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ABSTRACT

THE EXAMINATION OF THE LONG-TERM EFFECTS OF PSYCHOSOCIAL
TRAINING ON THE PRACTICE OF MEDICINE

By
Judith Swiss Lyles

This study examined the long-term effects of psychosocial training on
medical practice. Twenty-seven third year residents and practicing
physicians who received psychosocial training in their first year of residency
were interviewed using a semi-structured interview guide. Grounded theory
procedures and techniques were used for data analyses. Three levels of
training influence (total, partial, and minimal effect levels) were found
among the residents. Residents' communicative confidence and self-
awareness increased with the level of training influence. At the maximum
effect level, which was the largest group, patients were viewed holistically
by their physicians, the biopsychosocial model was fully integrated into
medical practice, and the practice of medicine became more interesting,
more challenging, and more rewarding for practitioners. Total-effect
residents related the use of patient-centered skills with increases in their
confidence communicating both professionally and personally. They also
credited skill use with increased patient satisfaction, compliance and
retention. In addition, they reported that patient-centered techniques
enhanced their own satisfaction, and had helped them to grow personally.
In contrast, minimal-effect residents felt that the training basically repeated
what they already had been taught in medical school. They also reported
using the skills far less than the other groups. Practicing physicians were
most similar to total-effect residents in their integration of skills,

appreciation of the training, and the benefits derived from it.
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CHAPTER ONE: INTRODUCTION

The medical interview is central to all clinical skills (Smith &
Hoppe, 1991; Lipkin, 1990). Competence in interviewing is essential to
diagnosis, treatment, and a healthy doctor-patient relationship. Interest in
the medical interview has increased dramatically in the last two decades as
researchers and educators have come to understand the relationship
between communication and health. Until the early 1970s, the clinical
perspective on illness was almost entirely biomedical--disease defined as
"deviations from the norm of measurable biological (somatic) variables"
(Engel, 1977; p.130). Beginning with Engel's call (1977) to change this
perspective to a biopsychosocial model that encompasses the social,
psychological, and behavioral dimensions of iliness, there has been a slow,
but steady, trend in medical education toward improving physicians'
communication skills. This trend has been fostered, in part, by mandates
from governing bodies in primary care that require residents to demonstrate
competency in humanistic and psychosocial skills (American Academy of
Family Practice, [AAFP], 1975; American Board of Internal Medicine,
[ABIM], 1983; American Academy of Pediatrics [AAP], 1978), and by
research indicating a positive association between the quality of doctor-
patient communication and improved patient satisfaction, compliance, and
positive health outcomes (Carroll & Monroe, 1980; Hall, Roter, & Katz,

1987; Hulka, Cassel, Kupper, & Burdette, 1976; Korsch, Gozzi, & Francis
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1968; Pendelton, 1983; Roter, 1989; Smith & Hoppe, 1991; Smith, Lyles,
et al. 1995; Stewart & Weston, 1995).

The once common practice of teaching medical students history-
taking by allowing trainees to observe faculty with patients has become
obsolete. Although the quality, quantity, methods, and emphasis vary
considerably, the majority of today's medical schools and many residencies
now offer some form of structured instruction in interviewing skills (Kern,
et al., 1989; Smith, Marshall, & Cohen-Cole, 1994). Most of the interview
training, however, occurs in the preclinical years, before students actually
see patients; once in residency, most internal medicine residents receive
little or no training in communication skills (Kern et al., 1989; Merkel et al.,
1990). As recently as 1990, Lipkin noted that "most physicians leave
training never being observed interviewing” (p.1287), and that in spite of
the new interest in research and teaching about interviewing, it remains
understudied. That is, much concerning effective teaching methods,
optimal curriculum content, and the impact of curriculum on medical
practice remains unexplored.

In that context, it is noteworthy that a small number of
progressive internal medicine residency programs have initiated psychosocial
medicine courses on the post-graduate level (see Smith, Marshall, & Cohen-
Cole, 1994 for a review). A major portion of these courses is dedicated to
communication skills--teaching interviewing techniques and relationship-
building skills. Among those that have initiated programs is Michigan State
University [MSU]. In the mid-1980s, MSU medical faculty incorporated an
innovative four-week psychosocial medicine rotation into the curriculum for

first-year internal medicine and family practice residents. Consistent with the
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biopsychosocial model and with Stewart et al.'s (1995) newly formulated
patient-centered medical model, this mandatory rotation emphasizes
patient-centered medical interviewing techniques designed to elicit more
accurate and complete information from patients--the patient's true story.

According to Smith and Hoppe (1991), the ideal interview is
initially patient-centered: "the patient leads in areas where he or she is the
expert (on symptoms, concerns, preferences, and values)" (p.470). The
patient actively participates in framing the agenda. This patient-centered
exchange is then followed by the physician-centered interview in which the
physician leads "in his or her domain of expertise (details of organic disease
and estimating probabilities of disease)” (p.470).

By first allowing the patient to control the direction of the
conversation without interruption or requests for biomedical data, the
physician obtains a clearer picture of why the patient has made a medical
appointment. In addition, Smith and Hoppe suggest that this type of
interview is more humanistic--patients become more involved, their power in
the interaction increases; in turn, physicians have opportunities to express
empathy and respect for the patient.

During a typical psychosocial medicine rotation, interviewing
techniques are explored in theory through seminars, and in practice, through
role-playing sessions and interviews (some of which are audio recorded)
with patients both at hospital bedside and in outpatient clinics. Residents
learn skills that help them elicit patients' agendas, address patients'
emotions, manage patients' somatic complaints, and educate patients about
reducing health risks. Patient-physician interviews are reviewed and

discussed with feedback from both medical faculty and peers on the
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4

rotation. Adverse controlling behaviors such as interrupting the patient,
changing the subject, using closed-ended questions, and focusing only on
biomedical data become immediately apparent, particularly during audio tape
review sessions. Not so apparent are the underlying reasons that residents
enact these patterns during the medical interview.

Consequently, a second feature emphasized during the
psychosocial medical rotation is self-awareness. Residents are encouraged
to examine their own stories, to become more cognizant of unconscious
personal issues (e.g., fears of losing control of the interview, dealing with
patient emotions or death) that might impede both the interview process
and their relationships with patients. Finally, the third feature of the rotation
is a series of lectures and rounds with a faculty psychiatrist who teaches
the residents to recognize and manage depression, anxiety, and other
psychiatric problems that commonly occur among patients who seek help
from primary physicians.

In the short term, evaluation from residents completing the
curriculum has been generally positive, and the efficacy of the curriculum
has been demonstrated through research (Smith, et al., 1991, Smith, Lyles
et al., 1995, Smith, Mettler et al. 1995). Nevertheless, in addition to their
favorable comments, some residents have also indicated that time could
have been better spent on purely medical rotations. In essence, the
immediate concern of many residents centers on patients' biomedical issues,
not interviews--the contribution of the patient-centered interview and
psychosocial medicine to optimal treatment is sometimes discounted.

No research has been conducted to determine the perceived value

of the psychosocial medicine rotation to residents either later in their
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residency or once they are in practice; nor has there been research to
explore how that value manifests itself in communication practices.
Specifically, there have not been explorations of whether particular patient-
centered interviewing skills become more important over time. Likewise,
the long-term impact of seilf-awareness issues on communication skills and
the development of the doctor-patient relationship needs to be examined.
The purpose of this research is to explore these communication issues with
physicians who were trained in the psychosocial rothation during their first
year of residency and are now in their third year of residency, in fellow-
ships, or in actual practice.

Before the meaning of this rotation to residents can be fully
understood, however, it is essential to look at the rotation in the context of
medical education and the social influences that determine the philosophical
emphasis of our medical institutions. The chapter that immediately follows
provides an overview of that context. In it, the mechanisms of the medical
education experience are explored--idealism and altruism juxtaposed with
demands to master overwhelming amounts of subject matter and to acquire
an impenetrable professional demeanor. Second, the development of
interest in the communication and relationship-building components of
psychosocial medicine and their infusion into medical education are
discussed. Next, the substance of MSU's psychosocial teaching curriculum
is outlined and its relationship to medical education and practice is
suggested. The chapter ends with a brief summary that includes general
research questions and an argument for qualitative methods using grounded

theory methodology.
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The third chapter contains the research methods employed to
study the long-term effects of the psychosocial rotation. The sample is
described and data collection instruments and procedures are outlined. In
addition, a detailed summary of grounded theory coding methods is
included. In the final two chapters, the results of the qualitative analyses

are described, summarized, and the implications of the findings discussed.
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CHAPTER TWO: THE CONTEXT OF THE PSYCHOSOCIAL ROTATION

"The students of medicine, it turns out, see their world in a

moving perspective. How to climb the distant mountain may be the

question in the backs of their heads; how to make their way across the

swamp they are foundering in now and over the steep hill just ahead

engages their immediate attention.” -- Becker, Geer, Hughes,

& Stauss, 1961; p.5

The process of medical education has changed little in the last
thirty-five years. Researchers have consistently noted the clear idealism with
which students first view the practice of medicine followed by its gradual
fading as the pragmatic realities of becoming a doctor unfold before them
(Becker, Geer, Hughes, and Strauss, 1961; Haas & Shafir 1984; Konner,
1987, Lief & Fox, 1963; Marion, 1991; Miller, 1992). Achieving the goal of
practicing medicine means students must master a tremendous amount of
information and become capable of making objective decisions regarding the
care of patients. They are often concerned that even more knowledge is
necessary than will be covered in their medical education (Becker et al.,
1961; Finkelstein, 1986; Marion, 1989). That apprehension is the beginning
of socialization into the medical profession.

Socialization in Medical Education

Socialization into a profession is generally defined as accumulated
knowledge, communicated explicitly and implicitly, formally and informally,
that is necessary to assume a professional role (e.g. see Jablin & Krone,
1987). Included in this social knowledge are professional values, abilities,

and expected behaviors essential to competent performance. The medical

7
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school curriculum, and the accompanying norms surrounding its
components, are a major source of socializing communication for the
aspiring physician.

The first two years of medical school are spent primarily in the
classroom. Hard sciences including anatomy, physiology, biochemistry, and
neurophysiology are the focus of year one, and for the most part, students
spend their hours in large lecture classes and laboratories. Clinical
experience with patients is introduced in the second year, but it is not a
dominant activity until the third and fourth years.

Becker et al. (1961) in their early landmark work, Boys in White,
reported that the most pressing problem for students during the first year is
overload. This problem is in no way mitigated by the faculty who typically
emphasize to their classes to "'Start work immediately because there will be
no time to catch up'" and that it is the students' "'... responsibility to learn
as much as you have capacity for in the time that you have....'" (Becker et al.,
p. 81).

These themes are echoed in more current chronicles of medical
education as well. For example, in describing their experiences in medical
school and internship, Konner (1987) and Marion (1991) both indicated the
incredible pressure on students to learn "everything". Studying three hours
an evening is considered slacking off. Indeed, the norms regarding studying
are so strong that even occasional "time off is redefined as necessary

recreation in order to study well" (Becker et al., 1961; p. 95).
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The Medical | Curriculum

It is not studying hard that makes medical school unique; it is the
material that is studied. Medical students are, after all, in school to learn
to treat the human body, and their first institutionalized encounter with one
is in the anatomy laboratory.

ression of feeling. It is not surprising that the anatomy
laboratory experience has received a great deal of attention in the medical
education literature (e.g., Finkelstein, 1986; Hafferty, 1988). Anatomy lab
typically begins in the first semester of the first year and contains a crucial
combination of elements that initiates socialization into the medical
profession. First, voluminous information is covered--an estimated 7,500
new scientific terms must be learned (Finkelstein, 1986); second, there is
direct contact with the human body--dissection of a human cadaver; and
third, there is the development of detachment that makes the second
element possible (Lief & Fox, 1963).

In his four-year study of medical students in the anatomy lab,
Finkelstein (1986) documented what he calls the explicit course (the
physical work of dissection and the mental work of identfying and
committing to memory detailed parts of the human anatomy), and the
implicit course: "... if one includes the unspoken task of adapting to these
vivid reminders of death and aging, it becomes a far more complex course
to conceive of--for in parallel with these concrete elements, students must
quietly learn to handle their responses to the dead body and what it
represents to them” (p.26).

Learning to handle their responses in the lab generally means

adopting powerful norms of suppressing emotion and acquiring scientific
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objectivity (Finkelstein, 1986; Hafferty, 1988; Lief & Fox, 1963). Hafferty
(1988) asserted that much of the emotional socialization of the anatomy lab
is accomplished through relating cadaver stories that are defined as
"narratives describing 'jokes' played by medical students on unsuspecting
and emotionally vulnerable victims" (Hafferty, 1988; p. 344).

Of import here is that these stories appear to be universal.
Hafferty's research spanned fourteen years and the rules conveyed in the
stories remained constant. They mandated that "information about the
affective dimensions of medical work be hidden not only from lay outsiders,
but also from peers and even from oneself" (p.353).

Suppression of feeling is corroborated by other researchers as
well (Becker, 1961; Coombs & Powers, 1975: Finkelstein, 1986; Haas &
Shaffir, 1984; Konner, 1987; Lief & Fox, 1963; Marion, 1991).
Finkelstein's work in 1986 elucidates Becker et al.'s (1961) earlier
observation that that no students spoke of cadaver work as traumatic. As
Finkelstein (1986) points out, for students to do so would be
unprofessional:

The most encompassing norm within the anatomy lab is the complex

requirement for professional conduct. Students are expected to

"act like a doctor,” even on the third day of medical school.

They are expected to place their acquisition of knowledge above

all other priorities, to treat the cadaver, their first patient,

with respect, and to deal with any emotional responses they may

have to the situation in private. Displays of true anxiety or sorrow

are tacitly discouraged, but shows of frustration or disappointment
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about progress in mastering the cognitive material are acceptable

--and common. (pp. 26-27)

Scientific language. Ironically, the scientific terms that are a
source of academic pressure are also a source of emotional relief. Scientific
language is the language of the medical faculty--using it helps students to
identify with their mentors (Lief & Fox, 1963). In addition, it functions to
help students control feelings and to protect themselves from emotion-laden
experiences not only in the anatomy lab, but also later, when dealing with
patients, patients' families, death, and their own emotions (Finkelstein,
1986; Lief & Fox 1963). Lief and Fox (1963) explained that while scientific
language is essential in order to express concepts precisely, it tends "to dull
perceptions and conventionalize responses” (p. 30)--an effect, they posited,
that is often welcomed by medical students when they are feeling anxious.

Recognition of the consequences of error. Although not unique to
the medical profession, certainly the recognition of the consequences of
error permeates the medical student's psyche and dictates priorities. "Not
knowing enough” could result in a patient’'s death. It is little wonder that
hard work, scientific understanding of disease, clinical excellence, and
emotional control are the essence of medical professionalism. These values
learned in the first year are embraced in the following three years and
continue to be enhanced during internship and residency.

Becker et al. (1961) noted that students "absorb medical culture
in a selective fashion to help meet the problems posed by their school
environment” (p.192). In the beginning, students try to learn everything;
later, recognizing that goal is unachievable, they work hard to determine

what is most important to learn. In the clinical years, Becker asserted that
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"medical responsibility and clinical experience"” become the "collective
perspective,” the guiding prinicples of where to invest effort. Becker
observed that medical responsiblity means "responsibility for the patient's
well-being..." (primarily the patient's physical status); and experience means
actually "dealing with patients and disease” (p.223).

These principles lead students to judge the worth of lectures,
conferences, teachers, and rotations on the degree to which their clinical
skills and biomedical knowledge have been enhanced (Becker, 1961): "No
words spoken to medical students carry the sort of power conveyed by
those who speak from clinical experience" (Konner, 1987; p.21).

Clearly, based on Konner (1987) and Marion's (1991) narratives
describing the medical education experience, what Becker observed
decades ago is still operative today. The basic elements necessary to
become a competent physician remain the same. With vast technological
and pharmacological advances to comprehend and integrate into medical
treatment in addition to mastering human physiology, it is not only
understandable, but necessary that those entering the medical profession
give "medical responsiblity” and "experience" high priority.

rkin rn. It is also essential that some
objectivity overtake the subjective and emotional experiences of dealing
with human flesh, suffering, disease, and death. Indeed, Lief and Fox
(1963) called this objectivity "detached concern” and gave a compassionate
account of how this detachment is initiated in the early phases of medical
school. They contend that medical education strives to create an empathic
physician who is "sufficiently detached or objective in his [sic] attitude

toward the patient to exercise sound judgment and keep his equanimity, yet
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he also has enough concern for the patient to give him sensitive,
understanding care” (p.12).

Miller and her colleagues (Miller, Stiff, & Ellis, 1988; Miller,
Birkholt, Scott, & Stage, 1995) in their research on empathy and burnout in
human service workers, elucidated the mechanism by which detached
concern may function to protect physicians from burnout. Their work
distinguishes between two types of empathy: a) emotional contagion in
which a person actually feels with the emotions of another; e.g., literally
crying with a bereaved person, and b) empathic concern in which a person
feels for another; e.g., expressing concern and sympathy without actually
experiencing the same emotion as the bereaved. With human service
workers, empathic concern had a large positive effect on communicative
responsiveness which, in turn, had a negative effect on burnout. In
contrast, emotional contagion had a negative effect on communicative
responsiveness and a subsequent positive effect on burnout.

These findings are consistent with Lief and Fox's (1963) notion of
detached concern and suggest that appropriate suppression of emotion in the
socialization of medical students does not preclude producing empathic
physicians. Indeed, the findings indicate that the expression of empathy
(empathic concern converted to communicative responsiveness) provides
protection from the burnout that frequently occurs in the helping
professsions. Nevertheless, the necessary, well-intentioned, aspects of the
socialization process sometimes produce less than desirable results.

T ive Si f th ialization Pr
The goal of detached concern is seldom reached without faltering.

Lief and Fox (1963) remarked that sometimes an unhealthy process of over-
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detachment begins during medical school and persists into medical practice
leading physicians "to perceive and treat patients mechanistically” (p.21).
Certainly, for the majority, persistent pathologic over-detachment does not
occur, but a loss of idealism and tendency to objectify patients appears to
be a common by-product of medical education that starts with anatomy lab
and continues through postgraduate training (Becker et al., 1961; Coombs
& Powers, 1975; Haas & Shafir, 1984; Konner, 1987; Marion, 1989;
Marion, 1991; Miller, 1992; Mizrahi, 1984).

Some researchers posit that objectifying patients is a natural,
and almost unavoidable, outcome of "striving to demonstrate a developing
and maturing competence in a short period of time" (Haas & Shafir, 1984;
p. 74). Even in medical schools where psychosocial issues are emphasized,
there is evidence that medical students focus on patients' biomedical
symptoms, losing sight of patients as people. Indeed, Haas and Shafir
(1984) observed in such a school that medical students tended to view
patients as "materials to learn from" (p. 71) and psychosocial issues as
"nebulous” (p.68).

Treating patients as objects, however, is far less benign than an
over-zealous interest in biomedical symptoms suggests, and is an outcome
of more than striving to master the practice of clinical medicine. In the
clinical years of medical school and the postgraduate experience of
internship and residency, factors of time and work load interact
synergistically with pressures for clinical competence and professional
demeanor to produce negative coping strategies induced by the objectifying

process (see Haas & Shafir, 1984; Konner, 1987; Marion, 1991).
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The Pr f jectifying Patients in the Clinical and P radu Years

During medical school and residency, the authoritative--and lethal--
script is often 'cope successfully, without let-up, without feeling, with

no signs of weakness and without asking for help.' Not surprisingly, an
outcome is that students forge emotional barriers between themselves and
their patients and become increasingly inaccessible to genuine encounter.
-- Puckett, Graham, Pounds, & Nash, 1989; p.231

”»

Lack of time is a recurrent theme in the medical education
literature. It is an explanatory variable for the priorities established both
in the classroom and in the clinical setting. As medical education
progresses into the third and fourth years of medical school and beyond
(internship and residency), time constraints become more pronounced and
the opportunity for negative effects of the socialization experience increase
(Becker, 1961; Haas & Shafir, 1984; Konner, 1987; Lief & Fox, 1963;
Marion, 1991; Mizrahi, 1984; Puckett et al., 1989).

The socialization process in the clinical setting is a combination of
what is experienced and what is observed. Harried third and fourth-year
medical students often learn basic clinical skills in a hospital environment
where interns and residents are also receiving training (Konner, 1987;
Marion, 1991). At a minimum, residents' attitudes and behaviors are
observed by medical students. Not infrequently, along with the teaching
faculty, interns and residents supervise and instruct medical students in
some of the basic skills--in essence, while still in the process of being
socialized themselves, they become mentors to medical students (Konner,
1987; Marion, 1991).

The difficulty with this fast move into the mentor position is that
the residents are not always the best role models. They have learned the

scientific language, the supression of emotion, and much of the voluminous
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subject material, but have also acquired additional burdens at this stage of
their medical education: "They are outrageously overworked, sleep-
deprived, over-burdened with responsibility, bewildered by a barage of ever-
changing facts, and oppressed by the medical hierarchy, of which they are
on the lowest rung” (Konner, 1987; p.363). Thus, their mentoring abilities
are severely compromised.
Strategies for Coping

The combination of sleep deprivatrion and significant increases in
patient load can affect communication skills in a variety of ways. Robert
Marion (1989) suggested that lack of sleep can result in residents' loss of
social skills to the point that communication with patients and their families
actually becomes torture. The loss of social skills is corroborated by
Plotnikoff (1992) who asserted that, "...today's hospital-based training
constricts any resident's ability to see, much less develop, meaningful
physician-patient relationships” (p.1197). Furthermore, the continual
pressure to assume medical responsibility and gain appropriate experience,
coupled with increased patient volume, reinforces and exaggerates patterns
initiated in medical school--more emphasis on biomedical information, fewer
expressions of polite conversation.

For example, Konner (1987), in an autobiographical account of his
third year of medical school, wrote that among interns and residents:

...humane acts not directly affecting 'care’--a word meaning

neither more nor less than medical and surgical intervention

for the purpose of favorably altering the course of an illness

[italics added]--are in short supply in the hospital world;

that patient's mental status is only marginally relevant to
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the effort at helpful verbal or nonverbal communication; and

that far from being embarrassed by brusqueness, residents are

far more likely to be embarassed by (and not consider quite
professional) acts and gestures that are other than completely

instrumental. (p.26)

This observation is supported by other researchers. As a
participant-observer, Mizrahi (1984) intervewed eighty-three interns and
residents at various stages in their postgraduate training. He noted that
time constraints are exacerbated in residency: "The current system of
graduate medical education subjects interns and residents to long hours of
extremely demanding work....This combined with increasing technical
development of medicine, requires that interns and residents develop ways
of lightening their major burden--their patient load" (p.164).

Mizrahi documents several strategies used to cope with enormous
case loads and their concomitant record-keeping demands: "1) avoiding
patients and their families; 2) narrowing the focus of interaction to strictly
'medical' concerns; and 3) treating patients as non-persons--even in their
presence” (p. 1568). These coping mechanisms manifest themselves in
specific communication practices such as not speaking directly to hospital
patients while conducting exams (e.g., speaking about them to colleagues in
the third person) and dominating interactions by using superior medical
knowledge and status to control topic selection (Mizrahi, 1984).

Even with the best intentions, it seems these negative coping
techniques are very likely to be used eventually. Konner (1987), who
initially was amazed by residents' work habits, stated that as time went by

he appreciated their time saving strategies and recognized that he would
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soon be doing the same. Konner also corroborated Mizrahi's findings:
"They (the residents) focused more narrowly on present iliness, showed less
concern for the patient's, or certainly, the family's general health; paid less
attention to behavioral and social factors in the patient's iliness; were more
abrupt and brusque and less responsive to the patient as a human being”
(p.33).

Time constraints, work load, and pursuit of scientific competence
are not the only contributors to the objectifying process. The norm and/or
need to suppress emotion is also a contributor. Nothing is more effective at
controlling emotions than creating distance by seeing the patient as a set of
symptoms. To take into account the psychosocial environment of the
patient is to see the patient as a whole person--issues of human pain, death,
and sexuality become more than a biomedical problem. If the patient is a
whole person, these issues must be discussed in language that transcends
biomedical jargon; and if the protection of scientific language diminishes,
emotions will rise.

han in the P r Environmen

In the last ten years, there have been improvements in internship
and residency programs that have helped to humanize the experience and
perhaps mitigate the some of the negative socialization process. One
important catalyst for these changes was the tragic death of Libby Zion in
1984. The circumstances surrounding her death involved over-tired,
unsupervised residents who were in charge of her care (Litwin, 1991; see
Asch & Parker, 1988 for a full discussion of the case).

Following Libby Zion's death, new recommendations concerning

the work conditions and supervision of residents were published (American
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College of Physicians [ACP], 1989). As a result, sleep deprivation has been
addressed by reducing on-call assignments to a maximum of twice a week
instead of every other night; patient load has been decreased at most
teaching hospitals; and encounters of humiliating verbal abuse from
superiors, seldom addressed in the medical education literature, are far less
common (Litwin, 1991; R.C. Smith, personal communication, January 26,
1993).

In spite of these positive changes, however, other factors have
emerged that continue to keep residency an environment conducive to
objectifying patients. First, in our litigious society (Annadale, 1989; Valente,
Antlitz, Boyd, & Troisi, 1988), residents have the added burden of learning
and considering the legal implications of their medical decisions. The degree
to which residents feel concern about lawsuits can diminish trust and
contribute to their distancing themselves from patients (Valente, Antlitz,
Boyd, & Troisi, 1988).

Second, residents are under tremendous pressure to know more
technology and use it efficiently. For example, even though hospital patient
‘assignments have decreased, to qualify for admission, patients are generally
sicker when they are admitted than in times past (Plotnikoff, 1992). This
not only means more physical work per patient, but also the increased
stress of dealing with more severe illness. In addition, current health care
cost considerations (e.g., the advent of diagnostic related groups [DRGs])
demand that residents move patients through the hospital quickly. Patients
are seldom admitted for routine work-ups, and if they are, tests are
completed in two to three days. The result for the resident is as much, if not

more, paperwork than ever to be completed in a shorter period of time
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(Litwin, 1991; Plotnikoff, 1992).

It is also increasingly common for many of these hospitalized
patients to have no primary doctor, no health insurance, yet have
monumental, and often unresolvable, psychosocial and biomedical problems.
At one time patients with this profile were typically seen only at large, urban
hospitals. Due to the nation's economic problems of the last decade, the
profile has become more widespread, and patients with these problems
appear in ever-increasing numbers in smaller city and rural hospitals (R.C.
Smith, personal communication, January 26, 1993). Clearly, the stress of
dealing with patients with difficult problems can be overwhelming, and
limiting oneself to biomedical issues can be viewed as an understandable
coping mechanism.

This discussion of the socialization process and contributing
factors in the hospital setting is not intended to imply that all residents use
only negative coping strategies or that all residents necessarily objectify
patients. Rather, it argues that the intrinsic elements of medical education
have remained relatively unchanged over the last three decades; that the
improvements in residency education have been replaced with new
pressures; and that the cumulative experience of medical school and post-
graduate medical education continues to temper, in varying degress, the
idealism and altruism of entering students.

Moreover, the summary describes the context in which first-year
interns and residents experience the mandatory psychosocial medicine
rotation at Michigan State University. Although the previous discussion
provides some evidence that such a rotation is needed to reinstate a balance

in residents’ education, to help them to consider the whole patient, it should
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be equally clear that the receptivity to the rotation is compromised by the
physical and clinical demands of residency. At best, one would expect
residents to greet the subject matter with ambivalence. On one hand, the
humaneness of psychosocial medicine is integral to their identity as
physicians; it represents the altruism and idealism that may have helped to
kindle their interest in medicine. On the other hand, there are a multitude of
factors (e.g., time pressures, quest for scientific information) that pull them
toward operating strictly under the guise of the biomedical model.

Given the various socialization elements at play, the process by
which psychosocial medicine became introduced into medical schools and
postgraduate education merits discussion. The following section explores
the societal context that not only fostered the socialization process
described above, but also encouraged incorporation of interview training and
the biopsychosocial model into medical education.

Introducing Psychosocial Medicine into Medical Education

In the past thirty years, three predominant factors merged to
create a place for psychosocial medicine in medical education: (a) the
evolution of medical care from a curative emphasis to a preventive
emphasis; (b) the influence of psychiatry on general medical practice; and
(c) the renewed understanding of and interest in the therapeutic value of
doctor-patient communication.

han in Medical Car

During the first half of the twentieth century, medical science
made tremendous progress in stemming infant mortality and increasing life
expectancy. The discovery of penicillin and other antibiotics, in addition to

vaccines for poliomyelitis, diphtheria, and typhoid fever, marked a transition
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in medical research and practice from care and cures of acute infectious
ilinesses to research and practice focusing on chronic diseases (Rutstein,
1967); e.g. diabetes, hypertension, heart disease, cancer treatment.
Research became more complex; technology advanced; and scientific
knowledge increased (Starr, 1982). Between 1965 and the present alone,
diagnostic tools such as cardiac catherization, computerized axial
tomography (CAT scans), and magnetic resonance imaging (MRI) were
developed. Surgical interventions such as heart by-pass surgery, total hip,
knee, and shoulder replacements, and innumerable transplant procedures
accompanied the diagnostic advances.

Along with this progress came a pronounced trend toward
specialization and a decrease in the number of primary care physicians
(Rutstein, 1967) as well as a decline in the latter's status. For example, by
1967 a patient's admission to the hospital usually required a specialist's
approval. Patients' interactions with a variety of specialists necessarily
meant that their problems would seldom be examined in the context of the
whole person; narrow focusing compromised the doctor-patient relationship
(Starr, 1982).

Paradox in modern medicine. Interestingly, almost simultaneously
with the proliferation of specialists and advanced medical and surgical
techniques, a paradox in modern medicine became apparent: the quality of
U.S. health (e.g.,infant mortality and life expectancy) was not improving
proportionally to high per capita health care expenditures and expanded
research programs. This paradox, noted by Rutstein in 1967, is still
operative today (Tarlov, 1992).

Tarlov (1992) suggested three potential explanations for this
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phenonmenon: (a) medical care intervenes late in the treatment of illness
particularly for those who have limited access to the health care delivery
system; (b) the benefits of current medical interventions cannot be
measured by life expectancy and morbidity and mortality; and/or (c) health,
and strategies to improve it, are related to societal circumstances. The
latter refers, in part, to the shift in causes of iliness and death from
infectious organisms to risky behaviors such as diet and tobacco use.

Redefinition of health. Regardless of the explanations ascribed to
it, the acknowledgement of this paradox has drawn attention to the need to
reassess the health care delivery system in the United States, and
has promoted the gradual adoption of new definitions of the meaning of
health (Tarlov, 1992). One of the first reconceptions, proposed by the
World Health Organization in 1947, shifted the definition of health from the
absence of disease to a state of well-being that includes physical, mental,
and social dimensions (Tarlov,1992).

Refinements of this definition are continually submitted for
consideration. For example, Zook (1994) suggested the need to expand the
biopsychosocial definition of health to include the notion of ontological
health--acknowledgement of the authentic state of being of the individual in
addition to physical, social, and emotional well-being. Although
modifications to the definition will no doubt continue to be suggested and
adopted, the departure of the meaning of health from the original disease-
free description is undoubtedly permanent, and its impact important to note.
Indeed, both patient-centered models of interviewing (Smith and Hoppe,
1991) and clinical medicine (Stewart et al., 1995) explicitly embrace the

biopsychosocial definitions of health and implicitly adopt the ontological in
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their discussions of what constitutes the "whole" patient.

Both the redefinition of health and interest in health care delivery
reform have had tremendous implications for medical education. Knowledge
of patients' physical, mental, and social dimensions requires both
understanding patients as whole people and doctor-patient relationships that
foster such understanding. Furthermore, health care delivery to all
segments of the population, preventive medicine, and early identification
and treatment of chronic illnesses imply continuity of patient care that is
most logically provided by primary care physicians (Petersdorf, 1992).

As witnessed in the long struggle toward health care reform in
this country, implications such as these generally take a slow and varied
path toward impacting policy and even longer to actually effect change.
Engel's (1977) call for a biopsychosocial model of medicine that
incorporates psychological, behavioral, as well as physical components of
iliness; the 1983 American Board of Internal Medicine mandate that internal
medicine residents demonstrate competency in humanistic and psychosocial
skills; Feinstein's (1983) advocacy of obtaining quality information during
medical encounters to improve the 'measurement’ of the clinical and
personal phenomena of patient care; and Tarlov's 1992 essay calling for
medical education to include a foundation in the social, as well as natural,
sciences, are examples that attest to the slowly evolving unity toward a
broader medical education--both in medical school and in post graduate
primary care residencies.

Resumed interest in primary care. Interest in primary care
medicine was certain to increase as soon as it became clear that the decline

in primary care physicians had created a "short supply.” Indeed, family
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practice was reinstated as a formal medical specialty in 1969, in part to
help encourage a holistic approach to health care, and in part to "address
the growing specialist-generalist imbalance within the health care system"
(Burns, Scott, Burke, & Kessler, 1983; p.157).

Petersdorf (1992) noted that while "primary care's time has
come” (p.377), a downward trend in U.S. medical graduates entering
primary care continued. To some extent, this continuing trend was due to
anticipation of low income. Gradually, incomes for primary care physicians
have increased as the demand for them has grown (Jeffrey, 1994). The
understanding of health as more than the absence of disease, and the
treatment of chronic ilinesses has helped nurture the proliferation of health
maintenance organizations and managed-care health insurance plans--both
require primary care physicians as gatekeepers for tests and referrals to
specialists (Jeffrey, 1994).

More recently, the Clinton administration has stated the desire to
have an equal ratio of primary care physicians to specialists (currently 70%
of the nation's physicians are specialists); already a "growing portion of
federal money, which funds the lion's share of medical education, has been
earmarked for primary care” (Jeffrey, 1994, p.12A). As a further marker of
the resurgence of primary care, the structure for medicare reimbursement
procedures for primary care office visits was modified in 1992. Recognizing
that the complexity of treatment may vary considerably, primary care
physicians are now permitted to bill for longer patient interviews that
presumably attend to psychosocial issues; concurrently, billing rates for
specialists have decreased slightly.

Finally, the advent of managed care has bolstered not only
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primary care, but also the biopsychosocial model. In managed care, fees are
paid in advance and service is provided by specified physicians who are
members of an insurance group. As with any insurance, sufficient numbers
of enrollees are essential to financial soundness. However, in the managed
care environment, patient satisfaction becomes more critical to success.
Unlike traditional medical insurance, managed care insurers are tied directly
to their physicians. Dissatisfied patients not only leave a physician, but also
the insurer making competition for patients fierce and physicians' attention
to patients' biopsychosocial needs more crucial.

It should come as no surprise that concomitant with the slowly
evolving restoration of primary care and the reconceptualization of health
that a renewed interest in the therapeutic effects of the doctor-patient
relationship, and its core communicative component, the medical interview
has grown. This discussion would be remiss, however, if it did not
specifically acknowledge the role of psychiatry in the development of the
medical interview as well as the concept of psychosocial medicine.

The Infl f Psychi ical Practi

The influence of psychiatry on general medical practice is
evident in two areas. First, in the development of the medical interview
itself; and second, in the treatment of medical patients.

The medical interview did not always have a prominent place in
medical education. Stoeckle and Billings (1987) noted its prototype, the
medical history, was often reflected as a brief note on an index card. Not
infrequently, only one line was devoted to personal inquiry such as patient
age, occupation, martial status, and number of children; the remainder was

primarily an outline of the patient's current physical complaints. This
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technique required no textbooks. Instead, it was taught by demonstration
to medical students and residents. Although suggestions of types of useful
questions to ask were sometimes embedded in diagnostic or clinical
textbooks (see Bates, 1991), they generally focused on questions to ask in
search of disease (Stoeckle & Billings, 1987). After all, as the label
suggests, physicians were after the "history” of the symptoms. The
introduction of "...process skills: how to ask questions and evoke
responses, or how to listen, talk, and explain" (Stoeckle & Billings, 1987;
p.121) and its name change from history to interview came by way of
psychiatry.

As a direct result of successful collaboration with medical
personnel during World War Il in treating "battle fatigue™ and "shell shock,"
psychiatrists were asked to join staffs of general hospitals beginning in the
1940s (Stoeckle & Billings, 1987). With them, the psychiatrists brought to
the general hospitals a systematic way of teaching students to elicit
information from patients: "In effect, the psychoanalytic questioning
technique of free association was transferred to the medical inquiry"
(Stoeckle & Billings, 1987; p. 122). Non-directive questioning allowed
patients to disclose physical and psychological components of their
ilinesses; concepts such as "empathy” and "unconditional regard™ were
introduced (Stoeckle & Billings, 1987). By the late 1980s, interpersonal
skills and behaviors were common in the curricula of the majority of U.S.
medical schools. Moreover, teaching these skills changed in many medical
schools from bedside observation alone to a more formal structure including
classroom lectures (Kern et al., 1989; Stoeckle & Billings, 1987).

The influence of psychiatry is not limited to the techniques of the
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medical interview alone. In the 1940s and 1950s, there was a general
increase in understanding psychological and psychiatric concepts (Korsch,
1987). This understanding along with the actual presence of psychiatrists
in general hospitals created an environment where psychiatrists could
"demonstrate that psychological components were invariably present with
physical disease and deserved attention” (Stoeckle & Billings, 1987, p.122).

Recognition of the psychological components of illness, coupled
with health policy factors including the supported growth of health
maintenance organizations, helped to foster the "movement of mental health
into the mainstream of health services" (Pincus, Strain, Houpt, & Gise,
1983; p.3065). As evidenced in the medical literature, by the 1980s there
was general acknowledgement of the prevalence of depression and other
emotional and behavioral problems among primary care patients (Cohen-
Cole, Boker, Bird, & Freeman, 1982; Meuleman & Caranasos, 1989;
Novack, Goldberg, Rowland-Morin, Landau, & Wartman, 1989; Strain,
Pincus, Houpt, Gise, & Taintor, 1985). It has been estimated that 54% of
Americans suffering from some form of mental disorder are seen by primary
care physicians, not psychiatrists (Burns, Scott, Burke, & Kessler, 1983).
Furthermore, an additional 15 to 50% of all patients seeing physicians for
physical complaints are thought to have some degree of emotional or
cognitive disorder (Strain et al., 1985).

As the acceptance of the relationship between mental health and
"the development, onset, course, and treatment of physical disorders”
(Strain et al., 1985; p. 95) grew, a major concern of the medical community
became what and how to teach primary care physicians to address these

issues (Balint, 1964; Cohen-Cole et al., 1982; Kern et al., 1989; Novack et
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al., 1989; Pincus et al. 1983; Smith et al., 1991; Smith, Marshall, & Cohen-
Cole, 1994; Strain et al., 1985; Williamson, et al., 1992). Interest grew not
only in appropriate treatment and management of psychiatric disorders and
emotional problems in general practice, but also the in the development of
of positive and therapeutic doctor-patient relationships (Strain et al., 1985).
Th -Patient Relationshi

As is true in any relationship, the heart of the doctor-patient
relationship is communication:

...successful relationships with patients require providers to

communicate clearly and effectively. Practitioners first must

know the elements and impact of effective communication.

Necessary skills include the ability to impart information, listen

openly and nonjudgmentally, learn, facilitate the learning of

others, and encourage the expression of--and accept--the

patient's emotions (Tresolini, 1994; p.30).

Although the centrality of communication and the therapeutic nature of the
doctor-patient relationship are not new concepts, the "actual dynamics of
the therapeutic dialog"” (Roter, Hall, & Katz 1988; p.99) have only been
consistently observed for the last twenty years. Research and interest
concerning the dynamics and communication patterns between doctor and
patient doubled between 1983 and 1988 alone (Roter et al., 1988).

This burgeoning field of research emanates from a variety of
disciplines (e.g., medicine, sociology, psychology, communication) and has
raised concern for some. Most notably, Burgoon (1994) warned
communication scholars about complacently accepting the notion that

"nice” communication is the best communication. In the area of health
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communication, he voiced concern that patient noncompliance, for example,
is viewed often to be solely the failure of the physician to give enough
information or to be sufficiently interpersonally sensitive. According to
Burgoon, this type of ideology leads to the pursuit of certain lines of
research and to the exclusion of others. Using his own experience as an
example, he noted that his research suggesting that noncomplying patients
respond better to verbally aggressive physicians (Burgoon, et al., 1990) is
less apt to prompt additional studies than work suggesting that either
empathy or warmth is associated with patient satisfaction and compliance
(Burgoon, 1994).

Although this caveat is well worth noting, it does not diminish the
large body of evidence (see following discussion) that suggests that
physicians do, indeed, need to talk "nicer" to patients in very specific ways;
e.g., eliciting patients’' complaints, allowing patients to express concerns,
refraining from interrupting the patient (Stewart, 1995). Medical educators
from a variety of disciplines (medicine, psychology, sociology, public health,
communication) who teach communication skills in medical schools and
residency programs, have taken their cues from a variety of research
studies (see Smith, 1995 and Stewart et al., 1995 as representative
examples). The discussion that follows presents an overview of the issues--
some quite pragmatic--that have helped to sustain interest in the
development of healthy doctor-patient relationships and the requisite
communication skills that foster them.

Communication and liability. There is a lengthy history of
research associating poor communication with malpractice suits. More than

thirty years ago, Blum (1960) reported that patients' malpractice suits and
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failure to pay doctors' bills were related to poor doctor-patient
communication. Later, Valente, Antlitz, Boyd, and Troisi (1988)
corroborated the link between poor communication and malpractice litigation
noting specifically that lack of physician empathy, lack of information, and
perceived lack of physician remorse for negative outcomes often led to
medical liability claims. As recently as 1992, it was estimated that
seventy-five percent of malpractice suits lost by physicians reflected poor
communication (Nazario, 1992).

Communication and health. Perceived lack of physician empathy,
however, appears to lead to more than litigation--it can lead to poor health
(see Thompson, 1994; Stewart et al., 1995 for reviews). Indeed, there is a
body of literature that relates patients’ dissatisfaction with physicians'
communication skills (e.g., lack of warmth, poor explanations, failure to
address patient concerns) to noncompliance with medical treatment (Blum,
1985; Hulka et al., 1976; Korsch et al., 1968; Swain, 1978). Furthermore,
among patients with chronic diseases, redu<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>