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SUMMARY

U Today, the doctor-patient relationship is steicily livked with the larger
context of the medical profession and the managed care vevolution. This
articles focutses on ee important guestions: 1. in the U.8, how did we
arrive at the crovent situation where the DPR is under sustained assaudt
and is nmow being nsed increasingly as a mechanism of cost control?
2. What approaches will be nsed in the managed care setting to linit and
contrel the decision-making freedon of pativits and docrors within the
doctor-patient relationship? 3. Will the doctor-patient relationship, as we
ko ity survive the managed care revolurion?

Introduction

In considering what effect the development of managed care in
the United States is likely to have on the doctor-patient relation-
ship, it is necessary to place the doctor-patient relationship within
the larger context of the medical profession. My definition of the
medical profession is a trained segment of society dedicated 1o im-
proving the health of the population by two principal approaches:
public lealth and Ivgiene (housing, nuerition, safe water, clean air),

*An carlier version of this paper was presented at the Instituto De Bioetica Fundacion
De Ciencias De La Salud on June 26, 1996
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and second, direct medical services, often provided or supervised by
individual practitioners within a doctorpatient refationship.

The opening paragraph of the Hippoeratic Oath includes an
important reference to these two fundamental approaches to
health: the paragraph reads (in the English translation by Lud-
wig Edelstein, 15343):

I swear by Apolle Physician end Asclepius and Hygicia and Panaceia and
all the gods and goddesses, making them miy wirnesses, that Twill fudfil
according to mry ability and judgment this catlt and this coverant'

There are four gods veferred to in the opening paragraph of
the oath - Apollo is the god of light and truth. Asclepius, the fa-
ther of medicine and a semi-divinity, was the child of Apollo,
and had two daughters, two goddesses. One was Hygieia, the
goddess of health, or in modern terms, the goddess of health
maintenance and disease prevention. The other was Panaceia -
which means all heal, the goddess of curing illness or of treat-
ment. My paper focuses on the doctor-patient relationship and
is therefore concerned primarily with the role of Panaceia - who
is responsible for treatment and healing. I also will restrict my
observations to the doctor-patient relationship in Western Med-
icine, primarily in the U.S., because that is where I have prac-
ticed and observed medicine for more than thirty vears.

1. The thesis of the paper

In my view, the managed care revolution is more than a med-
ical or economic revolutions; it is a true political revolution de-
signed to achieve a major intergenerational shift of support
from the elderly to the middle-aged and in the process to contain
health care costs. In the United States, where it is political sui-
cide to talk of withdrawing support from the elderly or to talk
explicitly of rationing, the method that is being used to achieve
these goals is implicit rationing that involves controlling the
doctor-patient relationship. Specifically, to achieve implicit ra-
tioning, it is necessary to control the autonomy of physicians
and patients to make discretionary decisions that provide the
patient with a marginal benefir as viewed from the patient’s per-
spective.

The future of the doctor-patient relationship

Managed care, especially competitive, fO)'—pI_‘VOfli.L m?n?gecd
care, has rapidly emerged in the U.S. as the orga'mzfithﬁabf E'ub-
ture’through which dvadic doctor—patxe'nt dec15;on§ w‘1 - Lq&ul.} l-
iected to external oversight and control in order_tq restrain health
{:(:;'e costs. In 1995, in the U.S., more than 50 million people were

 anrolled in a formal managed care organization and probably at

Jeast 50 million more received health benefits thr‘ough “s.or_{lett}tf}jz
of managed care arrangemient. _Recent l'ept?l'ts sug‘gist ‘Ha‘ ;e
managed care approach is \\"orkmg ecor;omlcai]y aslt e ;JI]CI] ?{?ed
in health costs, initially prolectecl‘ at ]‘2/9 per year,dmb {?t: red
to below 8%. Managed care combmes‘mcen.tlve's: an 1fp{i}‘la ies o
encourage physicians to balance their patient’s welfar eI agéamb:t
‘oitier institutional and societgl goal's espgmall;« the__goa 0 iC{J}?
containment and perhaps social justice. Since Lbe primacy 3 th?
doctor’s commitment to the patients welfare. is a_ttenuc}te. . u ff
doctor-patient relationship is ch.ang_eq from its Hippocr )at:c 13'
dition focusing primarily on the individual patient to a new ma
el that takes account of institutional aqd societal needbj lowing:
The central questions that [ will examine today are the following:

1. How did we reaclt a situation in the U.S. where the do_clorwpa}
; « L ot
tient relationship is under sustained assault a_ncl is nnow being zfsijf
by managed care organizations as a mechanisimn for cost contr{o 2
3 . { (17111 - P 20—
2. What approaches will be used to limit an{f cpnt:o! the deci
sion-making freedom of patients and doctors within the doctor-pa-

- . rrcliin
tient relationship: _ . . .
3. Will the doctor-patient relationship, as we kiow it, survive the
managed care revolution?

Question /. In the U.S, how did we arrive at the current s'ltuatmn1
where the DPR is under sustained assault and is now being usec
increasinelv as a mechanism of cast control?

! ¢ COStS.
A gﬁig %ag concerns about the cost of .health care have es-
calated into a crisis for at least the foi]owmg 4 reasons:
1. U.S. costs are, absolutely and on a per capita basis, an.ci as], a
percent-of GNP, greater than in any other country in the
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world. In fact, the U.S. health care budget of almost $1 trillion
is comparable to the GNP of some of the largest industrial
countries in the world.,

2. Until the past year, the annual rise in health care costs of
about 12% was more than 4 times the rate of economic growth
and there was no suggestion that health costs were coming
under control.

3.The burden of supporting health care costs was falling in-
creasingly on a smaller number of younger and middle-aged
workers,

4. Despite massive expenditures on health care, the U.S. contig-
ued to have the worst access to health care in any developed na-
tion with regard to the poor, the unemploved, the
employed/poor, and infants and children. There is a general
agreement that to improve access to care for the 40 million
uninsured or underinsured in the U.S., it would be necessary to
bring health care costs under better control.

It is easier to describe what happened in the U.S. than it is to
explain why it happened. I think the American political tradition
encourages the rhetoric of fairness and equality and also the
rhetoric of libertarian self-determination. Americans want to of-
ter unlimited and equal access to the best care available and to
permit everyone to make their own personal choices about
health care. The struggle to accomplish both these goals, with
no principle to limit one or the other, has resulted in rationing
by access rather than rationing by restricting either the excel-
lence of care or the freedom of choice for those who have insur-
ance that gives them access to the health system. As [ mentioned
a moment ago, current thinking has it that in the U.S. it is es-
sential to control costs in order to broaden access. And, as I said
earlier, the free market, competitive managed care approach, is
the one that is currently regarded as offering the best hope to
achieve this goal. The decline in the rate of increase in health
care costs during the past vear - the first such decline in almast
30 years - signals that the managed care approach to controlling
costs may be working.

But the final answers are not in. Although managed care has
enrolled more than 50 million individuals, most of them have
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been relatively healthy, voung or middle-aged, z_md lgen_erzt(l)lg;lierrlg-
loved. The real tests of the manag.eq care approac 1~m?d' ming.
E/Iahaﬂed care has not vet proved it is capable of provi mf C?
eﬂ‘icie?’lt care for the chronicaﬂy.ill, the cilsab-led,‘ the e}d? y,g[tqut!
oor, and other vulnerable patient populatlon%. Nor, .E)Llfd at
?nat'&er, has managed care been_suppomve of ot corprgl lc e
sources to support many other important feat.mcs of the nea ;
Z?.;lt]em (features that also contribute to costs) rmdidn_lg 1mp~]1:%\(;
ing access to care, improving the quality of care, suppor ing

medical education, or supporting medical research.

. B. The Thiee Ages of Medicine

The history of the physician-patient relationship 1;1 “ﬁbte]{}
medicine can be divided into three periods: the age of pa urntie
ism (the age of the doctor), the age of auﬁtonomyl(Lhe a.’ge-)o
patient), and the age of bureaucracy (the age of thf }fa\ et .

The age of paternalisin lasted thousands of years from a out
500 B.C. to 1965 and represented .the basic autl*noxdz'ta_uz;m Lthe
sacerdotal strain in medicine. This modei O,F_n:],e- 1c11m-. »1 he
physician-in-charge model - was premised on i1 Llhi in ‘t 1_(; ]}33 1]_1 5
cian's technical skills and moral stature, on the et nc;jo ’e ;d
icence, and was characterized by patient dependency a

sicie nirok. . ‘
phﬁt&%?cll?chievements during this lengthy perlod were rathf:t :
modest and not very expensive. Medicine provided sy_n?pfoma}tlc
care rather than cure; it emphasized the power of mfmr_T:la_tl(éz
(the prognosis), which was a mystery k_nowr? olnl_\lf Lo 11] azlr:rm
physicians; it was better able to deal_ with psycho ('):.]inl fh:,—
with physical aspects of disease; and it taught p{mmg es O‘d:éq
siene and preventive health care. In light of our mo eim i ttl_
about scientific medicine, we are often struck by hO\E’ onr%rd {)15
older and much less effective medical system was 1'&35:[?6(-2&_“ {v
men and women. We are thus Em‘cec? 1o 1'?a11§e 11_1at fm all i al.f
limitations, this traditional and 1'elat1.\fe!_v ineftective ?}«a}‘iem o}
healing must have addressed and satélsﬁed many basic human

-ds for most of the patients it served. . L
ne?_@}; age of artonomy (the age of the patient), l}y contra&.l,}lab};
ed at most 50 vears (1945 to the present), and still may not have
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emerged completely in some countries. | refer here largely to my
experience in the U.S, Technically, this was an age of extraordi-
nary advances in the understanding of disease, and in the devel-
opment of remarkable medical and surgical therapies. It was an
epoch that emphasized treatment rather than prevention, cure
rather than care, and in contrast to the earlier age, prove to be
Very expensive.

Especially in the U.S., the theoretical balance of power also
shifted subtly from physicians to patients, Many ethicists, legal
scholars, and patients began to assert that the foundation of the
doctor-patient relationship should be based on patient rights
and informed consent. Informed consent was a key concept. The
rhetoric of this age was libertarian and consumerist and the
medical air was filled with cries of autonomy... self~deternina-
tion... patient sovereignty ... freedom from paternalispr... and the
like. My own view is that remnants of this informed consent
model will carry over into the 21st century, but in most devel-
oped countries the second age never existed with the force that
itdid in the U.S., or if it did, it is gradually being supplanted by
the third age.

The third age, rhe age of bureaucracy (the age of the payer) has
arrived. This new era demands cost containment, cost efficiency,
and is based on societal risk-benefit analyses. Quality of care, al-
ways so hard to define, is no longer an end in itself, but is now
balanced against cost of care, which is much easier to quantify.
Physicians in the age of bureaucracy will be divided in their alfe-
giances because they will be serving the conflicting demands of
society for social justice and of their patients for personal care.

In the previous two eras, the patient’s good was the dominant
concern for physicians. In the age of paternalism, it was the pa-
tient’s best medical interests. In the age of autonomy, it was the
patient’s freedom and right of self-determination. In the new era,
however, the patient’s good will be balanced against other goods
such as the needs of society. Decision-making na longer will be
vested exclusively in the hands of physicians or patients.

Physician paternalism and patient autonomy, particularly
with respect to medical decisions, will be replaced by institu-
tional and societal efficiency and expediency, based largely on
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- o et . ok U
ost concerns and societal needs. These measures of efficiency
€0

" have emerged rapidly as the major elements in decisio?jrszalil11g
At hi -4 age of medicine. In contrast to the two ear llEll ages,
Ch e ‘thus OCfTJOlh patients and physicians will be subsg‘ywnt-to
. the WF,} fs of adminisirators and bureaucrats. All of this implies
e “SS o ic changes are occurring in the traditional doctpr—pa—
: 2:33;1 é%;?ionshipcas it has evolved in this century and in the

* process of decision-making.

C ] ' hiysician
: he Multiple Roles of the Phy - _
- glistqir Meclntyre suggested some vears ago that the madern

physician played three simultaneous and intersecting roles in

' the doctor-patient relationship: 1) the physician as magical heal-

er: 2} the physician as applied scientis’t; a_nd 3? the[?hymc‘l:}zino?lsf
bu’reaucratic administrator”. Mclntyre's view struck Ewet nl L on-
lv as an accurate rendering of Lhe.mc-)clem P]}yﬁl(:lf::f, ﬁt;naobi?,the
some degree, an adequate description of the evolu

© doctor-patient relationship in the 3 Ages of Medicine. In earlier

times, before the scientific 1‘ev01uL:ion,_ __the -prilinarylpi)yiifg
role was a magical healer; in t_he‘: SCIfantli':c era, t1c=f ro ezlzar:_n cas
ingly became that of applied scientist; aﬂd—lljl ]om _n};ﬁremcra;
the b11\z5ician plays an incrc‘—:asmg]y con‘_lplle.\ ro g as ! :m_c -
ic administrator. In describing the physician as .LlI.AE!al:i 11)I 1; -
“ministrator, McIntyre anticipated one of the may:)zdpio1L ‘(inwho
the third era of medicine - the age’of L,he payer - an tha :b,r ho
has the right to determine the patient’s goals - the patient o
bureaucracy?

iston-Making Approach - . _
b ?n%ﬁl Look, Clin%ca} Ethics® Al J'ons‘;ep, B1!l Wm;]_ac_lei ar:;llé
proposed that clinical and ethical Flec151ons m.mis. 1(211'nct}x cre
based on the 4 following consic:-iel'atl_opgs: 1) mgdlc_a in 1car:co1 4)
2) patient preferences; 3} quality of life t:.‘D[‘lSl(ilEl E-lt1~o|ni'.§lt[~lese
external factors. At a later time, we sometinies reps L..':{“‘-_nde' hese
considerations in a 4-quadrant box where medlqai_ln flC}a 1{3 s
and patient preferences 1‘epresemed'the 2.upper UC;S] o ,E;?icﬁs_
and quality of life and external cgnsndv_:rat.tons, the_- O}:L Jers.
The paraduigmatic case was one in which a physician reached a
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diagnosis and proposed a plan to the patient. Because the goals
of the patient and physician are usually quite similar, in the vast
majority of instances, under the doctrine of informed consent,
the patient accepted the physician’s proposal or negotiated a
modification of the recommendations. The key point here is that
in the U.S. from 1960 to 1990, the vast majority of clinical-ethi-
cal decisions were based primarily on medical indications and
patient preferences, an approach consistent with Hippocratic
ethics. Physicians hesitated to make decisions for patients based
on third-party assessments of the patient’s quality of life or on
external considerations such as cost or scarce resources.
During the past 5 vears, however, in the third age of medicine,

the decision-making approach has begun to change. There is a
sense in the third age of medicine that in the interest of cost con-
tainment patients and physicians cannot be permitted to make
any decision they want without external review and oversight.
The reason for this is the concept of inarginal benefits. In the Hip-
pocratic tradition, the patient and doctor will always try to max-
imize the marginal benelits for the patient. Even il there is a 12

chance of benefit, the attempt will be made regardless of cost, es-

pecially if the cost is borne by third-party pavers. To limit this

freedom of choice in the interest of cost containment, there had
to be a societally-tolerated mechanism for gaining control of the
decision-making process (to restrain pursuit of marginal bene-

fits) even though in doing so limits would be imposed on both pa-

tient and physician autonomy. This is what the marnaged care
revolution is all about and the next section of my talk will explore
some of the mechanisms now being used to control the decision-
making process and the doctorpatient relationship.

Question 2. Whalt approaches will be used in the managed cars
setting 1o limit and control the decision-making freedom of pa-
tients and doctors within the doctor-patient relationship?

Five ways in swhich patient and plysician autonomy and self-de-
termination will be limited.

1. End-of-life decisions. Patient autonomy, particularly for
end-of-life decisions, may become a one-way street. Patients
will always be allowed to express their autonomy by saying,

48

The future of the doctor-patient relationship

Ert&ztg/z is enouglt - stop my treatment; howeve? they IWIIE}

v be listened to when they request that expensive end-of-
A -e be continued and their physicians dlsag}'§e. Every-
chﬁ;l;i‘;ill be encouraged to say no, but making positive claims

21 wilt be difficult. In fact, how can ph_y?icians res:pond to pgtcllegit
'."'\:;ishes when physicians’ discretion, in turn, will bF' llmlt&‘ }1
| :hird-‘pal'i‘r’ pavers, government regulators, and institutiona

" policies and procedures. . . ' ' o
: BDJIFHEEHE\? stanidard. Decision-making discretion will be limited

by the futility standard, an issue that Professor Jonsen will ad-

dress in the next talk. Futility is another way o obtairf cont]rol.
. over Iﬁatient and physician choices. If a third party FEemdes th{L
"4 39, 5%, or 15% chance of success qualifies as futile, that par-

ty can quickly cite a statement such as tha‘t.by ?th.e .Ame;:::zg;;
Thoracic Society: A life—susmmmg.Irearmenf z:zrefj-e11r;01_1 ;:h 1 be
limited without the; COESE}I‘“ gf patient or surrogate when the
srvention Is judged to be futile. o
%g:écggiit abé)utgﬁlti]ity is that it Chan_ges everyones cilnlﬁa;:qett:(;
ical, and legal responsibilities tp continue tl‘eqltme{it. E]af t}‘es
need for discussion and negotiation w1th patlen[-b a‘tzl an?i lb e;
In fact, it changes physicians opportumty to pi c{}m e ca{f,'md
cause physicians and hospitals will be 're.strame_;l v pa)lfef ber.[he
managed care organizations from pijowdmfg fm‘rfe_ care. ;fsona]
emerging futility standard as a i{e}f in the shift Loi:lq z;’p sonal
standard of care to an externally imposed star}dz}t L 1;:: i me
physicians know that patients are oi.‘Le.n. less 1ntertj:ftc3\w}]1nt ;2
probability of success than in the p_ossabllzz‘y of_succe.sh. Wi '?} a‘
my chances? Can I benefit? Might Tgeta f-zqu'gta'zal bene}‘z: [ fﬁe
types of personal cho.icej will likely be limited by an externally
it sed futility standard. o '
gmg?;(f’g\f Of‘life standards. Discretion will bg limited llw :q Euaii
ty-ol-life standard. This standard is an extension of fu‘tl m An e.\l
ternal party may say, Although vou can ac!u,e}fe_tffe s‘peczfz‘c gqa_
that vou are pursuing fthat is Ihf.? gpa[ is not fu.tzl.t,j-], in o;u opnl;
ion, your quality of life is so bad, it is ot wortl pz.u.sz‘.f.r.‘n%lr 1t gc?_:t .’
The /patient’s health status is regarded as an undesira FeL flc_}L}a i Z{
of life; thus, even il an infection can be treated success 1i y 211;1
the patient’s life sustained, an external party may decide that the
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poor quality of life makes it not worth doing. A quality-of-life
standard might be applied initially to persons in a permanent
vegetative state. In the future, however, limiting the types of peo-
ple to whom such a standard could be applied may prove to be
difficult. For example, a quality of life standard could be applied
to persons with Alzheimer's disease, to profoundly handicapped
persons, or te congenitally mentally retarded persons. In addi-
tion, it could be used for many diseases that are regarded as in-
curable including perhaps drug abuse, alcoholism, or even AIDS,
4. Social Darwinisn. Patient and physician discretion will be
limited by social utility or social Darwinism, sometimes
couched in the language of rationing and allocation of re-
sources. The current catch phrase is the high cost of dving, which
describes the expenditures on patients during their last days of
life. The implication is that physicians should know when a per-
son is dying and therefore should not waste valuable resources.
In my experience, physicians frequently invest resources to care
for patients in situations of uncertainty. They are unsure
whether the patient is dying or whether the patient’s life can be
saved. Another closely related approach to rationing is proposed
by Daniel Callahan, director of The Hastings Center, whao sug-
gests that age be used as a specific criterion to allocate resources
and to limit health care expenditures.” High cost of dving lan-
guage and Dan Callahan'’s approach represent examples of a so-
cial utility strategy that can also be invoked to limit the rights of
patients and of doctors to make decisions,

3. Practice guidelines and clinical paths. Practice guidelines
will limit patient and physician autonomy. Guidelines were
originally conceived to assist medical decision-making, but
now they may be used to make the decision. T believe that
guidelines will decrease the individualization of the doctor-pa-
tient encounter. No two patients are precisely the same; no
two patients have identical backgrounds, values, or even phys-
iologic status. Guidelines reduce the need for communication
between doctors and patients. The application of guidelines
relies primarily on physiologic parameters that do not neces-
sarily include wishes, desires, values, or preferences of pa-
tients or physicians.

n
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" During the past 20 vears, American medicine has emphasized the
g 3

entrality of knowing and respecting individual patient prefer-
C eilil )

nces. The right of individuals to make ch-oicesz has been delienc]l-
zd Gﬁidelings provide an approach that is efficient and cost-ef-

fective for a group of patients. What may be right for a group

"“imay not be acceptable to individuals within the group. Guide-

lines obviously limit the freedom and discretion of both patients
zmd‘ doctors and thus change the DPR in substantial ways. _
In summary, the managed care approach to change the free-

‘dom of patients and doctors to make individual decisions will

employ at least the 5 strategies I have just diSCL_lssed: autonorfiy
as a uni-directional concept; futility; quahl_‘y of life standards; ra-
tioning by disease or age; and practice guidelines.

Ouestion 3. Will the doctor-patient relationship, as we know it,
survive the managed care revolution?

As we contemplate the future of the doctor-patient relation-

~ship, our only guides are the past and the present. Despite sci-

entific developmenis during the pasl century, the rc‘)le of[hi

medical profession in human societies has chcfmged surprising

little since the time of Hippocrates. Further, since Hlppocalralt.x_c

times, the doctor-patient refationship has also changed very IE

tle. The encounter of healer and pati-ent (suﬁerer)-, has 1'6}'11a§1ne.

the principal means by which medicine ach_leves its g(.)alt... T (2’1]("_‘-

are three reasons the explain the e.\"traordmal}f continuity ovey

time of the docter-patient relationship: . _

1. Medicine serves a universal and unchanging human nged,

2. Medicine therefore has an unchanging central goal - to help
ients; and

gﬁ\fonstf ’medical help is delivered in t.he direct_ encounter of pa-

tient and physician, in the doctor-patient relationship.

1. Medicine serves a universal and unchanging human ne:ed.
Medicine deals with the most f’undamema}] aspects 9(‘ the I1g—
man condition. Birth, life, health, psychological integrity, phy51.—
cal functioning, vulnerability, loss, and death. These are ti?e‘ etetﬁ
nal problems for which patients seek help from doctors in a

Lh
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countries at all times. Regardless of advances in science or
changes in politics, these fundamental aspects of the human
condition will always be with us.

When people are ill or have a sense of dis-ease, they lose the
normal harmony and equilibrium that enables them to enjoy
life. At these times, people turn for help to the doctor or healer
in their society. That clinical encounter between the patient and
the healer is the unchanging event in medicine, the constant. Tn
this sense, medicine is the most universal and unchanging of
professional disciplines. Regardless of the social, economic, sci-
entific, and political changes that have affected how medicine
is organized over the last 3,000 vears, the clinical encounter of
the doctor-patient relationship, remains virtually unchanged. 1
don't think that high technology such as intensive care moni-
toring or cancer chemotherapy will eliminate the need for a
personal and caring physician.

2. Medicine has an unchanging goal - to help those who ask us for
help and to improve patients’ quality of life.

The second paragraph of the Hippocratic Oath makes this
crucial point: I will ise treatinent to help the sick according o Iy
ability and judenent; I will keep them from harm and injustice.
Almost 2,500 years after the Hippocratic Qath, Dr. Edmund Pel-
legrino stated the central goal of the medical encounter to be: ...
a right and good healing action for a particular patient in a partic-
ular set of clinical and life circumstances. The poet Valery made
the same point: ... You doctors are the champions in the struggle of
the individual life against the law of life. Medicine achieves this
unchanging goal of helping patients in a variety of ways - by talk-
ing to people and hearing their fears and concerns; by caring for
people and treating them with dignity and respect; by relieving
their distress; by attending to their physical pain and psycholog-
ical suffering; by restoring their ability to function; and some-
times by curing disease. Most of these functions of medicine are
delivered in the context of a doctor-patient relationship.

Today, we physicians know far more than our predecessors
knew about the science of medicine. The biological revolution
since World War I1 has been one of the great intellectual flour-

Ln
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ichines in human history - comparable to Greece of the 5th cen-
o I?E C., or Spain in the Golden Age, or 15th century Elorence
tmg r‘Lh.:a Medicis. Yet, despite the advances in the_sc1ence of
e d?cine the central goal of medicine, to help a patient and to
irrr:fpmw t"he patient’s quality of life, has not changed.

3. Most medical help is delivered in [thre clir?c_t enconnter of patient
‘ sici rpatient relationship. ]
mM’iﬁﬁiéﬁfﬂ?ﬂiﬁfﬁi\l It)o help people through the practice of
medicine. Since T completed medi{;al sch_oo], re_searche:f. E:agse
developed many new pharmaceuticals (trfcludmg‘ Elflt.i r:lo lq :
antihypertensives, cancer cljlenm_therap)’), new th{l gl;LhI;tg_
- proach (for example, for ca}‘dlac dlsea.s:e and organ 1%1;1 Eir-dden
tion); astounding diagnostic L;ools to image previously idden
part's of the body; not to mention newer deve]_opmengsnmgﬁp >
ductive technology, genetics, and moiecu]ar'b;oh?gy. All of thes
scientific and technical achievements benefit our patae.l:ntls. o
But at some point, these new research de\relopment? hav e_]_Cj
be applied in a face-to-face encounter between the pezi so;h?ss i\S
ing for help and the doctor _w'ho is prepared to respforll | phis s
the practice of clinical medicine, this is Fhe hf:art of t 1eD loctor
patient relationship, and for 30 years this has been my cée est
joy in practicing medicine. It also has been thfa best and m
parsimanious method discovered to provide care. ‘ ]
In discussing the DPR, Jet me add that the concept o 1marz
aged care is not an entirely new idea. It staaztgd asa clinica cm;]-
cept rather than as an economic or a.dmmlsFratl_ve apﬂprf)i\{c. .
The first reference I can find to managing patients gp})uﬁi{; C}rj
a paper published in 1970 in the Nepf_EugZand Jounrna ‘C(in BDi-
cine and authored by the great physmlan, at Johns I_'I-(')}I]M]Im;,' "
Phillip Tumulty. The title of Dr. Tumulty’s paper was: What is
clinician and what does lre do? Dr. Tumulty answers his own

question as follows:

A clinician is one whose prismary function is to manage a sick per s'c;f.
with the prrpase of alleviating maost effectively the zm‘.al rm,.'.m;:r c;f} r_:.
illness upon that person. ... Managing a sick person is entirely c\r’{ er-
ent from diagnosing an illness and prescribing rherifp_\ for ol :1]

: ici [ 3 (s sensitive to the
age : : phiysician comprehends and is sens
agemenlt nteans that He ply I

th
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total effects of an illness on the rotal person, the spiritual effects as well
as the physical, the social as well as the gconomic,

I think the paper by Dr. Tumulty might be a useful guide to
the managed care community in that it emphasizes the impor-
tance of clinical management and the value of the doctor-patient
relationship while encouraging primary care, cognitive services,
and the judicious use of testing.

The doctor-patient relationship will be in trouble in the early
vears of the 21st century. Most developed countrics are now
struggling with ways to control the high cost of modern scien-
tific health care. It is very expensive to empower patients
through informed consent and to give them full range of choic-
es about which health care they want to receive. Some limita-
tions on free choice are essential but no system has yet devel-
oped a fool-proof method for establishing such limits, Whatever
system is finally established in developed nations, it should rely
heavily on preserving the essential elements of the traditional
doctor-patient relationship.

Almost 2,500 years ago, in a remarkable passage in Book IV
of The Laws, Plato recognized that good doctor-patient relation-
ships were required to achieve the goals of medicine. Plato de-
scribed inadequate doctor-patient relationships, what he called
slave medicine, as follows:

The plysician never gives the slave anty account of his complaints, nor
asks for any; he gives some empiric treatment with ain air of knenwledge
in the brusque fashion of a dietator, and then is off it haste to the next
ailing slave...

Plato contrasted this inadequate doctor-patient relationship
with what he called the physician-patient relationship for free
men, in which

- the physician treats their disease by going into things thoroughly from
the beginning in a scientific way and takes the patient and his fanily in-
to confidence. Thus he lears sometling from the patient. He 1never gives
prescriptions wtil Ie has won the patient’s support, and when he has
denie so, he aiins 1o produce complete restoration to lealth by persuading
the patient to comply” .
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The fruwre of the doctor-patient relationship

The best clinical medicine, Plato tells us, is p.raE:ticed_ when
physician and patient have conc]udec_l a relationship in which the
scientific aspects of care are placed in 'thf: context of a persopai
relationship. In this regard, the doctor-patient 1'eiat1f3n§ll}p \Vhlgh
establishes a healing bond of trust betwgen two individuals is
destined to last. Only in this human relatlo.nshlp, can the bc?ne-
fits of modern scientific medicine be provided to meet patient
needs, which have remained essentially unchanged since t‘he
times of Hippocrates and Plato. In an era of_managed care, in-
formed consent and social efficiency will be in tensien. But the
healing doctorpatient relationship will never be abandoned be-

‘cause it serves universal needs of both patients and physicians.

Conclusion

While the fundamental aspects of the healing encounter have
remained constant over time, some important changes have al-
so occurred in the doctorpatient relationship. Even though
medicine serves unchanging human needs and has an unchang-
ing goal, medicine never has been a fully autonomous profes-
sion. Instead, from Hippocratic times to the present, the rela-
tionship between the patient and the doctor has always beg:n
shaped and limited by the prevailing social, cultural, economic,
scientific, and especially, political forces. As my coll'eague at the
University of Chicago, Professor Leon Kass, has written:

Physicians lave ahvavs been obliged 1o live under the law of iheir com-
metities. This subordination of mediciie is entively proper: there is inore
to life than health. Sometimes the pursuit of health competes '.\’i{}‘l ‘llze
purstit of other goods, and it has ahvays been the task of the pelitical
conununity to order the different and competing ends.®

1 agree with Professor Kass. The battle over managed care in
the United States is really a political struggle. Tt is a fight for the
allegiance and support of the American mit_:ld]e—clas.;s - workers,
parents, the middle-aged, and the grown children of elderly par-
enis. Ultimately these people will determine if the managed
care revolution succeeds or if it proves to be a false approach
that will leave us with a residue of useful reforms that we de-
cide to organize in a different way - perhaps in a single payer

n
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syvstem coordinated by the government. The useful residual
legacies of managed care will include: consolidation within the
system; a decline in fee-forrservice; an increase in capitated
care; more primary care and less specialty care; and the in-
creased industrialization of medicine with more formal priori-
ty setting both within the system and between medicine and
other social suppert systems.

The struggle I am referring to is not primarily a legal battle.
It is instead, as Leon Kass suggested, a political battle in the
original sense of political, meaning the will of the polls, the peo-
ple. I think eventually good sense will prevail and the doctor-pa-
tient relationship will be supported as the most effective, effi-
cient, parsimonicus, and elegant way to provide high-quality
health care to the citizens of every country including the U.S,
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SUMMARY

The model of the pliysician as a caregiver and as a researcher has been
given extensive attention in the bicethical debate. There has been a tran-
sition in the last decades from the naditional idea of a physician insert-
ed inn the hippocratic ethos 1o a more technical and coniractarian model:
we cantend that the latter fails (0 capture the essential features of the clin-
ical encornter; fn that its presuppositions are abstract and lead 1o unin-
tended results. Other models Iave been proposed (beneficeice, covenant,
care) which seem to better fit the reality af the clinical encounter, I the
experimental serting there is a particularly ithoninating example of the
type of relationship whiclt we find more convincing,

1. Models of Medicine. Contract, Covenant, Care.

In these last decades, bioethics has been dealing not only with
specific substantive or procedural issues related to the medical
practice, but also with the general idea of medicine, that is with
the model of health care that should be proposed or defended in
the future. What are the essential features of such a model?
Whalt are the reasons why they have to be implemented? The
very fact that we are raising such questions shows that there is
a sort of a crisis of the idea of medicine itsell.

Note: This research was partially funded by a grant from the State University of Pavia,
FAR, 80%, 1996, Comm. Scienl. n, 6,
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