
Hicts are likely to have consequences for allma­
ternity care providers and have ,111 il1lpact on the 
patient-provider relationship in ways that could 
challenge even the stallnchest p;ltient advocate _._­
the fal1lily physici'll1. 

Eric ,\1. \Vall, MD, MPII 
()reg-oll Ilcalth Sciellces University 

Portland, OR 
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Relationship-centered Care: 
Beyond The Finishing School 

Andrew D. Hunt, the first dean of the College of 
Human Medicine at Michigan State University 
and later the founding director of its Medical 
Humanities Program, used to decry the "finish­
ing school" view of ethics and hUlllanities in 
medicine - according to which students \vould 
first learn "real" medicine and then, as a sort of 
<lfterthought, would be given a course in ethics or 
humanities, as young ladies of an earlier era were 
sent to finishing school to learn how properly 
to hold a teacup. llunt believed that ethics and 
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humanities would never be fully appreciated by 
students and faculty so long as their essential con­
nection to the practice of medicine went unrecog­
nized in the design of the curriculum. 

Despite many efforts by thoughtful people over 
a long period, we might be at the same "finishing 
school" stage of teaching the psychosocial aspects 
of medicine, both in medical school and in our own 
residencies. How often, for instance, do residency 
curricula include a separate series of psychosocial 
conferences? These would be marvelous if they 
resulted from the view that certain psychosocial 
topics needed to be developed in special depth, 
but they usually reflect instead the fear that with­
out such a series, the psychosocial dimensions of 
medical care would never be addressed at all in a 
didactic fashion. 

I have argued previously that this problem in 
marketing the biopsychosocial model within 
medical education will never improve with the 
publication of further academic reports but that it 
will get better only when the entire environment 
of US health care is reformed so as to restore 
primary care to the central role that it deserves. 1 I 
must now amend my earlier stance to call atten­
tion to a recent report that could provide a major 
boost of energy for those in family practice who 
would like to have one more go at major educa­
tional reform, at least while we are waiting for 
the practice environment to move in a positive 
direction. 

Health Professions Education and Relationship-cen­
tered Care,2 the work of a task force that included 
two distinguished family medicine educators, of­
fers an opportunity to rethink radically how we 
organize medical teaching to show what sort of 
activity medicine really is. The simple, straight­
forward, and potentially revolutionary proposal 
of the task force (sponsored by the Pew and 
Fetzer foundations) is that health care is most 
fundamentally a matter of human relationships: 

The central task of health professions education - in 
nursing, medicine, dentistry, public health, pharmacy, psy­
chology, social work, and the allied health professions -
must be to help students, faculty, and practitioners learn 
how to form caring, healing relationships with patients 
and their communities, with each other, and with them­
selves.2, p. 39 

For each of the three pivotal relationships­
with patients and communities, with other physi­
cians, and with other health professionals - the 

report offers specific lists of knowledge, skills, and 
values that should be the focus of education. It 
concludes with six guiding principles: 

1. Health professions educators must view 
health care as the effort to help restore, maxi­
mize, or expand function and meaningful­
ness in all aspects of life, rather than only to 
cure pathology. It is crucial to understand 
how the patient sees the illness as it affects his 
or her life. 

2. Health professions education must be based 
on clear, explicit values that are centered on 
relationships and a commitment to service. 

3. The quality of the relationships that practi­
tioners form with patients and their families, 
with communities, and with students and fel­
low practitioners across professions is of pri­
mary importance to assuring effective, com­
prehensive education and health care. 

4. The richest teaching environment is the 
community, close to the context of patients' 
lives. 

5. Learning depends on reflecting on one's ex­
perience. Preparation in - and strong en­
couragement of - such reflection needs to be 
part of both formal and informal health pro­
fessions education. 

6. New methods of care and education that 
are guided by an integrated approach must 
be evaluated to determine their effective­
ness and impact upon the patient, the prac­
titioner, the community, the student, and the 
faculty.2, pp. 48-49 

Without specifically supporting primary care 
or family practice, the report provides the strong­
est possible rationale for placing the primary care 
disciplines - especially those with the strongest 
sense of their community base - at the very core 
of the educational process. On this view, what is 
truly "basic" to medicine is human relationships, 
not anatomy, physiology, and biochemistry. Sci­
entific knowledge is clearly essential for the phy­
sician but needs to be reorganized so that the stu­
dents perceive much more clearly how the 
knowledge supports and potentiates those key re­
lationships. The ideal medical curriculum is one 
organized around primary care, which is the set of 
medical specialties that defines itself primarily by 
the ongoing relationship with the patient, not by 
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organ system or use of procedures. 3,4 The ideal 
aClllemic medical center is a community-b,lsed 
network engaged actively in primary care out­
comes research. 5 

Fxamples of why a relationship-centered edu­
cational process would be beneticial are easy to 

tind once one is willing to grasp the essential chal­
lenge. COI1sider, 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 llsed in industry, to assure higher 
levels of safety; ,lIld 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 tolIch with the hU17Iiln 

aspects of these relationships, as well as to reflect 
much more thoughtfully upon our own human­
ness. vVe will never effectively reduce medical 
error so long as we imagine that physicians are 
potentially perfectible, so that e,lch 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 
con seq uences. 

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 ethical 'lIlalysis. 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.3,7 

\Vhile we do a JIluch 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 profession, as daunting as 
that task might be politically. For another, we 
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need to assure that time and space ti)r thoughtful 
reflection are built-in features of both the medical 
school and the residency experience. Finally, es­
pecially as managed care comes to dominate the 
medical marketplace, we must attend llluch lllore 
c<lrefully to the human ,IS well as the technicll di­
mensions of the relationships between primary 
care physicians and subspecialist consultants and 
make the tilrlllation of positive, mutually respect­
ful relationships an explicit part of our educa­
tional programs. 

I strongly encourage t:lIllily medicine educators 
first to study the Pew-Fetzer report and next to 
circulate it as widely as possible within their insti­
tutions. I 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. 
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People, Or Both? 
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