describes and interprets the oedipal situation? . . . [but]
Freud focused his attention not on the interpersonal relations but
on the fight of the individual against his instincts. The parents are
seen by Freud, mostly as a source of sexual strivings which the
child has to inhibit. In his early writings, Sullivan, too, . . .
gives considerable attention to these sexual strivings and stresses
sexual maladjustment as the precipitating factor of neuroses and
psychoses. Later, however, he comes to recognize the importance
of the parent-child relationship in its totality. Sexual difficulties
may enter, under exceptional circumstances, as the cause of the
abnormal interpersonal relations. Generally they are the effect,
not the cause of a poor parent-child relationship.”?
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This is not the place for a full review of the theoretical implica-
tions of Sullivan’s position. The only point which is appropriate
here is that Sullivan, in his rebellion against the intrapsychic
emphasis which he found in all the different schools of psychiatry
in the 1920’s, helped to turn a spotlight on the social context of
mental illness. More specifically, by his efforts to control the
therapeutic environment in an experimental ward for schizo-
phrenics, he was a stimulus to the application of social science to
the study of the mental hospital.

The full effects of these ideas, however, were not to be felt until
World War II. Perhaps their most intensive and interesting ex-
pression occurred in England, in the experiments in hospital psy-
chiatry which Maxwell Jones conducted during and immediately
following the war. It was Jones who popularized the term
“therapeutic community.”#

Jones describes the first steps in the conception of his program
as a fortunate accident. While in charge of a ward of soldiers
suffering from effort syndrome, a psychosomatic cardiac com-
plaint, he decided that it seemed reasonable to explain to the
patients some of the details of the psychological and physiological
mechanisms involved in their symptoms. However, to do this
individually with one hundred patients it would have taken many
hundreds of hours and been monotonously repetitive. Moreover,
wartime staff shortages made an individual approach impossible.
As a result, a start was made in discussing at a didactic level the
meaning of symptomswith the whole group of one hundred patients.

The lecture method was soon replaced by discussion groups,
organized as seminars. The hypothesis basic to this program was
that a greater understanding of the illness would help to relieve
the symptoms. This idea was in itself consistent with prevailing
“dynamic” psychiatric theory. However, the method for achiev-
ing sufficient emotional understanding for the relief of neurotic
symptoms had generally been thought to require an individual
and intense relationship with a physician. To work toward this
therapeutic goal in a group and with such direct classroom type
of method was the novel turn.

Educational techniques continued to play an important part
in Jones’ program. “It soon became evident, however,” he re-
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ported, “that the discussion group was more than an educational
meeting, it was affecting the whole social structure of the ward.”
As a result, his interest widened and he began to question the
meaning of the sociological phenomena that occurred.

Immediately following the war, Jones continued his experi-
mentation, but now with various kinds of mental patients, includ-
ing sociopaths and chronic unemployables. He adopted the
premise ‘“healthy group life will make healthy individuals.”

The attempt was made to reduce or eliminate the boundaries
of time, space, and status that existed in more traditional psychi-
atric therapeutics. The patient’s experience in the present, in the
hospital, should be more continuous, Jones thought, with the
realities of his past and his future. There were three main ap-
proaches toward these goals: (a) links with the community were
forged to allow patients to work, when possible, in a normal set-
ting while still living in the hospital; (b) in the hospital, programs
were developed that closely simulated the conditions of the out-
side community, so that patients could engage in productive work
aimed at quick return to society; (c) the hospital society was re-
organized toward the breakdown of the original hospital hier-
archy and freer communication between doctors, nurses, and
patients.

The last approach was perhaps the most specific innovation
which Jones introduced in his hospitals. Included was the attempt
to change expectations on the part of patients for direct one-to-
one relationships with a doctor, and to substitute a group life in
which the staff, including the doctor and nurse, were to be an
organic part.

Another distinctive feature was the use of democratic tech-
niques, such as patient government and ward meetings in which
the freedom of the patients to criticize the staff was encouraged.

As would be expected, a considerable amount of role change
occurred in Maxwell Jones’ hospitals. The absolute authority of
the doctor was reduced and the importance of nurses, social
workers, and other personnel was upgraded. Unlike the role
change we have described in the general hospital, however, this
was not a result of bureaucratization, predicated upon the in-
creasing expertise and professionalism of the various members of
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a medical team; rather, it was the consequence of a changed
orientation toward mental illness. The patient, it was hypothe-
sized, was affected in all of his social relationships in ways that are
significant in his illness. Therefore, all the social relationships of
the hospital milieu should be treated as important. One step in
such a process was to communicate to all of the personnel of the
hospital their importance directly in the therapeutic process, and
this was attempted by upgrading their status and by democratiz-
ing the hospital society.

The development of the therapeutic community program was
an important stimulus to the demand for more systematic infor-
mation about the hospital as a social environment. The emphasis
of psychiatric hospitals on the custodial aspects of their programs
was jolted sharply by the success of such wartime experiments.
The inherent pessimism of the custodial approach could not but
yield to the successes of wartime psychiatry. Of the estimated one
million admissions to the military neuropsychiatric services,
many were returned to duty. In striking contrast to the experi-
ence of World War I, most of these men were able to return to
normal lives when World War II ended.*

The experience of the wartime hospitals set the stage for a
large-scale effort by social scientists to study the hospital as a
social environment. Mention should be made, however, of one
outstanding example of this type of research that preceded the
war. Howard Rowland made a study of two mental hospitals in
New York State the findings of which appeared in 1938 and
1939.%+%2 Using a method of direct observation and participation
in the activities and events of a mental hospital, Rowland’s ob-
jective was “‘a systematic description of the more commonplace
aspects of hospital life in order to permit some degree of generali-
zation as a guide to further study.”® This purpose was to be sig-
nificantly fulfilled. As sociologists turned increasingly to the
descriptive study of the hospital, Rowland’s study was used as a
guide and model.

In brief summary, Rowland’s picture of the typical patient
experience includes the following steps:

(a) First, the mental patient “loses caste’ in the world outside the

hospital. “He loses civil rights, social class position, economic
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power, and neighborhood and community esteem. Socially and
politically, the individual is disenfranchised. He is lifted out of a
complex society and is placed in a new social order which is
vastly different.”%
(b) He enters a new society, but is always conscious of the old “real”
society. He is on the inside looking out.
(c) He learns that in this new society, the social field is split into staff
and {nmate worlds, living together in the closest proximity but
separated sharply by a high sociological wall.

The patient, uprooted from his family and community, subor-
dinate to the authority of a professional staff that is distinctly
separate from him and therefore inaccessible in significant ways,
is forced to be dependent on his peers—the patient world—for
the fulfillment of a variety of emotional and social needs.

How does he fare in this world?

In this radical new direction in which illness has channeled his
life, how useful are the values and rules of conduct that governed
his experience in the past (in the “outside world’’)? In his feelings
about himself, in his choices and judgments of companions, in his
relationships with the “‘staff world,” what are the dominant forces
that will guide him?

To these questions, our attention will be directed in the next
chapter as we review in detail the achievements of the sociologi-
cal studies of mental hospitals that have been published since
World War I1.

Summary

The general hospital, as we have seen, has evolved from alms-
house to “‘temple of science.” Within close memory, it was a
death house, a feared place of last resort. Its rescue from this state
may be traced directly to the development of antisepsis. The
latter, however, could not emerge until the science of pathology
in its modern form was established. As medicine, in general,
became more firmly associated with science, the modern hospital
became its instrument.

The mental hospital, however, did not follow a parallel course.
Indeed, as Beers dramatized, the movement forward in the hospi-

al’s medical services was accompanied by a retrogression to
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medieval psychiatric practices. Even with the great push forward
supplied by the work of Kraepelin and Bleuler in descriptive
clinical psychiatry and by Freud in dynamic psychiatry, the
effects on the mental hospital were slow to be felt.

Even when brutality and neglect began to be corrected, and
the psychiatric hospital was made a more pleasant place to live in,
the care of its patients remained mainly custodial. This was not a
matter of economics, although it is quite true that proper staffing
and financing was a problem not easy to solve. It was rather the
result of the conviction, no doubt influenced by the successes in
other branches of medicine, that mental illness was somatic in
origin. Thus the main purpose of the hospital became to provide
patient material for the scientific study of mental illness. This
approach was not without success. During the nineteenth century
important advances in neurology were made. Also bacteriolo-
gists, using neurological data, were able to demonstrate that
mental symptoms resulted from several infectious diseases. There
was, for example, the important discovery that paresis was a late-
stage syphilitic infection of the brain. However, while the super-
intendents of American asylums during the last years of the nine-
teenth century ‘“‘toiled earnestly at autopsies seeking the local
lesions which they rarely ever found . . . ,”’® there was little
effort expended in therapeutic care. The methods of restraint
gradually went out of style, but in their place remained a
“keeper”’ philosophy.

The growth of the influence of Freudian ideas helped to
humanize the hospital, but again the emphasis remained on a
severely limited part of the total life experience of the patient, his
contact with the doctor. It remained for Sullivan, synthesizing
the ideas of Freud, Adolph Meyer, and William Alanson White,
to design an approach that set out to treat the psychotic compre-
hensively in a hospital setting.

World War II witnessed the first relatively large-scale adoption
of an orientation in modern hospital psychiatry that conceived of
the full range of the patient’s interpersonal experience as part of
“therapy.” Out of Maxwell Jones’ experiments with the hospital
as a ‘“‘therapeutic community,” a program emerged that had a
widespread influence in postwar American mental hospitals.
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These innovations were not accepted unskeptically, however.

Instead, they were joined by efforts to describe systematically the
hospital social environment. This spirit of experiment and self-
scrutiny encouraged hope that fashions of hospital treatment
would yield to a science of psychiatric therapeutics.
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Chapter 9

FINDINGS AND CONSEQUENCES OF
SOCIAL RESEARCH

IT HAs BEEN OBSERVED that periodically conditions in the public
institutions for mental illness are exposed in press campaigns full
of indignant revulsion; the public reacts in support of reforms;
and commissions are appointed to make investigations. In the
end, the institutions are quietly forgotten and allowed to slip
back into their former mold.!

Generally, it has been the conclusion of public officials during
their moments of conscience that the defects and failures of state
mental hospitals were a result of understaffing, insufficient
budgets, lack of a research atmosphere, and inadequate profes-
sional manpower. However, in a state institution where each of
these conditions was corrected, Barrabee found problems that
resembled closely those of less fortunate sister institutions.?

It is further a common assumption that ownership by the state
is, of itself, a factor that causes problems appearing to be endemic
to mental hospitals. This, too, is refuted by data from a variety
of sources. We have seen how Beers, a half-century ago, received
equally poor treatment in both private and state hospitals. More
recently, in a study of a well-reputed private mental hospital,
Stanton and Schwartz concluded that “beyond much doubt,

. even in a private mental hospital, closely connected to one
of the most advanced psychiatric training institutions in the
country, and restricting its clientele generally to those patients
able to pay an average of $850 per month for treatment, many
of the serious problems of the state mental hospital were still
present.”’

209
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It has been suggested, therefore, that the way a hospital func-
tions is dependent upon principles of social organization that are
more basic than such variables as type of ownership, size, staff-to-
patient ratio, and professional status of staff. Toward the uncover-
ing of these principles, a series of detailed descriptive studies of
hospitals, particularly mental hospitals, have appeared in recent
years. In this chapter an attempt will be made to review and
synthesize the achievements of these studies.

Communication, Duplicity, and Remotivation

The sociological study of hospitals, with only a few notable
exceptions,’ has been an active field of study only since World
War II. Prior to that time, however, there had already developed
a theoretical literature and a considerable amount of empirical
study of other types of social organization, particularly the indus-
trial, from which valuable analogies may be drawn to hospitals.

A recent review of the literature on organizations classified the
early studies of industrial relations into two major categories.’
First, there was the “human relations’ approach, represented to
a large extent by Kurt Lewin and his students. The second may
be called “power structure” analysis. These two approaches have
been antagonists; that is, they have argued critically each with
the other about where the proper emphasis should be in the
study of social structure. The human relations school under-
scores the importance of two-way communication among indi-
viduals. Conflicts, it is asserted, may be resolved by the clarifica-
tion of views, and the freeing of access by one point of view to the
other. The second approach places more importance on group
loyalties and differences. Between workers and managers, for
example, it is argued that there are real differences which cannot
be solved just by opening up channels of communication. These
differences are basic to the distinctive character of each group
and can be solved only by bargaining and compromise. More-
over, the concentration of authority in one group tends to drive
the other underground and thus to a life of duplicity.

Recent studies of mental hospitals fall heir to these theoretic
approaches. Stanton and Schwartz® and Caudill™3, authors of two
of the best-known hospital studies, have concluded from their
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observations that communication is the key process. Belknap® and
Goffman!®!:12) on the other hand, have emphasized the differ-
ences among various groups in the mental hospital according to
the power-structure argument.

A third theoretical approach appears in the works of Green-
blatt, York, and Brown'* and of von Mering and King.!* The
emphasis of this approach is on the value system that dominates
the activities of a hospital. They describe situations in which the
attitudes toward patients may become dominated by the “Legend
of Chronicity,” with inevitable consequences toward custodialism
in treatment, no matter what the structure of the hospital may be.
They recommend the attitude of “‘social remotivation” for the
increase of achievement toward therapeutic goals.

Our purpose here is to review in further detail these three
theoretical approaches to the study of social organization, and to
propose a set of hypotheses for future inquiry concerning social
behavior on a psychiatric ward.

The Human Relations Approach

There are two observations that all sociological observers of
mental hospitals have noted, irrespective of theoretical orienta-
tions. The first is the change of objective status in society that is
concomitant with admission to a mental hospital. The patient
loses civil rights, social class position, economic power, and
neighborhood and community esteem.’® On the other hand, the
meaning to the patient of the loss of these rights and privileges may
not be one of loss. Rowland, for example, concluded that it is
therapeutic for many patients to be drastically removed from
society. This point of view agrees with the statement by Beers'®
that the first step toward recapturing a sense of reality for a
disordered individual is to be removed radically from one’s “real
world,” freed of all the customary requirements of ordinary liv-
ing. Goffman, on the other hand, believes that the patient suffers
psychological loss together with the objective status loss. As will
be said in more detail later, Goffman interprets these losses as the
cause of a stripping of self-esteem that drives the patient into a
double life in the hospital.!’
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The second observation that, virtually without exception,
sociological observers have noted in mental hospitals is the
boundary line between staff and patient. “The patients and
employees live in two entirely separate worlds,” Rowland ob-
served, ‘“‘yet these two groups live in the closest proximity.”’!8
Almost word for word, the same observation appears in the
works of Stanton and Schwartz, Belknap, and Caudill. Again,
however, the significance of this fact is interpreted very differ-
ently, according to the theoretical orientation.

For a detailed recapitulation of the human relations approach,
we will discuss first the work of Caudill and associates.!®

Caudill was a participant-observer in a hospital that was
small, dedicated to principles of psychoanalytic treatment, and
staffed with an adequate number of devoted, well-trained people.
On the conscious level there was little, if any, of the bitterness
and hostility between staff and patient that other writers have
described. The separateness, however, was the same, with im-
portant consequences for the patients. Patients and staff, Caudill
wrote, “lived ‘in two entirely separate social worlds, yet . . . in
the closest proximity.” While the staff exercised control over the
patients, they did not give recognition to the patient world as a
social group, but rather, they interpreted the behavior of the
patients almost solely in individual dynamic-historical terms.””2

“. . . Thestafl;”’ Caudill concluded, ‘“both doctors and nurses,
seemed unacquainted with many aspects of life in the patient
group, and dealt with each individual as a separate entity in
administrative details, as well as in therapeutic matters. In part,
this was due to the fact that there was no channel provided by
which the patients, as a group, could voice their desires to the
staff. If a group of patients wished to make a request, this could
be done only by each patient’s taking the matter up, as an
individual, with his therapist.”%

The consequence of these implicit, but nonetheless highly
significant, boundaries between staff and patient worlds was a
situation that Caudill describes as follows:

The lack of a channel of communication, and insufficient separa-
tion between administration and therapy, increased the mutual isola-
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tion of patients and staff. Both patients and staff structured their
actions in accordance with a set of values and beliefs, but because
the values and beliefs of each group were only incompletely known
or understood by the other, the two groups viewed one another in
terms of stereotypes which impeded an accurate evaluation of social
reality. Such a situation, when coupled with alternating periods of
permissive and restrictive administrative control, probably helps to
account for the mood swings in the patient group. One week a
general air of depression would prevail, at other times the ward had
the atmosphere of a hotel, while again a feeling of rebellion would
come over the entire group.?

The patient group, Caudill observed, protected itself (since it
lacked an adequate channel of communication to the staff) by
“turning inward, and developing a social structure which was
insulated as much as possible from friction with the hospital
routine. Nevertheless, such friction did occur, and the subsequent
frustration led to behavior on the part of patients which, although
it overtly resembled neurotic behavior arising from personal
emotional conflicts, was, in fact, to a considerable extent due to
factors in the immediate situation.”?

A very similar kind of phenomenon was observed by Stanton
and Schwartz.? They, like Caudill, studied a relatively small
hospital that had high standards of care, a psychoanalytic ap-
proach, and self-conscious devotion to the goal of creating a
“therapeutic milieu.”” Nevertheless, the staff-inmate split emerged
as one of their most important observations.

Although the staff and patient worlds are functionally divided,
they are part of what Stanton and Schwartz call the same “‘social
field.”” They described an incident that illustrates the significance
of this divided but common universe of experience.”® At the
center of this incident was a junior physician named Dr. Landon.
Dr. Landon was treating a patient under the supervision of a
senior staff psychiatrist, Dr. Ulman. However, the general man-
agement of this same patient was the responsibility of another
senior staff psychiatrist, Dr. Enright. A conflict developed in this
three-way relationship which was followed by an eruption of dis-
turbance among their patients. It is instructive to sketch briefly
the details of the incident.
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The junior physician, Dr. Landon, recommended that the
patient in question be moved to another ward. Dr. Ulman, the
physician in charge of the ward and therefore responsible for the
patient, disagreed and, of course, his judgment prevailed.

When the junior physician next met with his training super-
visor, Dr. Enright, he spoke of the case, and Dr. Enright agreed
mildly with his student’s judgment. As might be expected, Dr.
Landon placed more emphasis on this judgment than his super-
visor had intended and when he next saw Dr. Ulman, he again
expressed his opinion about moving the patient, but now much
more forcefully, borrowing new reasons from his discussion with
Dr. Enright. And also as might be expected, Dr. Ulman guessed
the origin of the junior physician’s renewed opposition, with the
result that he was annoyed and became all the more emphatic in
his own position.

““By this time,”” Stanton and Schwartz wrote, “Dr. Landon had
come to function as a selecting valve, transmitting and unwit-
tingly emphasizing the aspects about which Drs. Ulman and
Enright [the senior physicians] were in disagreement. In such a
setting the authorities are prone to add distortions by making
more extreme statements than they ordinarily believe. As this
continued, Drs. Ulman and Enright tended to move to dia-
metrically opposite positions, and the subject matter of discussion
was restricted to this controversy. Dr. Landon, originally some-
what insecure, became more and more discouraged and uncer-
tain, and tried even harder to get the problem straightened out.
Dr. Landon was under no obligation to quote accurately and was often
unconscious of the fact that he was quoting at all. In similar situations
such activity has often been interpreted as an attempt of the
Jjunior physician to drive a wedge between the seniors, but in our
experience it has never been possible to confirm this interpreta-
tion. Actually, Dr. Landon’s real need—guidance in the manage-
ment of the patient—had been largely forgotten.”’28

Such misunderstandings within the staff were thought to be
effectively hidden from the patients. Quite the contrary, it was
the finding of Stanton and Schwartz that patients were extra-
ordinarily sensitive to conflict among the staff members, no
matter how carefully guarded such incidents might be. Sensing
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the disturbance of their doctors, the patients themselves became
upset. The problem was that, by the nature of their illness,
patients were expected to become periodically disturbed. When
such patients became upset, even though a whole group became
disturbed at the same time, the staff did not perceive it as a
group phenomenon. Instead, each patient was treated separately,
and his disturbance usually was diagnosed as intrapsychic in
origin, and treated as such.

In explaining these types of problems and their resulting dis-
turbances, both Caudill in his study and Stanton and Schwartz
in theirs emphasize communication. Lack of communication causes
the patients to ‘“‘turn inward,” they say, and ‘“to develop social
structures of their own.” Thus the split between patient and staff
worlds may be deepened. When on the other hand, communica-
tion channels are opened up, when the blocks in these channels
are eliminated, these two worlds join hands in common purpose.
The conclusion of the incident between Dr. Landon and his
senior colleagues is an example:

The growth of misunderstanding was terminated by a conference
between Dr. Ulman and Dr. Enright. Each was surprised at what he
Sound to be the real opinion of the other. The surprise was a result of the
fact that each had built up for himself a set of fantasies about the
other upon the basis of Dr. Landon’s reports alone; from the nature
of the situation these reports were more extreme and uncompromis-
ing than their sources. Each one had a tendency to assume that the
other was engaged in something somewhat unfair and not quite
above board. This assumption made the direct discussion of differ-
ences even more unlikely. These suspicions also immediately dis-
appeared with the conference. The development of the whole process
of misunderstanding could not have happened if Dr. Ulman and Dr.
Enright had remained in contact and discussed their differences
between themselves rather than through Dr. Landon.?

One basis for the conclusion (by Stanton and Schwartz) that
disturbances of the social field are so significant in the course of
psychiatric illness was the dramatic improvement when disturbed
patients were moved into a different social situation. The authors
draw an interesting analogy to shock therapy:
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While shock therapy is not used at the hospital under study, our
findings suggest that favorable responses to shock therapy in the case
of excited patients may possibly occur for reasons similar to those
described here. Profound and dramatic changes such as are observed
in shock therapy, which the senior author has seen in other hospitals,
are no more profound and no more rapid than the changes produced,
in the group reported here, by bringing about a particular change in
the patient’s social field.?

Caudill agrees in almost all basic ways with the interpretations
of Stanton and Schwartz. He found patients and staff living close
but separate, and sensitively responsive to the ‘“climate’ of their
separate worlds. He was particularly interested in the patterns of
value and behavior in these adjacent subcultures, and the
methods of socialization particularly for patients.”

In the small teaching hospital which he observed, Caudill
described a set of pressures which patients exert toward the
socialization of new patients. These are classified as attitudes in
four areas of life. He tells how new patients are instructed in the
‘“‘appropriate’ attitudes.

The areas of life are as follows:

(a) attitudes toward the self;

(b) attitudes toward other patients;

(c) attitudes toward therapy and therapists;

(d) attitudes toward nurses and other hospital personnel.

For example, the following story is told as an example of how
patients ‘‘teach” a new patient how to think about himself:

On the second day, following a conference with his therapist, the
observer expressed resentment over not having going-out privileges
to visit the library and work on his book—his compulsive concern
over his inability to finish this task being one of the factors leading to
his hospitalization. Immediately two patients, Mr. Hill and Mrs.
Lewis who were later to become his closest friends, told him he was
being “defensive”’; since his doctor did not wish him to do such work,
it was probably better to “lay off it.”> Mr. Hill went on to say that
one of his troubles when he first came to the hospital was thinking of
things that he had to do or thought he had to do. He said that now he
did not bother about anything. Mrs. Lewis said that at first she had
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treated the hospital as a sort of hotel and had spent her therapeutic
hours “‘charming” her doctor, but it had been pointed out to her by
others that this was a mental hospital and that she should actively
work with her doctor if she expected to get well.

The observer later saw such pressure applied time and again to
other patients, and he came to realize that the group attempted to
push its members toward a middle ground where they would not, as
in his case and that of Mrs. Lewis, attempt to deny the reality of the
hospital.®

Concerning attitudes toward other patients, Caudill found
that the main pressure was ‘“toward suspension of judgment and
the muting of outerworld distinctions.”” During his first few days, the
observer was frequently told: “You cannot really refuse anything
people ask of you around here.”

This phenomenon has been observed by each of the first-hand
studies reported in this discussion. In addition, we have observed
the same process, ourselves, in a Veterans Administration Hos-
pital on the edge of the deep South. Although just outside the
walls of this VA hospital the rules of Jim Crow are unquestioned,
and virtually all the white patients are southern in their cultural
background, the psychiatric ward is not segregated racially.
Negro patients mingle freely among whites, and in the memory
of ward staff, no serious incidents have occurred because of racial
tension.

At a recent ward meeting in this southern hospital, the presid-
ing officer of the patient self-government asked the group to
discuss methods of punishment for individuals who did not fulfill
their assigned responsibilities. The ward president was white. He
described an incident in which patient X, a Negro, had failed to
carry out a work assignment, despite a reminder which he, the
president, had personally given to X. X spoke up in anger,
saying, ‘“The way you spoke to me, any self-respecting man would
do just as I did—tell you to go to the devil.”

There followed discussion in which the president of the ward
self-government disclaimed any intention of rudeness and apolo-
gized. X was mollified and agreed to reassume his assigned
responsibilities. Although X remained surly, no open criticism of
him was voiced by the remainder of the ward, which was pre-
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dominantly southern-white. Certainly, in any other setting in the
southern city where this hospital is located, such an incident
could not occur because of the strong racial attitudes which
prevail. But, in the psychiatric ward, “the muting of outerworld
distinctions” was complete.

Toward therapy and therapists, Caudill found that the patient
world exerted pressure on new patients (a) to believe that the
doctor was competent, (b) to cooperate with the doctor, and (c)
not to question the doctor’s authority. At the same time, since the
patients all shared in some frustrations with therapy and doubts
about the therapy and therapists, they were tolerant about occa-
sional outbursts. They also showed some very astute, intuitive
grasp of the doctor’s own emotional or social problems.

The fourth pressure described by Caudill was toward coopera-
tion with the nurses and other hospital personnel. There was a
joking, sometimes biting relationship with nurses, who, in this
sense, were regarded as ‘“fair game.” But, on the whole, the
pressure was to keep fellow patients thoughtful and pleasant to
nurses, and abiding by the rules as far as possible.

Caudill has emphasized the significance of patient influence
upon peers to conform to the basic requirements set down by
the staff. An underlying consensus of purpose is implied which
joins the staff and patient worlds in a common cooperative effort.
Differences that arise are mainly the result of breakdowns in
communication between these separate but congenial groups.
These breakdowns are crises that become more or less serious,
depending upon the insight the staff are able to gain concerning
the sources of disturbance. Caudill in his study and Stanton and
Schwartz in theirs have argued that more often than not the
source of such breakdowns is conflict that occurs within one of
these worlds and the resulting tension that is transmitted to the
other. They have been interested particularly in conflicts among
the staff that, in spite of efforts to the contrary, are uncon-
sciously transmitted to patients. In other words, their conclusion
is that as long as emotions are managed without friction in the
staff world, a favorable balance is maintained between the staff
and patient groups. Furthermore, the pressures within both staff
and patient worlds are designed to maximize this intergroup
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harmony and, when conflicts occur, to restore a “homeostatic”
equilibrium.

These two studies, by Caudill and by Stanton and Schwartz,
stand out as examples of the human relations approach.

The Power-Structure Argument

As we have said, the basic facts of observation, particularly the
first experiences of hospitalization, are described in similar terms
by all the writers whom we review here, regardless of theoretical
point of view. Their interpretations of these observations, how-
ever, differ significantly. We turn to the work of Goffman as a
first example of the power-structure argument.

Goffman perceives the ‘“staff-inmate split” as a fundamental
conflict.® The two worlds, he believes, are not united in purpose.
The harmonious balance they strive for is not homeostatic; on the
contrary, it is more in the nature of a truce between super-
ordinate (staff) and subordinate (patient) groups. It is an ar-
rangement whereby the subordinate group “plays the game” in
order to preserve harmony and, more importantly, to prevent
punishment or the withdrawal of privileges.

Goffman argues further that the implicit function of staff
attitudes and actions, notwithstanding the sincerity of their
therapeutic purpose, is an ‘“‘assault upon the self”’ of the patient.
In its most simple terms, the argument states that (a) the staff
communicate to the patient that he has ‘“done wrong” and (b)
that the hospital will try to help him “correct his past mistakes.”
It does not matter that the staff will explain that they do not
Judge the patient to be responsible for his behavior. Socially, that
is, according to the normative standards of the society in which
this behavior occurs, it is deviant and morally “bad.”

Goffman continues by noting that psychiatric therapy, par-
ticularly for the hospitalized patient, operates on the assumption
that, before the patient can be cured, he must accept the fact of
his illness. This seems reasonable enough, except that, again, a
basically moral meaning has been injected into the process. Thus,
for the patient, this means that he must admit his wrongdoing
(sin?) before he can again ‘“‘do right.” The hospital, in its initia-
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tion procedures, exerts pressure on the new patient to ‘‘confess
his wrongdoing.”

The response of the patient, Goffman believes, is a study in
duplicity. He strives to do what the staff want him to do, but this
is a defensive and opportunistic maneuver. He is ‘“playing it
cool’ to avoid punishment and to gain privileges, but secretly he
denies the validity of what he perceives as an assault upon his
inner self. In the patient world, on the other hand, he finds a
separate system of values and an organized pattern of relation-
ships that allow him to preserve his self-respect. Thus, like a
Marano,* he adapts to two separate but adjacent worlds, pre-
senting to his master the face he wants to see, but secretly main-
taining a forbidden loyalty and identity. Particularly when the
authority system of an institution, knowingly or unknowingly, be-
comes coercive, patients may be driven into a sub rosa life which
they protect by “playing it cool.”

An extreme example of coercive authority in a mental hospital
has been described by Belknap.*® He found that attendants were
able to manipulate patient behavior with extreme effectiveness.
In a typical ward in the state hospital which Belknap studied,
there were three distinct levels of patient status, organized and
tightly controlled by the attendants. These statuses were hier-
archically arranged on the basis of ability (and willingness) to
perform the daily work requirements of the ward. “This status
system,” Belknap concluded, ‘“had two main functions: (a) to
accomplish the daily housekeeping, cleaning and physical care of
patients on the ward; (b) to organize patient behavior in routines
which hold the ward to a secure level of orderly . . . conduct.”
The emphasis on custodial rather than therapeutic goals is
unmistakable.

Belknap’s description of a ward status system is a case that is
best understood in terms of the organization of authority in the
hospital. For example, any member of the staff in Belknap’s
“Ward 30” had the right to discipline any member of the
inmate or patient class. Secondly, these disciplinary rights con-
cerned many items of conduct, such as dress, deportment, man-
ners, and the like. Third, misbehaviors in one sphere of life were
held against the patient’s standing in others. An individual who
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might fail to participate with proper enthusiasm in sports, for
example, would be treated accordingly in work assignment. In
combination, these three aspects of authority add up to a type of
control that, in terms of its effect on the patient’s self-image,
raises serious questions whether a therapeutic goal is being
served.

The authority system described by Belknap is backed by a
system of privileges and punishments, which operate together in
the following ways:

The authority of the attendant is backed by both positive and
negative power. This power is an essential element in his control of
the ward. He can give the patient privileges, and he can punish the
patient. The privileges consist of having the best job, better rooms
and beds, minor luxuries like coffee on the ward, a little more privacy
than the average patient, going outside the ward without supervision,
having more access than the average patient to the attendant’s com-
panionship or to professional personnel like the physicians, and en-
joying such intangible but vital things as being treated with personal
kindness and respect.

The punishments which can be applied by the ward attendant are
suspension of all privileges, psychological mistreatment, locking up
the patient in an isolated room, denial or distortion of access to the
professional personnel, threatening to put or putting the patient on
the list for electro-shock therapy, transfer of the patient to an unde-
sirable ward, and regular assignment of the patient to unpleasant
tasks such as cleaning up after the soilers.3

Quite obviously, the details of Belknap’s description are not
matched in the wards that were studied by Caudill or by Stanton
and Schwartz. Some of the custodialism, and the paternalistic
authority upon which Belknap dwells, can be reproduced only on
the closed ward with very disturbed psychotics and with the
senile and retarded patient. The kind of authority system he
describes, with the strong role of the attendant, is characteristic
only of the large state institution, understaffed and overcrowded.
The same may be said of Goffman’s description which, like those
of Belknap, were drawn from a large state institution. However,
there is evidence to suggest that the “duplicity hypothesis” is not
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necessarily limited to the large hospital or to the extreme of
mental disturbance.

In our own study of a southern hospital, we observed a ward
where patients are predominantly neurotic with a minimum of
overt disturbance in behavior, and where conditions are de-
liberately permissive and attempt to be noncoercive. These condi-
tions notwithstanding, there are signs of a ““‘double life.”

Our observers quickly were able to identify cliques of “play-
boys,” who, during the evening and weekend hours, made it a
kind of game to see how far they could flout institutional rules
without getting caught. On the surface, their behavior was often
exemplary. From their ranks came officers of patient government
and leaders. However, in the privacy of the “unofficial’’ hours,
they rebelled. Moreover, they seemed to establish connections
with former patients outside the hospital in a manner that
reminds one of the findings of a recent group of prison studies by
Cloward, Ohlin, and others.*

The latter group of studies found that in progressive penal
institutions, notable for their enlightened approach to the re-
habilitation of offenders, prisoners created a staff-inmate split
which, in effect, was just as significant as in old-fashioned prisons
where a coercive authority system was frankly and rigorously
enforced. The explanation is very similar to that used by Goffman
in his study of the psychiatric hospital. First, the admission proce-
dures of the prison worked to break down self-esteem, to deface
the prisoner. The practices in themselves were humane and con-
siderate, but they carried the age-old assumption that the prison-
ers had been “bad” and must become ‘“new kinds of people”
before they could again be ‘“‘good” people. Only from fellow
prisoners was one ‘‘valued for himself.”” As Ohlin and Cloward
point out, it is a long and vigorous psychological task to change
once’s self fundamentally. Moreover, prisoners often have legiti-
mate cultural explanations for their participation in crime. They
are, not infrequently, brought up by subcultural groups to accept
and value certain kinds of behavior that are “criminal” in the
society at large. Out of such origins, the fact that they have “done
wrong”’ cannot easily be accepted. They know that they have
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been caught, but, beyond that, self-recrimination cannot be
expected on a self-evident basis. Yet staff attitudes tend to assume
that prisoners have committed their crimes knowingly and should
know that crime does not pay.

In one modern prison that was studied most intensively, the
staff were humane, sincere, and hard working in their efforts to
help inmates. The inmates, in turn, appreciated the efforts of the
staff and cooperated with them. However, as pleasant and free of
troubles as this relationship was on the surface, underneath there
was the conviction on the part of the prisoners that what the staff
were doing was not important in their own long-range life plans.
They knew, for example, what it was like, realistically, to reenter
society as an ex-convict. They had well-established informal
sources of information about what the adjustment was like after
getting out of prison. They also knew that, as sincere as the help
was which the staff gave them during their stay in the prison, they
would not get such help after leaving the institution. They would
then be on their own in a hostile world where the status of ex-
prisoner automatically disqualified them for most of the kinds of
work and life patterns for which their ‘“rehabilitation’ had
trained them.

In the sub rosa world of the prisoner, however, inmates found
that they were respected as individuals: moreover participation
in this world qualified them for realistic help when they got
outside. In one segment of the outside world, they learned that
they could expect to be welcomed with friendship and material
help. Unfortunately, this was the segment they had come from
originally and that was engaged in the kind of crime for which
they had been sent to prison.

But what has this to do with mental illness, one is likely to ask?
The answer is that the status ‘““mental patient’ has its corollaries
in the status ‘“‘criminal.” Society places upon both a comparable
stigma. Thus the staff of the mental hospital must run the same
gamut of doubt and suspicion on the part of many patients that is
found in prisons. When an institution is frankly autocratic and
coercive, the patient world needs no rationalization for creating
its own hidden life. When the hospital is humane and enlight-
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ened, there is still the danger that the efforts of the staff, no
matter how well intentioned, will seem to be ‘“‘nice but unreal-
istic” to the patients.

In the ward studied by the writer, many patients are admitted
after being on medical and surgical wards. They come bewildered
and resentful. They do not know what “we are here for.”” Others
are alcoholics. The largest proportion have not been diagnosed as
psychotic. Therefore, patient adjustment to this ward is a special
problem. As humane and therapeutically progressive as its prac-
tices obviously are, the ward is subject to the unique resistances
that, in other settings, cause the development of a double life in
the patient world.

If the patient’s role in the hospital and its consequences for
therapy are to be fully understood, a compelling need is evident
for further study of the duplicity hypothesis.

Social Remotivation

A third hypothesis concerning the hospital treatment of emo-
tional disturbances has recently been given the name ‘“social
remotivation.” Social remotivation is explicitly a program of
action. It is directed at the attitudes that prevail toward patient
care because the value system of an institution, it is argued, is the
primary determinant of the effectiveness of hospital care. The
entire network of relationships in the mental hospital, it is
asserted, reflect the beliefs of the staff toward mental illness. The
remotivation approach is more than a value theory, however. It
assigns weight to elements of social organization that have con-
tributed to the origin and persistence of the therapeutic pessimism
found particularly in large public hospitals.

In their book-length explanation of social remotivation,
von Mering and King make several points clear: (a) social
remotivation is a program based upon the study of large state-
supported institutions; (b) these institutions have been the
dumping grounds for thousands of patients diagnosed as ‘“‘chronic
cases,” and it has become a firmly entrenched conviction in most
such hospitals that chronic patients cannot be helped, but only
cared for in a custodial sense; (c) what therapy is given to such
patients is usually predicated on an assumption that ‘“bad’ must
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be ‘“rehabilitated” into ‘“‘good.” This implied value is harmful
and, in social remotivation, is avoided. The term ‘“‘remotivation”
itself implies the loss of abilities and attitudes, and its program is
designed to reestablish in patients a desire for the elements of a
healthy emotional life.3

It is a well-known fact that American state mental hospitals
have been, characteristically, ‘“unmanageably large; . . . eco-
nomically depressed, running on a fraction of the cost of general
hospitals, schools, or jails; . . . chronically understaffed; and

. usually cut off from the mainstream of professional life.”’¥
Recent figures show that in the United States there are 226
state, 47 county, and 324 private hospitals for mental disease as
well as 39 V.A. neuropsychiatric hospitals. The median average
daily resident patient population in 1954 for state hospitals was
2,043, for the county 267, for the Veterans Administration 1,343,
and for the private 30.* In the large mental hospital there is
seldom more than one doctor for every two hundred patients.
Under such circumstances, limitations of time and energy alone
would restrict the extent of therapy the doctor is able to give to
his patients. However, certain attitudes by the physician have
served to limit the scope of his efforts even more drastically.
Particularly, it is the psychiatrist’s persistence in the view that the
only significant therapy for patients occurs in a direct physician-
patient relationship.

Kennard, in his study of a large Veterans Administration
hospital, found that, in spite of the fact that classical long-term
psychotherapeutic techniques were used rarely or not at all in
handling hospital patients, nevertheless it was this form of
therapy that was “the most emphasized and prestigeful topic in
lectures presented to resident doctors by the teaching staff, in the
review of articles appearing in psychiatric journals, and in most
informal conversations among the medical staff. . . . The hos-
pital is not organized to administer this type of therapy, nor
would it be possible with its present organization and patient load
even if there were indisputable evidence as to its efficacy in treat-
ing psychotic patients. Nevertheless, there is an assumption that
this is the preferred form of therapy to be utilized in the field of
psychiatry. One physician who had charge of a building with 164
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patients explained that he was able to take care of only six or
eight patients at a time, implying that taking care of these pa-
tients meant carrying them in some form of individual therapy.”%
Kennard adds: “It is apparently assumed by exclusion that the
patients’ relationships and interactions with other patients and
with staff members are not therapeutic. In many instances, they
very well may not be. Yet it may be questioned whether the
conversations that take place two hours a week are of therapeutic
significance and all others of no significance.””*

Under these conditions, including both the reality that state
hospitals lack adequate professional staff and the fact that atti-
tudes by the physicians themselves have limited their approach
to the dilemmas of the hospital, one finds that the actual responsi-
bility for patients is generally in the hands of nonmedical staff
members. It was this situation that was the subject of the inquiry
by von Mering and King in a survey of 20 state-operated hos-
pitals throughout the United States. In addition, visits were made
to 3 Veterans Administration hospitals, 4 joint university and
state receiving and teaching institutions, and 3 private sani-
tariums.*

Von Mering and King found that, on the one hand, there were
persistent examples of hospitals with autocratic administration,
inflexible departmentalism, and reliance upon considerations of
status, salary, and power. On the other hand, they found many
“promising developments,” in which changes in methods of care
were being tried with great vitality and already evident success.
In their analysis of these two opposing tendencies, it was con-
cluded that the philosophy of patient care that prevails in an
institution is the primary determining variable. Where a phil-
osophy of pessimism is dominant, the patients tend to be assigned
to a status that is considered untreatable. Their explanation is as
follows:

As a rule, when a mental patient is designated as having an acute
illness he is regarded as belonging to a still treatable classification,
irrespective of the specific diagnosis, and is therefore a worthwhile
prospect for an individualized treatment plan. When the mental
paticnt is designated as having a chronic illness, he is regarded by
and large as belonging to an untreatable classification, irrespective
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of the specific diagnosis and is therefore not a good candidate for the
individual therapeutic approach. The designation “chronic” usually
does not carry such consequences for therapeutic action in physical
illness. For example, even in the case of incurable cancer, one thera-
peutic measure after another is tried, often to heroic proportions, in
the hope that some benefit might accrue and the patient’s life be pro-
longed. The individualized, clinical approach is more likely to be
continued with the chronic patient who is physically ill, while with
the chronic patient in a mental hospital it is easier to give up this
approach because of the feeling that a priori it is a hopeless proposi-
tion.

In large mental hospitals the shift from a judgment of acute to a
judgment of chronic is accompanied by a subtle and covert change
in the expectations of staff relative to the patient’s future. The change
in expectation is largely unspoken, for it means admission of failure,
an admission which is difficult to accept for anyone connected with
medicine. However, implicit acceptance of a change in expectations
can be noted in the statements of staff about individual patients when
they express the hopelessness of any active treatment, for they know
the patient will not get well.#

This philosophy of pessimism is rooted, according to the authors,
as we have indicated earlier, in what they call “The Legend of
Chronicity.” The antidote they recommend is social remotiva-
tion, which they describe as follows:

Its primary feature lies in a set of attitudes, toward the patient and
toward the treatment process. In terms of the patient, social remoti-
vation requires the acceptance of the patient as a worthwhile indi-
vidual, capable of improvement, regardless of the degree of observ-
able deterioration. Furthermore, its aim is to have the patient come
to accept himself, as well as help him to be acceptable to others.®

The other side of the picture in the von Mering and King
report was the encouraging evidence that the public mental hos-
pital has been in an active state of change in recent years, keeping
in close step and, at times, moving ahead of the dynamic changes
occurring in psychiatry as a whole. Undoubtedly, two historical
events have been most influential in starting the trend that has
been decidedly away from a custodial and toward a therapeutic
approach. The first was the vitality with which hospital psychi-
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atry responded to the urgent conditions of World War 11, and, of
course, to the encouraging success of wartime experiments. In the
process, many traditional practices were challenged and super-
seded in a way that is difficult to accomplish except under urgent
circumstances. The second was the advent of new chemotherapy
by the tranquilizing drugs.

The new drugs, however, set off in some quarters the pre-
mature belief that mental illness would succumb, in the dramatic
manner of some infectious disease, to a relatively simple and
direct method of pharmacotherapy. Substantial gains have been
made with the use of tranquilizers. However, these drugs have
been most successful as a first step in psychiatric treatment; they
make patients, under various conditions, more amenable to help
by psychotherapy and to social rehabilitation. A recent report has
this to say: “The large reservoir of chronic patients in the State
and VA hospitals has been reduced somewhat [by drug therapy]
but not, however, to the extent originally hoped for. While
appreciable improvement in their social adjustment and amelio-
ration of distressing symptoms is frequently achieved, full remis-
sions are still uncommon.”’#

These are the setting and the conditions for which the social
remotivation program was conceived. Very likely, social remo-
tivation itself has become possible only because it appears in a
period when hospitals have been willing to try new departures
from their institutional traditions. In this period of transition, the
concepts of social remotivation have guided hospitals toward
what it believes to be the most important factor in the thera-
peutic process, that is, the attitude of the therapy staff toward
their patients.

In his history of the Boston Psychopathic Hospital, now called
Massachusetts Mental Health Center, Milton Greenblatt has
described the many different ways in which the social environ-
ment of the hospital has been used for therapeutic purposes.®
This is an excellent example of the remotivation ideal in applica-
tion. Included have been the radical revision of the roles of mem-
bers of the hospital, as well as new methods of inservice training
for all the staff. “However, of even greater importance . . . ,”
Esther Lucile Brown has said, commenting on the experience at
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the Boston Psychopathic, “is the effort, through informal but
continuous means, to help attendants—as well as all other cate-
gories of staff—to develop latent attitudes. Such an effort,” she
adds, “is usually a concomitant of a broad attempt to remake the
hospital as a social institution: to replace autocratic administra-
tion, inflexible departmentalism, and reliance upon considera-
tions of status, salary, and power by more democratic procedures,
greater general permissiveness and delegation of responsibility,
reduction of departmental and status barriers, greater encourage-
ment of initiative, and utilization of the concept of the thera-
peutic team.”’* These are some of the means by which social
remotivation undertakes to provide meaning and method to the
therapeutic task.

Summary

We have extracted from the literature three hypothetical
explanations of the effect of the mental hospital’s social environ-
ment upon its patients. The first two, which we called (a) the
human relations approach, and (b) the power-structure argu-
ment, place their emphasis upon elements of the social structure
as the major determinants of the patterns of behavior which
emerge. Thus the human relations hypothesis focuses upon what
might be called the circulatory system of the hospital. The major
arteries of circulation are channels of communication, particu-
larly those between the patient group and staff. If the flow of
these channels is kept free of obstruction, this hypothesis contends
that the total organism will remain healthy, and even be able to
withstand the inevitable strains caused by conflict within one of
the two substructures.

The power-structure argument, on the other hand, presents
what we have called the “duplicity hypothesis.”” The focus here,
as in the first hypothesis, is upon the patient and staff subgroups,
and the communication between them. However, in the second
theory, the interests and goals of each subgroup are asserted to be
different, whereas the human relations theory assumes that they
are held in common. If there are such fundamental differences of
interest between staff and patient, they cannot expect to be
resolved except by hard bargaining and compromise. If they are
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held in common, on the other hand, the vital requirement is that
they communicate clearly to each other momentary problems
and needs in order to maintain a long-range common purpose.
According to some authors of the power-structure school, these
basic interests of patients are so different from those of the staff
that, given the autocratic authority structure that is common in
large hospitals, patients are forced into a ‘“‘double life” in order
to find an outlet for this self-interest. It might be expected that a
hidden patient culture and attitudes of duplicity by patients
would work against the goals of the staff. On the other hand, if
the staff methods are wittingly or unwittingly unsuited to the
real requirements of patients, the duplicity attitude may function
as a defense for the patient that is therapeutic.

The third approach, ‘“social remotivation,” underscores the
importance of the value system that prevails in an institution.
Although certain kinds of social structure appear to fit together
with certain attitudes, this argument states, the primary deter-
mining variable is the attitude or value system. Thus attitudes of
pessimism by the staff breed the same pessimism in the patients.
“The Legend of Chronicity”” becomes rooted and blocks re-
covery. On the other hand, belief in the possibility of recovery, no
matter how deteriorated a patient appears, will increase the
probabilities of recovery. Social remotivation recently has pre-
sented in able and vigorous statement both its theoretical founda-
tions and a therapeutic program of action designed to help
patients recover.
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Chapter 10

THE DOCTOR-PATIENT
RELATIONSHIP AS A SOCIAL SYSTEM

IN THE casE of Mrs. Tomasetti, as presented in Chapter 1, a
number of questions were raised but not fully answered. We saw
one physician frustrated and angry, unable to help his patient,
and a second physician who, though younger and less experi-
enced, was successful with the same patient. There were obvious
differences in their approaches; yet neither understood exactly
what was happening, the successful doctor no more than his pred-
ecessor. Since they both began with the identical diagnosis and
prescribed the same medical treatment, we assumed that the
major variables to explain the change in the course of Mrs.
Tomasetti’s illness could be found in the socioemotional aspects
of her relationships with these two physicians.! This has been the
goal of all the discussion intervening since we first described this
case: to uncover those elements of the doctor-patient relationship
which, if adequately understood, would have enabled Mrs.
Tomasetti’s first physician to maintain a good relationship with
his patient. For the second physician, it would seem equally im-
portant to understand ‘“‘what he was doing right,” in order to gain
the control needed to enable him consistently to benefit other
patients.

In this final chapter we will resume the perspective of the
physician as we attempt to understand the social dynamics of the
doctor-patient relationship. If our discussion has provided a fuller
awareness of the field of forces acting upon the relationship with
his patient, how can the physician put this awareness to work?
In answering this question, we will seek both to integrate mate-
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rial that has already been presented and to amplify it, particu-
larly with regard to the concepts of culture and social role.

Culture and Interaction Process

In the two medical relationships in which we observed Mrs.
Tomasetti, one constant element was her cultural orientation.
Like other small groups, each of these relationships may be de-
scribed as a separate social unit with its own characteristic inter-
nal environment; both, however, share approximately the same
external environment, of which Mrs. Tomasetti’s cultural orien-
tation is one factor.

Culture has been compared to a blueprint. It provides patterns
of behavior that guide both expectations of self and other. It
seems clear that the first physician expected from Mrs. Tomasetti
behavior that either was not communicated to her clearly or in
some way was so contradictory to her conception of herself that
she could not respond positively. Can the culture concept be used
for a better understanding of this particular problem-situation?
We will try to answer this question first by scrutinizing more pre-
cisely what the expectations were in the relationships between
Mrs. Tomasetti and her doctors.

Mrs. Tomasetti’s first doctor treated her very much as an in-
dependent rational individual. He was aware of the possibility
that the diet he prescribed might be difficult to follow because
of the customs which prevailed in Mrs. Tomasetti’s family.
But he reasoned: ‘It is your own health that is involved. Your
family, under these circumstances, will understand if you adopt
eating practices that are unfamiliar to them. You are doing this
because you must, not because you wish to violate the customs
you have been taught, and, of course, they will understand.”

From the frame of reference of American middle-class culture,
this kind of reasoning, with its emphasis upon individualism, is
quite fitting. Does it, however, fit the point of view of Mrs.
Tomasetti? Do we know enough about the southern Italian cul-
ture to predict whether the individualism which the staff-doctor
requires from his patient is, indeed, appropriate for Mrs. Tom-
asetti?
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Fortunately, the values of Italian-Americans have been studied
intensively by Florence Kluckhohn.? In her studies of the families
of psychiatric patients, conducted with the collaboration of John
Spiegel,? the evidence indicates that the individualism so typical
of American culture is not appropriate for Italian culture. Out of
her own cultural background, one should expect that Mrs.
Tomasetti would value her family even more than self. She can-
not easily relinquish her role as part of her family, neighborhood,
and cultural group. The requirements of her illness are, indeed,
threatening, but whereas her doctor sees it as a threat to her sur-
vival as an individual, most likely Mrs. Tomasetti will see it as a
threat to the harmony of the social pattern she knows and values
most. Preservation of the family network is, according to her
orientation, ‘“more important than the fate or goals of an indi-
vidual. . . . [Moreover] individualism is not well understood,
and is often feared as showing selfishness, disloyalty, or outright
hostility to the family.”*

A second assumption the staff-physician made in his treatment
of Mrs. Tomasetti was that she would be willing to give up some-
thing that was important in the present for the sake of a future
reward (better health). Attitudes toward time, however, are cul-
tural variables. Here again, according to Kluckhohn’s description
of cultural value-orientations, the evidence indicates that the
doctor is making an invalid assumption. From her particular
cultural background, Mrs. Tomasetti may be expected to live
fully in the present, and accept fatalistically what the future
may bring.

A third value-orientation is expressed by the doctor’s belief
that man is dominant over the forces of nature including, of
course, illness. But the traditional Italian view is that man is
helpless before nature. Contrasting with the doctor’s basic op-
timism about man’s relation to nature is Mrs. Tomasetti’s tragic
fatalism. Her cultural background provides her with “little
understanding of or confidence in the use of technical devices or
scientific procedures. . . .”’® Even her willingness to follow faith-
fully the insulin therapy is probably explained by a magical con-
ception of its efficacy rather than faith in its scientific effective-
ness.
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A fourth value-orientation is expressed in the staff physician’s
emphasis on ‘‘doing.” In harmony with American culture, the
doctor is a doer. To take some action, to achieve, is his primary
reaction to challenge. It is clear from the conference we de-
scribed that the staff physician expected the same from Mrs.
Tomasetti and, no doubt, from all of his patients. He would
supply the medical advice, but his patients must want to get well;
they are expected to take responsibility for following the doctor’s
orders and to try to get well. In Mrs. Tomasetti’s cultural ex-
perience, however, spontaneous emotional expression takes pre-
cedence over doing.

By pointing up areas of “no fit” between Mrs. Tomasetti and
her first physician, attention is called to what not to do. Can the
value-orientation scheme also be used to help the physician
decide what he can do that is more likely to help a patient of this
type? With this question in mind, let us review the approach of
Florence Kluckhohn.

Values are standards of desirabilily, “‘couched in terms of good
or bad, beautiful or ugly, pleasant or unpleasant, appropriate or
inappropriate.”® The concept overlaps with norms that are rules
of conduct, specifying what should and should not be done by
various kinds of people in various kinds of situations. Culture
organizes its norms with reference to values; or, in other words,
values provide the criteria of desirability by which concrete goals
of action emerge, and which, in turn, guide the patterns of con-
duct.” We do not mean to present a deceptively simple explana-
tion of a complex concept that has many subtle shadings to its
meaning.® For our present purpose, we will be content to define
values as conceptions of the desirable—of the desirable qualities
of objects, behavior, or social structures, and systems.®

Value-orientation is a concept that has been used to refer to
clusters of values that arrange themselves around important
themes in society. Gunnar Myrdal, for example, in his classic
study of American attitudes toward its Negro minority, spoke of
a configuration of value-orientations that make up the “American
Creed.”1?

Florence Kluckhohn prefers to classify the major types of
value-orientation according to life-problems that are crucial and
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common to all human groups. Value-orientation, she states, is an
extension of the value concept that refers to ‘“highly organized
conceptions of vital aspects of human behavior.””!! The five prob-
lems which Kluckhohn regards as basic to all human groups,
together with the names she gives the value-orientation associated
with them are as follows, stated in the form of questions:

1. What is the character of innate human nature? (Human-Nature
Orientation)

2. What is the relation of man to nature (supernature)? (Man-
Nature Orientation)

. What is the temporal focus of human life? (7ime Orientation)
What is the modality of human activity? (Activity Orientation)

5. What is the modality of man’s relationship to other men? (Rela-
tional Orientation)!?

> W

In addition to facing these same problems, Kluckhohn asserts, all
cultures choose their solutions from certain logical alternatives.
(For example, each culture chooses between the conception of
man’s inner nature as being basically evil, basically good, or a
mixture of good and evil.) Therefore, in the comparative study
of cultures, one finds much variation, but the variation of value-
orientations is neither limitless nor random: . . . it is both as
definite and as essential as the demonstrated systematic variation
in physical and biological phenomena.”!3

In the relationship between Mrs. Tomasetti and her first
doctor, it is not difficult to see how the patterns of cultural value-
orientations arrange themselves into two quite opposite patterns.
In the physician, one finds individualism, future-orientation,
belief in man’s dominance over nature, and an emphasis on doing
—all interdependent and mutually reinforcing. They are value-
orientations that serve the needs of modern American industrial
society very well in many respects—but in this instance, they are
so deeply embedded in the frame of reference of the physician as
an individual that he takes them for granted in himself and ex-
pects them to guide the behavior of his patients. In Mrs. Toma-
setti, on the other hand, a cultural pattern directly opposite from
that of her doctor is equally served by a set of integrated value-
orientations: the preeminence of collateral family-type relations
over individualism, a time-orientation to the present, a sense of
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powerlessness before the forces of nature, and a spontaneous
emotional type of responsiveness.

The influence of the cultural factor is not uniform in this ex-
ample; it varies with the stages of the illness and their associated
interpersonal requirements. When Mrs. Tomasetti is comatose,
her first physician is able to treat her medical needs. In the first
steps out of this extreme condition in her illness, he is again able
to help her. As soon as she leaves the controlled environment of
the hospital, however, the relationship is lost, almost before it has
an opportunity to get started. What is important in life for
the physician is so different from that for his patient that they
never achieve a really meaningful social contact. Each action
that is taken in this relationship is like the behavior produced by
the effect of one billiard ball upon another, where no systematic
relations are maintained once the force is expended.!*

As demonstrated by the student-physician in Mrs. Tomasetti’s
case, there are more hopeful alternatives. Although he was not
fully aware of it himself, his behavior fitted into a social pattern
which was close enough to that of his patient to allow her at least
to establish a comfortable and meaningful relationship with him.
To an extent, this was a fortunate accident, since he admitted
that he would have approached the patient in much the same
manner as his predecessor except for the latter’s obvious failure.
However, it need not have been an accident. Given an under-
standing of the cultural components, much of what actually
happened in this case, for both physicians, was predictable.

For example, when Mrs. Tomasetti first saw the student-
physician in the hospital, he encouraged her to talk freely. He was
acting from what he thought were logical considerations; namely,
the direct methods tried before had not worked, so perhaps if the
patient were encouraged to talk about herself and her life pat-
terns, she would reveal hitherto unknown factors that would help
in the management of her dietary needs. From the viewpoint of
Mrs. Tomasetti, on the other hand, this appeared to be an inter-
est by the doctor in her and her life as she herself valued it. In
contrast to the first physician’s explanations, warnings, and
threats, all in terms of values that were quite alien to her, this was
the kind of behavior she was accustomed to from family and
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friends. In the terms used by Florence Kluckhohn, this patient
was first approached with a demand “to do”’ something, when
her customary approach to life was less that of “doing’ and more
of “being.” By allowing her to express the spontaneous emo-
tionality that was deeply embedded in her cultural orientation,
the student-physician opened the way for the establishment of a
more meaningful relationship. Put in still another way, a social
system was created that, by achieving a quick harmonious bal-
ance, showed promise of further development toward the man-
agement of its problems and the achievement of its goals.

The student-physician’s next step was even more directly fitted
to Mrs. Tomasetti’s background. Again, his own reasons for visit-
ing her home were, as far as he was aware, according to the logic
of the case. It was in the home that her difficulties with the diet
occurred, and therefore he wanted to observe for himself what
happened in that setting. From the patient’s point of view, how-
ever, her home and family were above everything else her com-
mitment in life. Virtually all her social relationships were in-
fluenced by this “collateral” orientation. By his visit to her fam-
ily, the student-physician added another important building
block to his relationship with Mrs. Tomasetti.

When the student-physician brought the family into active
responsibility for Mrs. Tomasetti’s treatment, he was implement-
ing the patient’s collateral orientation even further. Again, one is
struck by the contrast. The first physician made this patient
individually responsible for her own treatment. From his point
of view and the more familiar cultural background of most of his
patients, this request to ‘‘go-it-alone” was a reasonable and
appropriate decision. In Mrs. Tomasetti’s case, however, indi-
vidualistic behavior was not only unfamiliar, it was in competi-
tion with the realities of her family life. Only by giving the
special dietary requirements of her illness a place and meaning
within the Tomasetti family did it become possible for her to
accept it. Their mother’s special diet, in other words, became
psychologically “ours” for the whole Tomasetti family and not
just “mine,” in an isolated sense, for Mrs. Tomasetti.

It should be noted that the student-physician found it difficult
himself to “go-it-alone’ in this case. In the new traditions of
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“team’’ and comprehensive medicine, his decision to consult with
the social worker and the public health nurse was correct and
proved to be important in the final resolution of the patient’s
major problem. Medical social work, like nursing and other
occupations in the health team, is in a very active developmental
stage professionally, and therefore is still used less commonly by
physicians than other forms of consultation.!® Most important to
this case is the fact that the social work consultant was used
selectively and with purpose, and not as a last resort. The con-
sultation was based on the physician’s judgment that social and
emotional factors were the important determining variables.
Such factors are too often seen as ‘‘residual” or, as in so much
research on therapy, as ‘““contaminating’ influences.!®

A very similar experience to that described in the Tomasetti
case has been reported by Spiegel and Kluckhohn from their
work with Irish patients. They, too, found it necessary to shift the
standard gears of the doctor-patient relationship in order to
break an impasse created between a therapist and his patient by
conflicting cultural values."

The Irish have been observed to emphasize “lineal” relations
between the individual and other men. This is explained as an
emphasis upon a vertical hierarchy. In family terms, individ-
ualistic values are expressed in “mine’” and ‘“‘thine” attitudes
toward property; lineal refers to ‘“father’s,” ‘““the eldest son’s,”
and so forth; and the collateral orientation speaks of “ours.”

Describing the American family, Spiegel says: “In American
families the Individualistic orientation is in first position, the
Collateral second, while the Lineal is the least favored. Thus,
there is a certain amount of resentment felt toward any hierarchy
and toward anyone who acts too ‘bossy.’” Husbands share
authority, as well as other domestic roles, with their wives. Par-
ents hope that their children will voluntarily manifest correct
behavior so that the issue of discipline and authoritarian controls
can be avoided. Every attempt is made to foster the autonomy of
the individual family member and to allow children to make their
own decisions. Thus independence and self-reliance form an
important part of the egalitarian ethos. However, if group
loyalty is to be invoked [as in organized games and sports] or
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when the family is to be represented in the community, then it is
the collateral, groupwide emphasis that comes to the fore.””!®

“In the Irish-American family,” Spiegel continues, “the lineal
principle holds first rank; collaterality is second and individual-
ism is in the third order position. The group, whether the family,
a bureaucratic organization, or the church, always comes ahead
of the individual. The ordered succession to hierarchical positions
over time is constantly emphasized. For example, the father is
very much the head of the family and never hesitates to express
his authority over the wife and children. But if his own father is
still alive, he owes him the same kind of respect and obedience
which he showed as a child. In contrast to the American family,
the Irish family trains its children for dependent behavior which
is expected to remain a constant throughout life. This tends to
backfire in a certain amount of hostility to authority, of which the
political rebel in Irish history is a good example. Nevertheless,
dependency training is on the whole thoroughly accepted, and is
well reinforced through the mutual care and aid offered by the
extended family, religious and community networks.””*

With these cultural data in mind, Spiegel reports that his
therapeutic team took an approach to their Irish-American
patients ‘“‘which emphasized the importance of the extended fam-
ily and the community to the functioning of the individual.
Although therapy concentrates mainly on the mother, father and
child,” Spiegel wrote, “we [the therapeutic team] attempt to see
and make ourselves known to a wide assortment of relatives.
This means that we become assimilated, to a certain extent, to
the lineal chains of influence which bear upon the pathologic
deviations in the family members. In addition, members of the
therapeutic team become known, not simply as individuals, but
also as members of a readily identifiable organization. This
approximation of individuals and organizations reduces the fear
of the strange, unknown group and, simultaneously, raises its
prestige. At the same time, we have shown our willingness to
depart from the routine of regular office appointments whenever
this is necessary. Seeing family members when and where they
are available is closer to the Present Time and Being orientations.
Therefore, it is more apt to be perceived as a valid act of attention
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than strict adherence to a Future-oriented appointment book,
and other bureaucratic routines.’’??

The results of these experimental attempts to use cultural data
in direct aid to the therapeutic task, though modest, have been
encouraging. In Spiegel’s own words: “The results of [these
modifications] are not spectacular. They have not led to dramatic
relief of symptoms . . . but we have gained the conviction that
we have been able to establish and maintain therapeutic contact
with patients who would otherwise have been rejected or would
have dropped out of treatment. We have been able to produce
small increases in insight in individual family members. We have
been impressed with the fact that a small gain in one or two
family members is registered as a large gain in the total function-
ing of the family.”

The more traditional approach in psychiatry is to explain this
type of situation with an emphasis upon psychological determi-
nants. Hollender’s discussion of the basic problem in diabetes is
an example. The reader will recall Hollender’s three models of
the doctor-relationship quoted in Chapter 1 of this report from
an article he wrote jointly with T. S. Szasz: (a) activity-passivity,
(b) guidance cooperation, and (c) mutual participation. In a
later publication Hollender has this to say:

In each model the participation of doctor and patient is comple-
mentary. The stability of this paired system must be temporary since
the physician strives to alter the patient’s condition. The comatose
patient will either recover [become conscious] or die. If he improves,
the doctor-patient relationship must change. It is at this point that
the physician’s inner [usually unacknowledged] needs are most apt
to interfere with what is “best” for the patient. At this juncture he
either changes his attitude [not a consciously or deliberately assumed
role] to complement the patient’s emergent needs, or he foists upon
the patient the very role of helpless passivity from which he [allegedly]
tried to rescue him in the first place. The process of change which
the physician undergoes to have a mutually constructive experience
with the patient is similar to the change a parent must undergo to
behave ever differently toward his growing child.

This thesis can be illustrated by the following example. When a
patient with diabetes mellitus is brought to the hospital in coma, the
relationship must be based on the activity-passivity model. The



THE RELATIONSHIP AS A SOCIAL SYSTEM 245

physician must do something to the patient who is completely help-
less [unconscious]. Later the patient has to be educated [guided] and
during this stage he must cooperate. Finally, ideally, he is treated as
a full-fledged partner in the management of his own health [mutual
participation].

Confronted by a problem of this type, the physician is called upon
to change through a corresponding spectrum of attitudes. If he can-
not make these changes, the patient regards him as unsympathetic
and lacking in an understanding of his personally unique needs,
while he regards the patient as uncooperative and difficult. Both are
right. Both are confronted by the wish to induce changes in the other.
Since this is no easy task, the dilemma is usually resolved in one of
two ways. The patient attempts to conform to the physician’s
“requirements.” Periods of rebellion [resulting in “poor” manage-
ment] may then occur from time to time. The other, and more fre-
quent, result is that the patient seeks another physician, one who is
more attuned to his current “needs.”%®

We will take issue with this interpretation only to point out
that it assumes that the doctor and the patient begin from a
common cultural frame of reference. There is no question that
personality is a factor in such relationships, that some physicians
are more comfortable (out of their inner individual needs) when
they are doing to a patient rather than when guiding or participating
with a patient in treatment. Thus one must consider the possi-
bility that Mrs. Tomasetti’s second physician was more successful
than the first because he was less rigid as a person and therefore
more able to change his own approach in tune with her changing
psychological needs and the changing requirements that follow
from the development of the illness. Nevertheless, we believe it is
equally true that cultural differences have a comparable power
to influence the relationship. In this conclusion we join Spiegel’s
assessment of his experimental use of cultural variables in
psychotherapy. Spiegel takes care to make clear that the modifi-
cations in approach which he describes are not to be considered
general prescriptions for the field of psychotherapy as a whole.
He argues only that modifications in technique should be ration-
ally adapted to the varieties of cultural value-orientations that
exist among patients. He proposes, as we do, that problems of
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cultural dynamics deserve similar consideration to that given in
the past to purely psychologic processes.

Because of the unique history of immigrant populations in the
United States, problems of intercultural communication like
those presented by the Italian-American or Irish-American retain
more than academic interest. In spite of the fact that large-scale
immigration was stopped after World War I, a significant num-
ber of Americans continue a deep ethnic identification with other
still-living cultural groups. For the physician this is part of
reality. In the eastern part of the United States his patients are
likely to include Puerto-Ricans and various European-Americans.
In the Southwest, a large Spanish-speaking minority exists. In
other places, one deals with people of Slavic, Scandinavian, and
Oriental origins.

On the other hand, time has neutralized many of these ethnic
differences, and the amalgamation of its many types of immi-
grants into a general American type has proceeded steadily.
Does this mean that the variable represented by culture will
become gradually insignificant for the physician? This is not
likely because of the phenomenon that is called “subculture.”

Modern society, as Saunders has pointed out, is too complex
for an individual to encompass all of the culture of the society
in which he is born. Consequently, subcultural groups emerge;
that is, ‘. . . aggregations of people who have in common some,
but not all, of the elements of a given culture.”? Such groups
form on the basis of region, race, and social class. In modern
society, occupation has become increasingly important in deter-
mining the community of one’s close associates. Thus one’s sense
of identity and the source of reference for values and norms have
become more and more conditioned by one’s work or way of life.
For the professions, this is even more true, so that the medical
profession is an example of an important subcultural group.

The approach to culture as a variable in the doctor-patient
relationship is valid, we believe, for subcultural variables. In our
presentation of the Q- family in Chapter 5, for example, social
class was a major factor in the problem of determining effective
medical care. The value-orientations of social class were analo-
gous in their form to cultural value-orientations.
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In the study of small groups, culture represents that class of
variables which is part of the group’s external environment. In
the Q- family we traced first the influences that came from the
American culture and its class system; then we turned to what
were called the internal social dynamics of the group. Our
analysis of the doctor-patient relationship as a social system
proceeds in a similar way from emphasis on the external to a
consideration of its internal environment.

The Internal Social Dynamics
of the Doctor-Patient Relationship

Cultural factors provide a constant external field in which the
doctor-patient relationship exists as a social unit. Internal to the
group, patterns of interaction develop according to its own par-
ticular dynamics. Nothing is static in this situation. Cultural and
subcultural forces set the baseline of expectations about the be-
havior of self and others, but elements of culture are either in-
voked or dormant, depending upon cues in the immediate on-
going relationship. Similarly, stable patterns of behavior are
formed to manage the social-emotional problems indigenous to
the group, but as in any system, they are largely quiescent, in the
group’s ‘“memory,” until aroused by their appropriate cues.
Moreover, the internal and external fields overlap, acting upon
each other. Because of the complexity of this system, it is, in an
important sense, artificial to separate these intricately interwoven
factors into two “fields” of influence. Nevertheless, it is a logical
separation that, for purposes of analysis, is well justified.?!

It will be recalled that in an earlier graphic representation of
the doctor-patient relationship (see Figure 3, page 63) the
doctor (A) and his patient (B) are shown interacting in two
dimensions: (x) in processes of communication that emphasize
the “human,” or social-emotional problems, and (y) in ways
that are focused on the main task of the relationship. Research in
small group dynamics has called attention to these two types of
“interaction process’ as being typical of all small groups. They
speak of the former (x) as expressive interaction, and the task-
oriented category (y) as instrumental.?® All social interaction, they
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assert, can be categorized according to its emphasis as either
expressive or instrumental.

These same terms have been applied to the analysis of social
roles in small groups. The conception of role here is dynamic,
portraying patterns of the adjustment of role behavior according
to their function for the establishment and maintenance of the
group as a social system. Spiegel has developed this approach
with particular reference to the doctor-patient relationship in a
form that we believe merits the detailed attention of this discus-
sion. As an introduction to Spiegel’s method, his description of a
“clinical fragment” from a relationship between a psychiatrist
and his patient is inserted here.

THE CASE OF THE INTELLECTUAL WOMAN 26

Spiegel describes a twenty-three-year-old, highly intelligent
girl (a Ph.D. in mathematics) who came to him for psychiatric
treatment most specifically because of a sense of poor adjustment
to her chosen career. She was, by his description, “haunted by a
deep and abiding sense of shame, on which account she was ex-
tremely shy and retiring in all her social relationships.” The
sample which Spiegel extracts from this relationship for the ex-
position of his method is from one of the regular therapeutic in-
terviews. These interviews had been going on for some time, so
that we may assume that the special “rules of the game” asso-
ciated with this type of doctor-patient situation were well estab-
lished for the patient.

On the occasion described, the relationship began according to
its major working purpose, that is, the patient began discussing
her “problem” by speaking of her abilities and career. Suddenly,
however, the discussion shifted when the patient asked the doctor
if he had seen a recent performance of a play, “Don Juan in
Hell.” The doctor did not respond to the question. After a pause,
the patient continued, delivering a “highly perceptive account of
Shaw’s intention in the Don Juan interlude, of the actor’s inter-
pretation, and her reactions.”

The doctor, after listening for some time, interrupted to ask if
the patient knew why she wanted to tell him all this. She re-
sponded by saying she was ““just chattering because she felt like
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it and that there was no particular reason for her talking about
the play.”

“I now told the patient,” Spiegel states, “that I thought she
must be feeling disappointed because she had hoped to interest
me in the quality of her grasp of aesthetics. To this description
of what I assumed had taken place between us, the patient had
an intense reaction. She immediately covered her face with her
hands and declared herself to be horribly embarrassed. Her face
felt hot and red, the whole room felt hot—so intense was her
feeling of shame. She felt that I had reprimanded her, as if she
were a child.”

How may the analysis of this interaction as a system of social
roles help the doctor understand his patient? What, if any, con-
tribution does a role analysis make to the therapy of this patient?

In his answer to these questions, Spiegel states: “It seems clear
that if two people relate to each other at all, they become in-
volved in a system of transaction characterized by mutually
regulative processes which we ordinarily term adaptation or ad-
Jjustment.” The term ‘““‘transaction” is preferred to ‘“‘interaction”
by Spiegel because it contains a specific connotation of mutual
interrelationship and interdependence, attributes that are im-
portant to the conception of social system. ‘“Transaction,” he
writes, “is a term introduced . . . to describe reciprocal, rever-
berating processes which occur in any system of action or be-
havior. In such a system, especially if it is in equilibrium, there
occur two-way, phasic and cyclical exchanges which are largely
self-regulating and self-correcting—that is, they keep the system
going. A key example of transactional processes at the somatic
level is the neural and hormonal exchanges which keep the body
at a constant temperature.”

In relationships between two or more people, Spiegel con-
tinues, . . . these [transactional] processes are mediated by the
exchange of information which is called communication. Thus,
if we want to describe the doctor-patient situation as systemati-
cally as possible, we will study the flow of communication—
verbal and nonverbal—that occurs in the system of transactions
as it becomes established by the incorporation of the doctor and
the patient within it. If such a study is to be successful, we
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should be able to name and describe the mechanisms which dis-
turb the equilibrium in the system as well as those which restore
it. Furthermore, we should be able to assign responsibility for
perturbations in the equilibrium of the system to either doctor or
patient, as the case might be.”?

In the scene described above, the major item of communication
is the patient’s discussion of the play, “‘Don Juan in Hell.”” When
the patient in this case introduced her elaborate drama criticism
into the interview with the doctor, she was introducing new ele-
ments into the social situation. Immediately prior, the patient
was discussing her “problem,” accepting the patient role that
was most customary. She was, in other words, behaving as a
patient is expected to by discussing the symptoms of her disturb-
ance (illness). We might say that she was accepting her explicit,
assigned role. She was, at the same time, acting toward the doctor
according to his customary role. The system of roles, between the
doctor and the patient, was complementary and apparently well
integrated. By introducing the discussion of “Don Juan in Hell,”
the patient was implicitly changing the role-structure of the rela-
tionship. Explaining his behavior at this point, Spiegel writes:
“The question seemed a simple enough request for information
regarding my play-going habits. But since I did not know what
role I was being invited to take, because I suspected that behind
whatever explicit role this might turn out to be there lurked a
more important implicit one, I did not answer the question.”

As the relationship continued, however, the intentions of the
patient became more clear. “I became aware,”” Spiegel writes,
“that my new role was an expressive one—to play the apprecia-
tive audience to her role as a gifted art and drama critic.” At this
point, he faced what must certainly be a common alternative in
any doctor-patient relationship, and particularly in psycho-
therapy: he could have accepted the patient’s implicit definition
of the situation by taking the assigned role (appreciative audi-
ence), and supporting the patient with praise for a brilliant art
criticism or, at least, with discussion of the intellectual content of
her statement. Thus the complementarity and equilibrium of the
relationship would be preserved, but on terms assigned by the
patient. On the other hand, to do so, Spiegel believed, ‘“would
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have meant passing up the opportunity to get more information
regarding the hidden, implicit role buried in this transaction and
thus to learn more about her motivation for shifting out of her
initial instrumental [goal-directed] role in which she had started
the interview.”

Under these conditions, the doctor made his choice according
to the long-term goals of the relationship. He rejected the role his
patient was assigning to him, and interrupted the equilibrium of
the transaction. The patient’s response was to shift from brilliant
art critic to “idle gossip and chatterer.” Such a radical shift, how-
ever, raised further questions. “If she was not the gossip,” the
doctor reasoned, ‘it must have been that I thought her so. In
other words, she must have interpreted my question as indicating
I did not appreciate her talents and that I thought she was just
chattering. In identifying with my assumed view of her, she was
able to control her intense disappointment and thus to maintain
the feeling of closeness to me which was being threatened.”

Again, the doctor was faced with an alternative. Should he go
along with the patient’s redefinition of the situation, thereby
protecting her feelings of comfort by not challenging what is ob-
viously a defensive maneuver? Or should he make explicit his
interpretation of what is happening, again interrupting the
equilibrium of the transaction? When he chose the latter alterna-
tive, the patient was emotionally shattered, an indication that an
extremely significant area of life experience had been uncovered.
““She felt that I had reprimanded her, as if she were a child.”’ This emo-
tional reaction by the patient, in turn, became the basis of an-
other restructuring of the relationship. As described by Spiegel,
this occurred as follows:

Because of the intensity of her reaction, I waited some moments
until she became calmer. Then I speculated aloud that her expecta-
tion that I would accept the role of appreciator—of one who puts
great emphasis on artistic achievements—must have been learned in
some previous experience. In response she told me that her father was
greatly interested in intellectual and artistic pursuits and could
seldom make contact with anyone except at this level. When she was
a child, dinner-table conversations used to consist of long orations by
her father on some intellectual topic-conversations which she was
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hardly ever allowed to enter, on the ground that she was not
qualified.

As she spoke, the similarity of the role relations that she thought
she had experienced with me to the role she felt she had occupied in
relation to her father became clear to both of us. She felt that she had
tried to master with me a situation which she had never mastered at
home, had failed, and had then felt presumptuous, exposed and
ashamed —just as she had all her life. Thus, the implicit role which
guided her in talking to me about the play had finally become ex-
plicit and clear.

Reviewing briefly the role concept that has been applied to
this case, there are first two general categories of social role:
instrumental and expressive. “‘Instrumental roles are designed for
solving problems, and emotion has little place in them. Expressive
roles are patterned for the expression of feeling or emotion and
are not concerned with getting anything done.” Roles, further-
more, may be implicit or explicit. In all human relationships, roles
are being consciously or unconsciously assumed, assigned, accepted,
or declined.

The complementarity of the roles is, according to Spiegel,
“the chief homeostatic or regulative mechanism in the system.
. . . Roles are culturally patterned to dovetail or integrate with
each other by means of reciprocal actions, verbal communica-
tions or symbolic gestures. A question calls forth an answer, and
the answer maintains equilibrium in the system.” If one refuses to
answer a question, or answers in unexpected ways, tension is in-
troduced in the system.

The doctor in the case just described is shown in the act of
applying the analysis of a transactional system to achieve a thera-
peutic purpose. He deliberately interrupted the equilibrium of
the relationship to gain information about the implicit content
of his patient’s behavior. By knowing what he was doing, his con-
trol of the situation was increased, and consequently his power
to use the psychosocial elements of the situation to help the
patient was increased. If he had refused to play a complementary
role in this situation without conscious and purposeful intent, he
would have produced anger or anxiety in both his patient and
himself. This is what usually occurs when a doctor refuses to pay
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attention to a patient’s complaints, or when a patient does not
follow the doctor’s orders.

Of course, this is a special type of doctor-patient relationship
for which the analogy with other types of medical relationships
must be carefully qualified. The doctor, in a relationship of this
type, expects and deliberately encourages the patient to use him
as an object that symbolizes other significant people in the pa-
tient’s life experience. By the disciplined understanding of such a
situation, the doctor is able to utilize the doctor-patient relation-
ship as the major instrument of therapy. In most doctor-patient
relationships, on the other hand, the major goal of the relation-
ship between doctor and patient is not psychological therapy; it
is the diagnosis and effective management of somatic com-
plaints. This difference between the cases is significant particu-
larly for the handling of the acceptance and rejection by the
physician of the role-assignments made by the patient.

In the case of Spiegel’s intellectual woman, the doctor manipu-
lated the transactional aspects of the relationship, interrupting
the complementarity of roles in order to uncover the hidden impli-
cation of the patient’s behavior. Although this disturbed the
patient’s feelings, the doctor controlled the situation, restoring
the balance of complementarity when he judged that the patient
could no longer tolerate this type of treatment.

This degree of knowledge about a patient, however, takes more
time than a doctor is ordinarily allowed. Time is also required to
establish the kind of “rules of the game” Spiegel was able to use
as cues for judging shifts in his patient’s behavior.

The limitations of a busy medical practice are not so great,
however, that they must prevent the doctor from being sensitive
to the transactional aspects of his relationships with patients. In
the case of Mrs. Tomasetti, for example, this type of awareness
might have served a critically useful purpose. The relationship
with her first physician was disturbed, but the doctor did not con-
ceive of it as a two-way system. He focused instead upon what he
saw as the patient’s noncooperative behavior. Instead of this
serving as a cue to the need for a change in his approach to the
patient, he reacted with frustration and anger, after ‘“reasoning”
with the patient.
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Following Spiegel’s method, what can be added to our view of
the Tomasetti case? First, in terms of the processes of interaction
—or, as Spiegel prefers, transaction—the first physician treated the
relationship with an intense focus upon the instrumental, or task-
oriented, processes. He was highly conscientious in his own
utilization of the technological skills of his profession. He ex-
pected the patient to respond with a similar dedication to the
main purpose of the relationship. With a different type of pa-
tient this approach would be appropriate, but not with Mrs.
Tomasetti. She was not prepared by her cultural background to
deal with illness—or with anything else—in such organized
rational terms. She was emotional; she lacked the same faith in
science that the physician had; she was not trained for the special
kind of sacrifices he demanded, and the reward he offered,
“health,” did not have the same meaning for her that it had
for him.

Her next step was to reject implicitly the role assignments of
the physician. This he interpreted, with rage, as duplicity—as
lying or subterfuge. Actually, such contradiction between ex-
plicit and implicit role behavior is not unusual; to judge it,
under these circumstances, as a moral infraction, misses entirely—
indeed obscures—what is its most probable meaning. This be-
comes clear in Spiegel’s discussion of the interplay between ex-
plicit and implicit roles:

If one focuses a high-power microscope—so to speak—on the
processes inherent in role systems, it becomes plain that any two-
person system is characterized by multiple, simultaneously enacted
roles. Everyone wears many hats at the same time. . . . This multi-
ple, layered structure of roles is arranged in an order of nearness and
remoteness from the surface aspect of the social situation. The explicit
roles are those that are closest to the surface and therefore closest to
the observation and awareness of the participants. In addition, they
are oriented to the most highly structured and therefore the most
stable aspects of the social situation. Implicit roles, on the other hand,
are thus more subtle, complicated, and variable. Associated with
their remote position in the role-structuring of human relations is the
fact that the implicit roles are the seat of the chief emotional currents
and dynamic trends in the social situation. It is the configuration of
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implicit roles assumed by a person that constitutes his “character.”
The life, the color, the vividness of any human situation is given by
the interplay among explicit and implicit roles.?

What this means in application to Mrs. Tomasetti is that her
apparent duplicity was more accurately a reflection of deep-
seated motives that prevented her from cooperating with the
doctor even though she quite honestly, on the manifest conscious
level of behavior, wanted to cooperate.

It will be recognized that the conception of implicit roles is
very close to psychological theories of the unconscious. Indeed,
Spiegel intends it as a bridge concept between sociology and psy-
choanalysis. Therefore, it does not violate this method to include
psychological factors in the explanation of behavior together
with the dissection of social role dynamics.

The Full Context of the Doctor-Patient Relationship

The schema of social system analysis is not limited to an iso-
lated view of the doctor-patient relationship as a two-person
group. If it were, it would not be adaptable to the modern medi-
cal situation, in which the doctor’s role has been, to a significant
extent, assigned to a medical team and in which the relationship
has moved largely out of the home and the private office to the
hospital. We have done no more than introduce the potential
applications of research in group dynamics and organizational
analysis to the doctor-patient analysis seen in its full context.

Our sketch, at this point, may be redrawn as shown in Figure 4.
Graphically, this represents the doctor and the patient, acting in
their respective roles (A and B) in a transactional social system
(x 4+ y). The internal environment of the relationship is con-
tained within these four elements, A 4 B and x + y; however,
the interpretation of roles A and B is initially dependent upon a
series of social forces. For the doctor, the major source of reference
for his behavior as a physician is the medical profession (A’); for
the patient, it is the family (B’). Both A’ and B’, however, are
based in the dominant culture (C), and together these three
(A’ 4+ B’ + C) form the comprehensive external environment in
which the group itself (A 4 B) exists. Further subdivision of the
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FIGURE 4. THE TOTAL TRANSACTIONAL SYSTEM

cultural factor is included as “‘subcultural reference groups.”
These refer to such factors as class, race, region, and ethnicity
which function in particular cases as the significant sources of
value-orientation for either or both the doctor and his patient.

Not included in this sketch is the hospital, but one can easily
visualize its place as a major institution of the dominant socio-
cultural matrix, encompassing all of the classes of individual
shown here, and adding the hospital “team.”

Conclusions

An outline of the contents of these pages can be summarized in
the following three propositions: (1) social and emotional factors
are important in many medical problems and crucial in some;
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(2) the scientific method is applicable to the study of such factors;
and (3) a conceptual frame of reference that is both logically and
empirically derived is valuable for the discernment of psycho-
social factors and for the differential judgment of their signifi-
cance. Our emphasis has been upon the formulation of an ap-
proach that would be compatible both to the established prac-
tices of the social sciences and to the special situation of medical
students. In the process, time was not taken for the description of
much that is already available in the content of the sciences of
behavior which is relevant to medicine.

This choice was deliberate not only because this is a period in
social science more of rapid development than of stable theory
and well-established knowledge, but also because it is with the
approach of method and a focus upon process that we believe
education best serves the needs of students to proceed on their
own. Nevertheless, it should be noted that the past two decades
have witnessed important achievements in these fields.

During this period attention has been directed by social sci-
entists to varied types of social phenomena in medicine. Some
examples which we have discussed at least partially here include:
(1) the growing place of medicine and medical practice in the
western world; (2) the different attitudes and values which
various subcultural and other subgroups of the population have
toward health, illness, and medical care; (3) the social structure
and functioning of hospitals; and (4) the social roles played by
patients and health personnel as they interact in different settings.

Other areas of study are only barely mentioned here, including
two that have been particularly active. The first is the education
of doctors and other health personnel. As these studies seek to
show, the conception of such education should weight the learning
of attitudes and values with at least equal importance to skills and
knowledge. The second type of investigation to which we have
not been able to give the attention it ordinarily would deserve is
concerned with how various social and psychological factors re-
late to different kinds of disease in patients and in the course of
certain diseases.?

As recent books demonstrate,3® full descriptions of all these
areas are becoming increasingly available, and the hope is
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thereby encouraged that both education and research in the
social science of medicine will be facilitated.

Finally, let us say that no more than a working model is in-
tended in the sketch which has been presented of the sociological
processes basic to the doctor-patient relationship. Its purpose is
to formulate some of the problems inherent in medicine that re-
quire attention to their psychosocial aspects before comprehen-
sive solutions are possible. In this purpose we seek not to deflect
or replace the contributions of other disciplines, but to join them
in the common task of seeking deeper and more comprehensive
knowledge, and thereby to serve more effectively in those situa-
tions of immediate and practical need, such as illness, where all
possible skill must be mustered, to help humanity in trouble.
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