
EDITORIAL 

Physician, Know Thyself 

Physician, heal thyself and know thyself. Most res­
idency directors can to some degree intuit the atti­
tudes, beliefs, and values of the residents in train­
ing and can to some degree respond to the 
residents' values systems. 

The report by Saba,! ""What Do Family Physi­
cians Believe and Value in Their Work?" in this is­
sue of the JABFP consists of qualitative and anec­
dotal research that reflects the heterogeneity 
among family practice residents. Saba studied the 
rich but varied religious, spiritual, and philosophi­
cal beliefs of 143 residents at the culturally diverse 
San Francisco General Hospital. The religious be­
liefs, values, and spiritual perspectives of the resi­
dents are based on the development, religious 
training, and life journey of each resident. This 
collage of different perspectives by Saba simply 
shows that the Tower of Babel exists. 

We should all be aware that a heterogeneity of 
beliefs exists within any faith community. Among 
Protestants, Catholics, and Jewish people, there 
are those open to abortion, homosexuality, and the 
possibility of women providing leadership in the 
ministry, and there are those who are strongly op­
posed to each of these positions. 

Similarly there is heterogeneity within the 
great religions in response to why bad things hap­
pen to good people. Many in the Judeo-Christian­
Islamic belief systems see a connection between 
our behavior and the events that occur in our life. 
Others hold that life is more random. Harold 
Kushner, in his classic book, When Bad Things 
Happen to Good People,2 holds this latter view. If a 
gunman on the street sprays bullets, Kushner can­
not believe that God has selected the 1 or 2 by­
standers who are killed and the others who are un­
harmed. Kushner believes the event is random, 
that God is not micromanaging all events. Others 
will visit the homes of slain victims and will say 
that the deceased are at home with God, God has 
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brought them home; they were chosen to be 
brought home to their Lord. 

Yet, in many instances a person's behavior 
brings on suffering and death, and those who view 
God's role as total accept such outcomes as punish­
ing the acquired immunodeficiency syndrome vic­
tim or the lifelong smoker. 

The Eastern religions offer a different explana­
tion for the end oflife as we know it. The Buddhist 
or Hindu expects to go on to another life that will 
manifest itself differently. They would express a 
more accepting world view of the tragic death of a 
9-year-old in a car accident or other life situations 
that seem unfair. 

Not only is there such great heterogeneity in 
the world's religions, but those who described 
themselves as atheists to Dr. Saba might hold 
strong spiritual and religious beliefs. In the 12-
step programs, for instance, there are those who 
do not want to use the word God for a higher 
power, but in many cases they are able to describe 
some type of belief in a higher power or spiritual 
presence. I have known persons who consider 
themselves agnostic or atheistic but who harbor a 
deep spiritual presence. 

From all this diversity it is clear that the physi­
cian should, first, know thyself. The Recommended 
Core Educational Guidelines for Family Practice Resi­
dents in Medical Ethics, 3 published by the American 
Academy of Family Physicians, wisely begins the 
knowledge component with, "The resident should 
develop knowledge of: 

A Belief systems, values, and biases 
1. The physician's 
2. The patients 
3. The family's 
4. Influence of this belief system on deci­

sion making." 
Only after the physician understands his or her 

belief system can that physician respect and show 
tolerance for the beliefs of the patient and the pa­
tient's family. 

If you question 143 residents, 143 ethicists, 143 
Americans, you will find many different perspec­
tives. "What can we learn from this cacophony of 
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voices and thoughts? Physicians must understand 
themselves in each encounter with patients. We 
must approach all patients with universal princi­
ples that all the great religions and cultures and 
spiritual beliefs would agree upon. A European­
American physician should be able to care for an 
African-American patient, a male physician should 
be able to care for a female patient, or a female 
physician should be able to care for a male patient. 
Universal tolerance should exist regardless of race, 
religion, national or ethnic background, or socioe­
conomic or educational status. 

Some universal features are found among these 
religions and cultural groups. All religions in the 
world believe in compassion. On page 210 of 
Saba's article, a resident states, "There needs to be 
compassion ... with passion .... " The translation of 
compassion comes from the Latin, "with passion," 
referring to experiencing Jesus' suffering as experi­
enced in Christianity. In each religion, in each cul­
ture and language, whether Judaism, Islam, Bud­
dhism, or Hinduism, it is possible to trace the 
derivation of the same concept of compassion. 
Compassion can be replaced by the words "love or 
lovingkindness." Greek philosophers used the 
term "agape love" as opposed to other types oflove 
such as "erotic love," and it is "agape love" that 
physicians can express to their patients. 

It is remarkable that the Ten Commandments 
and the Golden Rule appear in similar forms in 
both Western and Eastern world religions. Again 
there are universal principles--do not steal, do not 
lie, do not kill, do not commit adultery. 

Most of all, the family practice resident has the 
opportunity to base patient care on the universal 
principles of compassion, love, and respect. The 
resident and later the practitioner might have 
problems with a patient's sexual orientation, crim­
inal past, or ethnic or religious heritage, but in be­
coming a good physician, these barriers must be 
set aside. Just as a physician must learn to deal 
with being attracted to patients of the opposite 
sex, disliking hypochondriacal, depressed elderly 
patients, or feeling hostile toward angry or de­
manding patients, the mature physician must also 
be able to care for patients who have widely vary­
ing philosophical and ethical beliefs. Attaining this 
degree of self-understanding and being able to 
care for patients and others with a nonjudgmental 
attitude should be part of medical student and res­
ident training. An exceptional book that should be 

in the curriculum of medical students and resi­
dents is Respectful Treatment: A Practical Handbook 
of Patient Care by Martin Lipp.4 

Although residents and family physicians might 
offer universal compassion, respect, and under­
standing, it is clear there will be times when the 
physician, while fully respecting the patient's be­
liefs and values, might not be able to support or 
recommend such procedures as abortion, assisted 
suicide, or other practices that would violate the 
physician's own belief system. 

The Society of Teachers of Family Medicine 
"Recommended Core Educational Guidelines for 
Family Practice Residents on Culturally Sensitive 
and Competent Health Care,"s is another resource 
for providing a greater understanding of cross-cul­
tural differences and sensitivity. Culturally sensi­
tive health care can be integrated into the family 
practice curriculum in the family practice center, 
hospital rounds, home visits, community field­
work, conferences, and special parts of the behav­
ioral science curriculum, such as Balint groups or 
videotape reviews, all of which prepare the family 
physician to have a greater understanding of the 
dynamics in the physician-patient relationship. Ex­
plicit psychosocial and behavioral training in resi­
dency will help nascent physicians to separate their 
own beliefs from others and to respect the beliefs 
and decisions of others. 
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