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ABSTRACT

Recent development in the organization of healthcare has impacted on physician and patient relationship.
The physician-patient relationship is becoming more and more a universalistic concern. Since
Hippocrates, the physician-patient relationship remains the corner stone of medical practice. A number
of disciplines have questioned the interaction between physician and patient (from pure sciences and
clinical sciences to social sciences). This paper uses a de-centered comparative method to examine how
different theoretical approaches shape the understanding of doctor-patient interaction and health
regulation implications. In particular, the article looks at two theoretical models: health economics and
medical socio-anthropology. The findings show that the difference between the two approaches is based
upon the background of each discipline. Nevertheless, there are some similarities. The paper concludes
that no theoretical approach is totally privileged to understand the interaction.

Key words: physician-patient relationship, health economics, medical socio-anthropology, health
regulation.

1. INTRODUCTION

The physician-patient remains the corner stone of medical practice. At the same time it is one of the
complex interactions in healthcare. On the one side of the interaction stands the physician who diagnosing
skills, prescribing patterns and referral decisions determines not only health outcomes but also, and to a
greater extent, contribute to health costs. On the other side stands the patient or health demander who is
increasingly empowered to make decisions. The interaction arise numerous concerns. In particular, we
use in the article two theoretical approaches to explore the interaction: health economics and medical
socio-anthropology.

Health economist and health regulators realize the importance of the relationship on health system put
great effort into exploring its underlying mechanism. In the interaction one party is a producer of health
and the second party is the consumer of health. Both parties are main actors of the health system. Despite
the information asymmetry each of the actors would like to maximize the utility or satisfaction derived
from the service provided and the service received: the physician’s and patient utility. A number of
models describe the physician’s and patient’s utility (McGuire, Costa-Font, 2012). Different payment
schemes are designed to change the physician’s behavior in many health systems. But challenges remain
so far on physician’s utility function compared to patient-utility function. The medical socio-anthropology
is also used to explain the interaction.

From the medical socio-anthropological approach, in the recent decades, two trends have challenged this
state and call for more attention to be given to patient side. The first one is the increasing empowerment
of the patient’s role in decision making (Kaba; Soriakumaran, 2007). Patients may require more
information during the consultation and more actively involved in the choice of the treatment. The
empowerment of the patients goes against the paternalistic approach medical practice that has influenced
the interaction since Hippocrates.

The second trend is the emergent and re-emergent diseases. The majority of these diseases, including
cardiovascular diseases, cancers, diabetes are more related to lifestyle choices. In Low income countries
the majority of the conditions including communicable disease, HIV/AIDS and tuberculosis are more
related to prevention than treatment. Understanding the patient’s role in medical decision is crucial for
health economists and health regulators. In that respect, health economists may greatly benefit from
medical socio-anthropology which offers elements enabling a better understanding of this relationship. In
particular, we review the two approaches of the doctor-patient relationship, consider the recent research
trends and discuss the implications for health regulation, economy and society.
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2. MATERIALS AND METHODS

This is an ethno-monographic paper on the physician-patient relationship. Using a de-centered
comparative method (Wrede et al 2006), we consider how the different theoretical approaches: health
economics medical socio-anthropology shape the content and boundaries of understanding the physician-
patient relationship and regulation implications, economy and society. The pathway process of the two
theoretical approaches in influenced is influenced by education, practical, acquisition of knowledge,
professions, social capital, contingent and cultural factors.

3. PHYSICIAN-PATIENT RELATIONSHIP: A REVIEW OF THEORETICAL
APPROACHES

3.1 Health Economics Perspective: An Agency Relationship and Information Assymetry

From health economic perspective, the physician-patient relation is often perceived as an agency one
(Scott, 2000; McGuire and Thomas, 2000; Rexford and Neun 2010: Jones M. A. 2012). The principal-
agent model stresses the existence of information asymmetry in the interaction between the physician and
the patient (Arrow, 1963). In agency relationship, the physician acts like an agent to maximize the
patient’s utility who is the principal (Arrow, 1963}. The doctor holds more information about the
patient’s health status and the available treatments. And the patient has superior knowledge about how
these treatments fit with his or her lifestyle and has specific belief about medication and illness (Ong et
al., 1995; Stenvenson et al., 2000).The patient communicates theses preferences to the doctor who then
act as an agent for the patient. In the perfect agency theory, a specific case of the principal-agent model,
the doctor maximizes the patient’s utility as it were his own. The model has been extensively used in
health economics because of its conceptual simplicity and the lack of agreed alternative. (Stavropoulos,
2012).

3.1.1 The search of alternative: The Perfect Agent

In analyzing the agency relationship in healthcare, health economist have tended to ignore the black box
of the doctor-patient relationship. Only recently have health economists attempted to re-examine the
nature of doctor patient relationship even though asymmetry of information within it is an important
source of market failure (Vick, Scott, 1995). Despite the lack of alternative, the principal-agent model
prevails but it remains an imperfect agency. A number of economic literatures are working on the concept
of perfect agent. What makes a perfect agent in the doctor-patient relationship?

In 1994 Labelle defined the perfect agent as: ‘...One who makes decision that the patient would have
made if the patient possessed the same information and expertise as the agent’. It has been recognized,
however that it is impossible to test whether a doctor is a perfect agent using this definition, since the
patient will never have the same information and knowledge as a doctor (Ryan and Mooney 1992;
Mooney, 1993). Furthermore Evans (1984) suggested that it will be impossible to achieve perfect agency.
‘If the agency relationship were complete, the professional would take on entirely the patient’s point of
view and act if he was the patient. The perfect agent would need a split brain, one half advising the
patient solely in the patient’s interest, the other half reacting...in a self interested own-welfare
maximazing way’.

It is therefore more fruitful to examine the source of imperfect agency and how these can be improved
upon. One of these is the extent to which doctors can act in patients’ best interests. Central to this is
defining what patients’ best interests are. It is clear that doctors do, to some extent, have at least part of
the patient’s utility function in their own utility function (Mooney 1992: Ryan, 1994: Pauly, 1994,
Talcott, 1999; Crow et al. 2002). Imperfect agency can arise when the doctor has an incorrect perception
of the contents of patient’s utility function. There are two aspects to his misperception. The first is that it
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is the patient’s welfare or utility that should be maximized rather than some narrow definition of health
(Evans, 1984; Mooney and Ryan, 1993). The second way that doctors can misperceive patients’ interests
is through misperceiving their value about how a given outcome influences their utility (Labelle, 1994).

Both of these sources of imperfect agency can be viewed as traditional sources of information asymmetry
in the doctor patient relationship in that patients have more information than the doctor about the contents
of their utility function and the value they attach to health and other non-health outcomes (Vick and Scott,
1995). Departing from imperfect agency and the perfect agency, how do we consider patient’s utility?

3.1.2 Utility and Utility Anticipation

Economics uses utility to provide a common measure for the satisfaction derived from the consumption of
goods or services. All goods or services provide utility and utility is the sole reason for consumption.
From economic perspective, health is considered as a good. It must be understood in term of production
process. In contrast with WHO’s definition of health as ‘a state of physical, mental, and social well being
and not merely absence of diseases’, Economists captured this insight of people having some say over
healthy they are (Rexford and Neun, 2010). Individuals desire healthcare because they enjoy being in
good health. Their utility derives from the demand for healthcare. The demand for healthcare are based
upon economic literature and works of Grossman (1972), Anderson (1975), Wagstaff (1991), Pohlmeir
and Ulrich (1995). While a number of theories focuses on the determinants of health (Murray and Chen,
1993; Evans, 1994). In economy theory utility is usually derived from a good, but Lancaster (1960)
argued that the utility derived from the different attributes of goods rather than from the goods
themselves.

The utility derived from prevention attribute of goods (e.g vaccination, health education)is called utility-
anticipation. It refers to the feeling of well-being which arises from the knowledge that risk of illness and
injury are reduced through consumption of prevention goods. It is derived immediately on consumption
and continues as a stream of utility over the effective life of the product. (Cohen, 1981). In doctor-patient
relationship, the agent may maximize the patient’s utility function in the future. The patient’s utility
function can also be manipulated by the doctors.

3.1.3 Supplier Induced Demand

Supplier induced demand results from information asymmetry. Supplier induced demand is qualified as a
manipulation of the demand for health care by doctors. A number of studies have examined how doctors
influence the demand for health care (Evans, 1974; Richardson, 1981; Hay and Leahy, 1982; Rice, 1984,
1989; Van Doorslaer et al., 1987; Svorny et al., 1987; Rochaix, 1989). The inducement occurs when a
physician provides or recommends the provision of medical services that differ from what the patient
would choose if or she had available the same information and knowledge as the physician (Rice, 1984).
Hay and Leahy (1982) describe suppler-induced demand as: ‘services ordered by a physician for a patient
that the patient would refuse if he or she had the same medical knowledge and expertise as the physician,
but remained the same in all other respects’. Such a definition is very difficult to test for since a patient
who is equally as knowledgeable as a doctor is unlikely to exist (Ryan and Mooney 1992).

The agency relationship is based on the assumption of complete information. Yet, information asymmetry
is a key element of medical practice that influences their interaction (Arrow, 193). Since the physician is
more knowledgeable than the patient, he may have the ability of influencing the demand for health care.

4. Socio-Anthropological Perspective

Medical sociologists and anthropologists examine the interaction between doctors and patients in term of
power and shared power in treatment decision-making process.
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The doctor-patient relationship is governed by power. As demonstrated the works of Bourdieu
(1977; 1996), medical power is a social professionalism construction. The physician acquires his power
through education, trainings, skills, knowledge and social capital. Medical knowledge whether an art or a
science, is appropriated by the doctor as a source of professional power. The physicians’ possession and
use of medical knowledge constitute their scientific authority; physicians’ power derives from their ability
to create objectives, representations, of the patient’s health or illness (Weiss, 1997). Medicalization is also
source of medical power. The notion of medicalization has been applied by Foucault in analysis between
state and its population, between power and individual subject. Medicalization describe a process where
more and more aspects of human existence, human behavior and human body are reframed as medical
issues and where the professional power of medicine expands over wider sphere of life (Foucault, 1975;
1986; 1994; 2000). Medicalization induces bio-power. The concept of bio-power seems unavoidable in
studies of health and illness, not only in the most obvious forms of institutional power or authoritative
power as demonstrated in healthcare institution, but also but the configuration of power in specific social
setting in more subtle form of self discipline as pointed out Foucault. His study of power is not formed as
attack on the exercise of power by specific institutions, groups, elites, but rather a study of the techniques
or the forms of power as enacted in relations between individual agents and incorporated in each
individual (Helle and Vibeke, 2004).

In this context, Friedson’s work (1961, 1970, 1983, 1986) demonstrated that medical profession had
extended its monopoly over health and illness both through subordination of exclusion of other health
work occupations such as nursing and through control of the process of diagnosis treatment and
hospitalization. Medical dominance was achieved through occupational closure and control of the
division of labor (Freidson, 1970, 1986). Occupational closure refers to a medical monopoly of the
profession.

The physician-patient relationship needs to be redefined to allow both the physician and patient to take an
active role in treatment decision. Medical sociologists and anthropologists have conceptualized the
physician-patient relationship in variety ways (Parson, 1952; Ezekiel and Linda, 1992).

4.1 The Parsonsian Model

Parson’s (1952) conceptualization of doctors and patients was primarily focused on professional role. In
functionalism the patient role was largely to be obedient and responsive, in ways that the doctor required
and controlled. As a functionalist theorist, Parsons viewed illness as a form of dysfunctional deviance that
required reintegration with the social organism (Hughes 1994). In this context, the role of the physician
was to reintegrate the patient with the social system.

Inter-actionist sociologists and ethno-methodologists, on the other hand have emphasized negotiation and
conflict, they have played an important part in creating the active patient, the subject rather than the
object of the study. In their research, patients are individuals who care about their social world. Their
motivations and their actions are complex and it is the role of interpretive sociology to lease out, construct
and sustain the personal identity of each individual actor (Linda, 1994).

4.2 The Four Models

Ezekiel and Linda’s work (1992) described four models of physician-patient relationship: the paternalistic
model, the informative model, the interpretive model and the deliberative model. In these models our
focus are on physician’s responsibility and the patient’s autonomy.

4.2.1 The Paternalistic Model

In medical perspective, bio-power is explained in term of paternalism. In the interaction between
physicians and patient, the physician acts as parent. The information is one way. The physician is the
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sender and the patient is the receiver. The patient is considered as a child. A number of sociological and
anthropological literatures inform on the paternalistic culture which find its foundation on the historical
and philosophical background of Hippocratic medicine (Dunn, 1994; Olafson, 1994; Howard, 1987,
Stumpf and Fieser, 2003). In this traditional approach, little attention has been paid to the patient’s
autonomy. Patient plays a passive role (Coulter, 2002). In this model, the physician acts as the patient
guardian, articulating, implementing what is best for the patient. In this context, the physician’s
responsibility is to place the patient’s above other interests. One of the best examples of paternalism is the
appropriation of medical record by the physician. In the last decade the model has been subject to many
criticisms. Anthropologists and sociologists still view paternalistic physician as a Victorian patriarch
(Arras, 1998; Gillon, 1994). As an analogy, informative, interpretive and deliberative sociologists
consider the patient as an object rather than a subject.

4.2.2 The Informative Model

The information model is sometimes called; the scientific, engineering or consumer model (Ezekiel et al.
1992) and also called informed decision making model (Stavropoulou, 2012). In this model the objective
of the physician-patient interaction is for the physician to provide the patient with all relevant
information, for the patient to select the medical interventions he or she wants, and for the physician to
execute the selected interventions. A patient must be fully informed about and understand the potential
benefits and risks of their choice of treatment.

The informative model assumes a fairly clear distinction between facts and values. The patient’s values
are well defined and known. What the patient lacks is a fact. It is the physician’s responsibility to provide
all available facts, and the patients then determine what treatments are to be given. There is no role for
physician’s values, the physician’s understand of the patient’s values, or his or her judgment of the worth
of the patient’s values. In the informative model, the physician is a surveyor or technical expertise
providing the patient with the means exercise control. As a technical expert, the physician has important
obligations to provide truthful information, to maintain competence in his area of expertise, and to consult
others when their knowledge or skills are lacking. The conception of patient autonomy is patient control
over medical decision-making (Ezekiel et al., 1992). The informative model is close to the doctrine of
informed patient contained in the statutes of many countries (Pence 1995; William et al. 2008; Charles
1997, 1999).

4.2.3 The Interpretive Model

As demonstrated in his work, the interpretive model in the doctor-patient relationship aims at elucidating
the patient’s values and what he or she actually want and to help the patient select the available medical
interventions that realize these values. Like the informative physician, the interpretative physician
provides the patient with information on the nature of the condition and risks and benefit of possible
interventions. In the interpretative model, the physician is considered as a counselor analogue to cabinet
minister’s advisory role to head of state, supplying relevant information, helping to elucidate values and
suggesting what medical interventions realize these values. Thus the physician’s obligations are those
enumerated in the informative model but also require engaging the patient in joint process of
understanding. According ly, the concept of patient autonomy is self-understanding; the patient comes to
know more clearly who he or she is and how the various medical options bear on his or her identity
(Ezekiel et al. 1992).

4.2.4 The Deliberative Model

The deliberative model in physician-patient relationship aims to help the patient determine and choose the
best health-related values that can be realized in the clinical situation. To this end, the physician must
delineate information on the patient’s clinical situation and then help elucidate the types of values
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embodied in the available option. In the deliberative model, the physician act as a teacher or friend
engaging the patient in dialogue on what course of action would be the best (Ezekiel et al. 1992; Charles
C. etal. 1997). The conception of patient autonomy is moral self development (Ezekiel et al. 1992)..

5.  Findings: Comparing of the Models

The physician- patient relation interaction models are especially based upon the physician’s behavior and
the patient’s autonomy (Table 1)

Table 1. Physician-Patient Relationship Models

Models Physician’s Behavior Conception of Patient
Autonomy

Parsonsian Parent Child

Hippocratic Parent Child

Informative Surveyor -Technical Expectise Self-Control

Interpretative Counselor Self-Understanding

Deliberative Teacher - Friend Self Development

Source: Adapted From Ezekiel (1992)

The five models are not exhaustive. A number of other models have examined the physician-patient
interaction: Marxist and Feminist Approaches (Doyal and Gough, 1991); the Instrumental Model in
which the moral interest of the patient is not taken into account (Jones, 1981; Brant, 1978). A number of
other socio-anthropological literatures have discussed the physician-patient interaction: the medical
monopoly aspect of medicine (Freidson, 1970): the social production of health and illness (Doyal, 1979):
the inter-actionist (Blumer, 1969) and the social action theory (Donovan, 1986).

6.  Physician-Patient Relationship and Health Regulation Implications

Departing from economic model, health regulators look at the regulation of supply and demand side in the
physician-patient interaction. As demonstrated the works of health economics theorists, information
asymmetry, agency relationship, supplier-induced demand and patient’s maximization utility are key
issues in the physician-patient interaction. These key issues need to be addressed by many health systems
and health regulators.

In the agency relationship, the physician acts on behalf of the patient to restore his or her good health or
to maximize his or her utility. In this process, the physician may go beyond this motive. The research in
health economics shows the physician’s behavior can be influenced by many other factors: altruism, self-
interests behavior, such as income, reputation and purchasing power (Stavrapoulou, 2012). From this
point, health regulators should act on the supply side of health care service to reduce the information
asymmetry and the demand inducement. The information asymmetry can de reduced through
empowerment and education of the patient. Unnecessary treatment and prescription can be avoided by the
use of medical guidelines and references. One of the best examples of supply side regulation is the
introduction of General Practitioners as ‘Gate Keeper’ in the National Health System, (UK). A number of
studies have described method supply side regulation: cost containment, Diagnosis Related Groups
(DRGs) among others: medical records and budget (Donaldson, and Magnussen. 1991).

On the other hand, health consumers are increasingly well educated and empowered on health. A number
of disciplines such as health communication, health education, healthcare marketing, and health
promotion have contributed to the growth of consumerism and demand for health. On the demand side,
many countries have restricted access to healthcare through introduction of hospitalization fees, cost
sharing and health insurance.
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7. Discussion

From the review of the health economics and socio-anthropological perspectives, asymmetry information
is persisting as well as demand inducement. Medical sociologists argued that power is rooted in the
physician- patient-relationship. Medical sociology theorists argued that the medical profession had
extended its monopoly over health and illness both through subordination or exclusion of other health
workers occupations such as nursing and through control of process diagnosis, treatment and
hospitalization (Jones, 1994). In consensus theory medical knowledge about illness was seen as
paramount; people took their symptoms to be diagnosed and doctors claimed neutral and objective status
for their theories and classifications of diseases. Illness was actually negotiated through lay culture (Jones,
1994). Field of power in medical field has been constructed by many governments with his bureaucratic
institutions supported by medical bodies (Samuelsen, 2004). A number of literatures have especially
supported the construction of medical power in developing world (Samuelsen and Vikebe, 2004; Meinert,
2004).

Marxists and inter-actionist theorists have also discussed the physician patient interaction.

Marxist theorists have criticized all the models. Marxists look at the physician-patient interaction in term
of social class. Marxists claim that, although capitalism and professionalized medicine have improved the
standard of living of living, there are still glaring global and social inequality in health work -a social
class gradients- and there is still evidence of class conflict in health work (Jones, 1994). Doyal (1979) has
argued that the way health and illness are defined, as well as the material reality of disease and health will
vary according to the social and economic environment in which they occur. A number of health systems
both in advanced industrialized countries and less industrialized countries, have put in place health
legislations to reduce social inequality in health. For example The National Health System in UK and the
Social Security in France are tools for reduction of inequality in health. Among others, the introduction of
Medicare and Medicaid as social institutions to assist the elderly and poor in the USA..

8. Conclusion

In conclusion, we have used the health economics and socio-anthropological models to examine the
physician-patient interaction. The first approach is based on agency relationship in which the physician
acts on behalf of the patient. In this approach, the interaction is dominated by the information asymmetry
between the two actors. The socio- anthropological examines the physician-patient relationship in term
power. The autonomy of the patient remains one of the challenges in the physician-patient relationship.
Other perspectives: such as psychology and medical law have also explored the physician-patient
interaction.
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