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T

he importance of interpersonal aspects of the practice of medicine has been universally recognized
since ancient times.1 The doctor-patient relationship is at the heart of the practice of medicine, and it has
been an object of rigorous scientific inquiry for the past
40 years.
Several models for doctor-patient relationships have
been described over the years: biomedical, biopsychosocial, patient-centred, relationship-centred, negotiated,
consumerist, and systemic.2-10 In recent years, however,
the patient-centred model has dominated the literature
on doctor-patient communication in the education and
research domains. It is now endorsed by governing bodies of physicians in Canada as the accepted norm.11-12
There seems to have been a certain parallelism between
the development of the concept of patient-centredness
and of the discipline of contemporary family medicine.
This paradigmatic shift was certainly instrumental in
distinguishing family medicine from other medical and
surgical specialties.13
If patient-centredness is now widely accepted, there
remains the necessity to specify how the patient-centred
model of care translates into responsive communication that is required for the diverse contexts in which
family physicians practise. Kiesler and Auerbach14 indicate the necessity to further examine the influence of
various contextual factors on communication, such as
patient demographic characteristics, severity of the disease, the specific illness, and the type of medical decision being made. We propose that physicians should
master numerous styles of relationships and learn to
adjust their styles of communication for the context in
which care is provided.

Coming to terms
A relationship is defined as a recurrent pattern of communication that exists between 2 people. Communication
and relationships are each the source and the result of
the other. The doctor-patient relationship constitutes a
particular kind of interpersonal relationship; it is a “service” relationship, in which both parties have predetermined roles and the standards of behaviour for the
physician are clearly defined by a code of ethics.1 The
doctor-patient relationship requires mutual trust, acceptance of each other, and recognition of the ability to
Cet article se trouve aussi en français à la page 1096.

influence because of expertise. The physician’s behaviour must be guided by his or her concern for the patient
at all times. Physicians must always adopt an attitude of
respect for individuals, their autonomy, and their right to
confidentiality.
Contemporary research has focused mainly on personal characteristics of patients, such as their preference
for information provision or participation in decision
making, their physical and mental ability to take the
necessary steps to implement treatment, their understanding of their illnesses and the treatments, and their
motivation to self-manage. But, like other interpersonal
relationships, the doctor-patient relationship cannot be
removed from the larger context in which the encounter occurs, and therefore it must be adjusted accordingly.
Context is multidimensional.15
The doctor-patient relationship is determined by the
characteristics of the problem at hand, such as the type
of illness and its severity. The relationship is also defined
by the physical place where the relationship develops
(the hospital ward, office, emergency room, home, etc).
Lastly, it is defined by the interlocutors.
We believe that context must be reintroduced to complete the map of possible relationships, which is why
we are calling for a repertoire of doctor-patient relationships. The “one shoe fits all” approach does not
allow optimal matching of physicians and patients.14
Favouring a single model such as the patient-centred
model could prevent physicians from mastering relationship and communication skills that enable them to
adjust to various situations.
We certainly recognize that there is a substantial body
of research indicating that patient-centred relationships
are associated with better outcomes16-21; however, most
of these were associative (not causal) studies, and were
conducted largely in the context of office consultations
with patients with relatively stable medical conditions
instead of normal health. Nothing can be stated with
certainty about other clinical situations.

Looking at the problem
Figure 1 is a graphic representation of the possible
transformations in the doctor-patient relationship along
a decisional control continuum (taking charge or
collaboration), suggesting different relationships defined
by 2 characteristics of the patient problem: the nature of
the problem (acute vs chronic) and its degree of severity
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(serious vs minor). This graph allows us to group
together problems with similar characteristics and to
indicate the care contexts in which the problems are
most likely to be encountered. It should be noted,
however, that the relationship that develops between
the patient and the physician is not determined only by
the characteristics of the problem; the setting and
personal characteristics also contribute to defining the
relationship. We have not included these aspects in
Figure 1, but we have inserted a normal curve symbol
at each dominant relationship as a reminder of this
variation.

Based on the nature of the problem and the degree
of severity, we suggest the following 4 types of relationships in which patients and physicians can engage and
in which physicians’ roles vary: expert-in-charge, expertguide, partner, and facilitator.

Expert-in-charge
In acute, serious circumstances, a physician is expected
to make decisions unilaterally and carry out a certain
number of actions on the patient’s behalf, the goal
being to address the immediate threat to that person’s
life. In such cases, the physician plays the role of an

Figure 1. The possible transformations in the doctor-patient relationship: Type of relationship is
determined by problem and health care context.*
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“expert-in-charge.” This relationship generally involves
patients whose medical conditions are unstable and
require immediate treatment (acute myocardial
infarction, multiple trauma with shock, unstable angina,
decompensated diabetes, decompensated chronic
obstructive pulmonary disease, sepsis, etc). Physicians
use their medical expertise to make decisions in these
critical situations. Psychosocial aspects of care and
patient beliefs often become secondary considerations,
if they are considered at all. Caring is demonstrated by
mobilizing medical resources to treat the individual.22-24
Verbally, it is expressed succinctly and is limited to brief
statements, such as “We’re going to take care of you.”

Expert-guide
Moving along the axes in Figure 1 toward either more
minor or chronic problems, which include common subacute situations that are not very serious (acute infections,
lacerations, minor trauma, etc), the physician provides
the patient with a professional opinion with regard to the
diagnosis and offers advice and treatment suggestions.
The physician adopts the role of “expert-guide.”
The physician’s goal is to inform the patient, prescribe
treatment, and convince the patient of the treatment’s
relevance. In this situation, it is possible to assess and
take into account the psychosocial aspects of care and
the patient’s beliefs. There is definitely more room for
patient collaboration. Caring is demonstrated by obtaining information about the condition and meeting the
patient’s need to feel heard.

Partner
With more chronic illnesses, regardless of being minor
(irritable bowel syndrome, osteoarthritis, gastroesophageal reflux, etc) or more serious (diabetes, chronic
obstructive pulmonary disease, renal insufficiency, heart
disease, osteoporosis, etc), the physician might seek
to build a relationship in which a partnership is established,22,23 adopting the role of “partner.” In these circumstances, the patient’s knowledge of the health problem
develops progressively, and the patient becomes more
competent to discuss various alternative treatments.
The result is a true partnership. The physician’s objective is to motivate the patient and provide the necessary
information, which enables the patient to carry out the
agreed-upon treatment.
The psychosocial aspects of care and the patient’s
beliefs are considered in the assessment of the condition, and the patient can participate in decisions regarding treatment. Caring is demonstrated through empathy
and by welcoming the patient’s point of view. The verbal expression of caring can be quite developed and is
characterized by more dialogue, which involves collaboration to determine acceptable solutions. This relationship most closely corresponds to what is considered a
patient-centred approach.

Facilitator
Lastly, in the case of chronic illnesses that are well controlled, the physician often has to deal with patients who
have developed good understanding of their diseases
and the ability to monitor themselves independently,
taking the necessary steps to adjust their treatments.25,26
In these situations, patients might have specific requests.
Action has already been initiated by the patient at the
time of the consultation, and the physician’s objective
is to complete the patient’s information, if necessary,
and help implement treatment. The patient and physician enter a relationship in which the physician acts
as a health care facilitator and motivator. The psychosocial aspects and the patient’s beliefs are affirmed by
the patient and play a role in requests to the physician.
Caring is demonstrated by inviting and listening to the
patient’s point of view. The encounter is characterized
by dialogue, often initiated by the patient, by the physician’s careful assessment of the solutions proposed, and
by suggestions to facilitate treatment implementation.

Conclusion
We have identified a set of clinical conditions that argue
in favour of a variety of doctor-patient relationships
rather than one type of relationship that is theoretically
or ideologically suited to all situations. We must recognize that it is useful for physicians to master a repertoire of relationships. From our standpoint, all of the
proposed relationships must be based on an attitude
of respect for individuals, their autonomy, their right
to confidentiality, and on behaviour guided by concern;
these characteristics are the core of patient-centredness
and, in this sense, patient-centredness remains fundamental in practice. However, we firmly believe that it
has become necessary to further specify these fundamental characteristics of the doctor-patient relationship,
as it would help physicians adapt to the demands of the
various contexts in which they are now called upon to
exercise their profession.
In order to continue a constructive discussion on doctor-patient relationships, we suggest moving toward a
discussion about a repertoire of relationships rather than
insisting physicians apply only one type of relationship
to all clinical circumstances. There is risk associated with
claiming that only one type of doctor-patient relationship
is acceptable: when physicians find that that particular
relationship is not applicable to their everyday clinical
practice, they will reject it and revert to more paternalistic
and expert-in-charge models, even in situations in which
these models are clearly inappropriate.
We have provided a framework for various
doctor-patient relationships for you to consider in differing circumstances. This framework is very similar
to the situational leadership framework introduced by
Hersey and Blanchard,27 who described the following
styles of leadership: directing, coaching, supporting,
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and delegating; of these, none is considered optimal or
desired. Flexibility and adaptation to a specific situation
are required. We share this point of view.
We have tried to delineate the conditions under which
doctor-patient relationships develop; thus, we have
treated the relationship that develops not from an ideological or moral standpoint but from a practice-based
perspective in which no unique model could possibly fit
all circumstances. This is the first step in countering the
oversimplification of the physician-patient relationship.
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