organ system or use of procedures.> The ideal
academic medical center 1s a community-based
network engaged actively in primary care out-
comes rescarch.”

Fxamples of why a relationship-centered edu-
cational process would be beneficial are casy to
find once one is willing to grasp the essential chal-
lenge. Consider, as one example, a recent, cogent
analysis of medical error.® At one level, the analy-
sis urges medicine to adopt some of the proven
methods, long used in industry, to assure higher
levels of safety; and in so doing, medicine must in-
evitably come to view errors only in part as a mat-
ter of individual responsibility and much more as
a function of systems design. Thus, if we want to
do something serious about preventing errors
that harm our patients, we must start to think
much more in systems terms — which is to say,
the network of relationships among ourselves, our
patients, and our fellow providers. Moreover, we
need to get much more in touch with the bunian
aspects of these relationships, as well as to reflect
much more thoughtfully upon our own human-
ness. We will never effectively reduce medical
error so long as we imagine that physicians are
potentially perfectible, so that each commission
of a mistake is a trigger for denial, self-blame, and
withdrawal into anguished isolation. As other in-
dustries have learned, we must instead realize that
all humans make mistakes and then ask how we
can design systems that best allow us to learn
from our mistakes and minimize their tragic
consequences.

The call for relationship-centered education
also coheres well with some recent criticisms of
how medical ethics has been taught. The focus on
rules and principles, however useful they might
be in resolving ethical dilemmas, suggests in the
end that human relationships are somehow irrel-
evant to cthical analysis. We are being challenged
today to develop new views of ethics in which car-
ing, relationships, and the human life context are
taken much more seriously.®’

While we do a much better job of relationship-
centered teaching than do most other medical
specialties, the Pew-Fetzer report challenges us to
improve upon our record. For one thing, we cer-
tainly need to do a much better job at the level of
our national organizations in forging a partner-
ship with the nursing protession, as daunting as
that task might be politically. For another, we

need to assure that time and space for thoughttul
reflection are built-in features of both the medical
school and the residency experience. Finally, es-
pectally as managed care comes to dominate the
medical markerplace, we must attend much more
carefully to the human as well as the technical di-
mensions of the relationships between primary
care physicians and subspecialist consultants and
make the formation of positive, mutually respect-
ful relationships an explicit part of our educa-
tional programs.

[ strongly encourage family medicine educators
first to study the Pew-Fetzer report and next to
circulate it as widely as possible within their insti-
tutions. | believe it provides a very effective
framework for the next wave of educational re-
form, which we must promote if our health care
system is ever to be truly healthy.

Howard Brody, MD, PhD
Michigan State University
East Lansing, MI
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Happy Residents, Happy
People, Or Both?

(2%

The author Robert Coles produced a lifetime of
work, beginning with Children of Crisis: A Study of
Courage and Fear,! describing the strength of chil-

Submitted 26 June 1995,

From the Department of Family Medicine, University of Wis-
consin, Madison. Address reprine requests to John ). Frey 111
MDD, Department of Family Medicine, University of Wisconsin,
777 S. Mills Street, Madison, W1 53715-1896,

418 JABFP  Scpt.—Oct. 1995 Vol. 8 No. S

uBLIAdo9 Aq pa193104d "1sanb Ag gzoz AelA 2 uo /610 wigel mmm//:dny wol) papeojumoq "S66T J1oqwaidas T uo 8I's'g'wiael/zzIS 0T Se paysiignd 1s.i) :1oeld we- pJjeog wy



http://www.jabfm.org/

dren in the face of adversity and danger. Coles
focused on the redeeming aspects of childrens’
lives rather than on “vulture research,” as I once
heard him refer to it, which analyzes failure.
While we should learn from failure, we have a
great need to learn from those who overcome ob-
stacles.

This issue of the Fournal includes an article
that, using some of the same methods as those
employed by Coles, looks at the strengths and
strategies that residents use to make their experi-
ences ones of growth and learning. Any faculty
member understands the burdens of time, emo-
tional pressure, and content that must be endured
in residency education. It is refreshing, then,
to read a study that helps us understand the
strengths of residents’ lives.”

Manusov and his colleagues build on a pilot
study that described positive forces in residents’
experiences to carry out a broader study of resi-
dent personal and professional adaptation. Their
research methods are fine examples of the
meticulous preparation and process that help get
beneath the Likert scales and questionnaires that
too often mark these types of studies. Manusov
and site collaborators from four residency pro-
grams carried out structured interviews with 59
residents from all 3 years of training. While gath-
ering resident estimates of the most stressful fac-
tors in their lives at the time of the interview, the
interviewer also elicited aspects of residents’ lives
that they enjoyed, that helped them persist
through the difficulties of training, and helped
them, as the study also showed, feel on the whole
positive and even enthusiastic about themselves.

While using the awkward term happiers to de-
fine categories of positive aspects of residents’
lives, Manusov and colleagues have outlined some
interesting, not altogether surprising but never-
theless important, information for educators.

The study notes four major categories, de-
scribed by all residents in the study, which were
contributors to a sense of well-being: positive re-
lationships, goals and achievements, accentuating
the positive, and building a balanced lifestyle.
Three minor categories, religion or religious
commitment, feedback, and a sense of control or
autonomy, were noted by more than 50 percent of
interviewees.

Family medicine is a discipline, as McWhinney?
noted 20 years ago, in which the person takes pri-

ority over technology, and so it seems logical and
quite reaffirming that residents see relationships
— with family, children, colleagues, and patients
— as a source of happiness and satisfaction in
their lives. If that sense of enjoyment of people
underlies their time as residents, then there is
great hope for their future lives as family physi-
cians. In many ways, Manusov and colleagues
have provided empirical support for Carmichael’s
relational model, proposed as a theoretical basis
of family practice 13 years ago.

The second and third categories that residents
describe as helping them feel happy — goals and
achievements and accentuating the positive —
seem more connected to the experience of formal
education than to the work of doctoring. The
completion of residency education marks the end
of what has been a very long, often arduous
period of life for young physicians. There is no
questioning the satisfaction of successfully learn-
ing from and in many cases triumphing over the
adversity of graduate medical education. In this
study, interviewers talked with individuals in the
midst of one of the most challenging times of
their lives. The next step into the world of prac-
tice, however, is one with fewer clear and measur-
able goals and with no graduation to mark transi-
tion. Finding their way successfully and happily in
a life that is not prescribed but rather is theirs to
choose will offer a different series of challenges to
happiness. One contribution of this study that
should be helpful in that transition is to remind
young physicians that the qualities and percep-
tions which have helped them be happy with
their lives to this point must anchor their future
careers also.

It is entirely possible that what the investigators
call minor factors in happiness for residents — re-
ligious or spiritual meaning, positive feedback
from teachers and patients, and autonomy —
could in the next stages of their lives be the most
compelling factors in a satisfying professional life.
Living one’s own life and exercising individual
judgment and choice are a strong part of physi-
cian satisfaction. Much anguish for physicians
regarding the changes in health care in the past 10
years has been the threat of the loss of autonomy
in their professional lives. Any system that ignores
the need for emotional ownership of one’s work
will diminish not only the professional satisfac-
tion but perhaps also the quality of the work itself.

Editorials 419


http://www.jabfm.org/

Being appreciated by patients and colleagues is an
important referent for a service profession such as
medicine. Fngaging in a deeper search for mean-
ing and purpose is the central work for all adults
and might represent a challenge rather than hap-
piness as it is defined in this study.

This study begs to be repeated with residents
from other disciplines and with physicians at dif-
ferent periods of their careers. In a time of the
ascendancy of primary care, family practice resi-
dents face a future that should encourage them to
act on their most deeply held beliefs about serv-
ice, community, and a balanced life. Other disci-
plines facing more trying times might find a very
different set of values and a higher level of anxiety
about the future.

Most importantly, Manusov and his colleagues
could help all of us by following their subjects
over time and describing changes in personal and
professional happiness as these physicians grow in

their work. Whether the qualities that residents
describe in this study are qualities that they
brought with them to medicine and whether
these qualities will persist over a lifetime are the
next and most important questions to address
with this research.
John }. Iirey I, MD
University of Wisconsin

Madison, W1
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