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Too frequently the behavioral sciences have been conceived as 
another specialty from which will be derived new techniques to 
extend the physician’s armamentarium. The doctor/patient relation­
ship as well as referrals and consultations have been assumed to be 
reducible to ritualized protocols and treatments. The personality of 
the physician and his interpersonal style both with patients and 
colleagues have often been ignored as being beyond the purview of 
professional concern. Yet the person of the physician is subject to 
the influence of colleagues and patients as well as their factual 
reports. Traditionally, the physician has not received training to 
allow him/her more objectively to understand the dynamic social 
processes through which health care planning is formulated, de­
livered, and received. With such social skills training the physician is 
in a better position to understand the dynamic processes within the 
family itself. Both health-care teams and families exhibit similar 
problems with parental authority, sibling rivalry, differential learning 
styles, and different career priorities. It is, therefore, essential that an 
adequate behavioral science program be structured to include learn­
ing experiences in which the physician can gain a greater awareness 
of self, interpersonal style, professional role, and group dynamic 
processes. Simulated health-care team exercises and encounter 
groups are two avenues through which such learning can be ap­
proached.

Health-care simulations and basic 
encounter groups, structured and un­
structured, provide the necessary 
foundation for allowing the young 
family physician to focus attention on 
self and interpersonal style. If this 
learning experience is provided, the 
resident is then in a better position to 
review the quality of interaction with 
the patient and family as well as the 
quality of his/her interprofessional 
collaboration. The resident’s self- 
awareness as a professional cannot 
truly focus until feedback from col­
leagues and fellow health-care workers
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is given attention. To facilitate this 
kind of professional and personal 
growth, group process activities have 
been incorporated in residency train­
ing in the Department of Family Prac­
tice at the Medical University of South 
Carolina.

Health-Care Simulations

During several orientation programs 
in the past five years, a “Patient/ 
Family Care Situation” was simulated 
involving two or three hypothetical 
health-care teams. The team contained 
as many as six scripted participants. 
On occasion two persons could be 
given the same script. The hypotheti­
cal teams were composed of family 
practice residents, nurses, physician 
assistants (MEDEX), and pharmacists. 
The scripts developed by a former

faculty member, Roby M. Kerr, PhD, 
were designed to give the participants 
data comparable to that which they 
might have acquired about a patient 
and family in the role of a nurse, social 
worker, doctor, physician assistant 
(MEDEX), pharmacist, psychologist, 
or aide. The participants were asked to 
read the script, assume the role for 
which they were presently preparing 
and then rank order from 1 (should be 
done first) to 10 (should be done 
later) the health-care actions listed on 
a separate sheet. The sheet of 
“Health-Care Actions” contained 17 
items. The participants could add as 
many as four items of their own. Each 
person was given ten minutes to com­
plete this ranking privately and the 
“Health-Care Actions” sheets were 
then collected.

The hypothetical team was then 
given one “Health-Care Actions” sheet 
to complete as a group in a similar 
manner. After 30 minutes, this 
“Health-Care Actions” sheet was col­
lected and the group was asked to 
evaluate itself. How satisfied was each 
person with the professional quality of 
the solution the group proposed? Did 
each profession feel that it was given a 
fair hearing by the group? What char­
acterized the decision-making process 
of the group? What kinds of leadership 
did different members exhibit? What 
individual behaviors did group mem­
bers find most helpful? Did the group 
discover that each member had some 
similar data and some different data 
on the simulated patient, family, and 
social setting? These and many other 
questions were raised with each hypo­
thetical team. These questions caused 
the group members to become more 
conscious of group process, profes­
sional roles, and interpersonal style. 
Through such simulation the resident 
is given the opportunity to focus on 
more than the question of patient/ 
family management which may other­
wise preempt his/her attention to his/ 
her own feelings as a physician and as 
a member of the health-care team.1,2
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The Basic Encounter Group: Struc­
tured

During every orientation program, 
2 V2 days are spent in a basic encounter 
group. At this point in the sequence of 
the orientation program the residents 
have completed a series of psycho­
logical tests, received feedback on 
these tests, and discussed them with 
their colleagues. They will have com­
pleted a one-day session in lecture and 
discussion on transactional analysis 
(TA), and 7>h days of counseling skills 
training focused around client-cen­
tered therapy. There will also have 
been half-day presentations on each of 
the following psychotherapies: Ad­
lerian, behavior modification, and 
Gestalt. Needless to say, the 15 resi­
dents at this point will have gained 
more than just passing acquaintance 
with their colleagues. Several days 
before the encounter group each resi­
dent is asked to read Rogers’ article, 
“The Basic Encounter Group and Its 
Process.”3

The first day of the basic encounter 
group is structured in such a way as to 
create a series of group-on-group exer­
cises. One of the facilitators pulls out 
of the inner group and along with five 
or six volunteers constitutes an outer 
group of process observers. These ob­
servers take on different roles for a 
half-hour observation period. Two of 
the observers are asked to do a simple 
interaction analysis on the response of 
the participants in the inner group. 
Form 1 illustrates the categories that 
are used in judging the types of inter­
actions. At the conclusion of the 
half-hour period, a summary of re­
sponses is made in the different cate­
gories such as “accepts,” “rejects,” 
“clarifies,” etc. The two outer group 
members who elect to do this observe 
complementary halves of the group. 
They are then asked to assign each 
person a role, or roles, that most 
objectively characterizes his or her 
function in the inner group.

Two other residents are asked to do

a sociometric analysis of the process in 
the inner group. Here, Form 2 is used 
which allows the resident to indicate 
by a series of arrows who speaks to 
whom or who speaks to the group in 
general. To show this kind of inter- 
action a vector is simply drawn from 
one person to another, or from one 
person to the inner circle called 
“Group.” Additional comments are 
simply denoted by the addition of an 
arrowhead to the already existing vec­
tors. Following the half-hour period 
of observation, the resident observer 
is in a position to analyze the 
number of comments made to people 
vs the number of comments made to 
the group. In addition, it is possible to 
note the number of comments made 
to and from each person within the 
inner group.

The fifth (and sixth) observer is 
asked to do a Time Structure and 
Theme Analysis of the inner group 
process over the half-hour period. The 
basic time structures of withdrawal, 
rituals, pastimes, activities, games and 
intimacy are defined in the pamphlet, 
Introduce Yourself to Transactional 
Analysis, that all residents have been 
asked to read.4 These concepts also 
have been reviewed in the one-day 
lecture and discussion on TA which 
preceded the basic encounter group. 
The residents who assume this respon­
sibility will be asked during every two- 
minute period to give their assessment 
as to what time structure the group 
is in and also to note the major theme 
or themes discussed during that two- 
minute period. Form 3 illustrates the 
Time Structuring and Theme Analysis 
format.

During the course of the first day 
and a half every person in the group is 
asked to serve for one half hour as a 
process observer of the inner group’s 
activities. The inner group is assigned 
no particular theme or topic with 
which it must deal; it is assigned no 
task. Following the 30-minute process 
observation period, the observers leave 
the room and synthesize as well as 
they can what their experience has 
been of the inner group. The inner 
group is also asked to stop at that 
point whatever discussion it has been 
involved in and begin to reflect on the 
experiences of each of its members 
over the past half hour. The observers 
are then asked to come back in the 
room. They are given an uninterrupted 
period of time in which they can
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present to the inner group their data, 
interpretations, and impressions of the 
half-hour structured analysis of the 
group’s process. A discussion then 
follows with all members freely inter­
acting.

The underlying purpose of the first 
day and a half basic encounter group is 
to illustrate that social process and 
psychological dynamics are two very 
different phenomena. Such an exper­
ience allows the resident a firsthand 
encounter with the concepts of mem­
bership, data flow analysis, decision­
making processes, group values or 
norms, and task orientation vs main­
tenance. Each person also can begin to 
see more clearly how his/her inter­
personal style may affect him or her 
personally and how it affects the 
group. It is believed that such an 
experience also sets the foundation for 
the doctor coming to understand more 
nearly what family process is like and 
the processes that characterize the 
health-care team itself.5' 11

The Basic Encounter Group: Un­
structured

The second day of the basic en­
counter is a totally unstructured ex­
perience in which whatever concerns a 
resident or residents is freely accepted 
as part of the day’s agenda. The only 
explicit norm for behavior established 
is that as often as possible the resident 
will be asked to stay in the “here-and- 
now.” That is, the second day of the 
basic encounter group is not intended 
as a therapeutic session to which per­
sons bring longstanding problems, 
either professional or personal. Rather, 
it is an encounter among the residents 
and the staff with no differential 
status being assumed by the staff. Over 
the past three years, the basic encoun­
ter group has been rated by the resi­
dents as one of the most significant 
learning aspects of the entire two- 
month orientation program. Other 
residents have described it as perhaps 
the most significant learning experi­
ence in their educational career. Fol­
lowing the two-day encounter group 
each resident is asked to read Baret’s 
article, “Therapeutic Intervention and 
the Perception of Process.” 12
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Comment

In you r op in ion , have you grown in yo u r a b il ity  to  w o rk  w ith  others as a member o f a
group? Rate yourse lf on the fo llo w in g  characteristics as you were in it ia lly  in the group
and as you are now. Use a seven-point scale, where 7 means "ve ry  m u ch " and 1 means
“ very lit t le . "

In itia lly Now
Accepting personal responsib ility

_____. 1. In itia ting  w ith  others
2. V o lunteering to  do needed jobs

__ _____ 3. In fo rm ing  others o f m y desires
_____ 4. Frankness in expressing ideas, op in ions, and feelings

— — 5. O ffering feedback to  others

C ooperation on a com m on task
__ __ 6. A c tive ly  facing con flic ts  arising in the group
__ __ 7. T ry ing  to  understand an opposing p o in t o f view

__ 8. Helping to  resolve problem  situations
_____ _ _ _ _ 9. Accepting others even when disagreeing w ith  the ir ideas
__ __ 10. Assisting others even when disagreeing w ith  the ir ideas

11. T ry ing  to  fin d  conclusions w ith  w hich we can all live
— — 12. Showing others you  like  them

C om m unica tion
_____ __ 13. Asking fo r  c la rifica tion  when no t understanding

_____ 14. Restating the com ments o f others when w anting to  be
sure o f understanding

_____ _____ 15. Listening to  others a tten tive ly
_____ _____ 16. Looking fo r  non-verbal cues
__ _____ 17. Encouraging others when they seem to  w ant to  express

themselves

Problem-solving and decision-m aking
_ _ _ _ _____ 18. Keeping a m in o rity  view  before the group
_____ _____ 19. Suggesting new ways o f doing things
_____ _ _ _ 20. C la rify ing  the  co n tribu tio ns  o f others
_ _ _ _____ 21. W ithho ld ing  hasty judgm ent o f the con tribu tions

o f others
_ _ _ _ _____ 22. O ffe ring good summaries o f discussions
_____. _____ 23. Helping others to  stay on target
_____ _____ 24. Suggesting ways o f proceeding
— — 25. Seeking in fo rm a tio n  and op in ion

Personal grow th
_____ _____ 26. Asking fo r  help
_ _ _ _ _____ 27. Asking fo r  feedback
_ _ _ _ _ _ _ _ 28. Receiving feedback
_____ _____ 29. Recognizing my feelings
— — 30. Seeing m yself as others see me

Figure 4. Form  4 — Self-Appraisal o f G roup Skills

At the close of the two-month 
orientation program when completing 
a Counseling Profile post-test, the resi­
dents are asked to complete the Self- 
Appraisal of Group Skills (Form 4) 
The resident is asked to evaluate how 
he sees himself “now” and how he saw 
himself “initially” on entrance to the 
residency training program. In 1975 
for all persons on all items there was a 
significant change noted beyond the 
.001 level of significance. With the 
exception of three residents, all resi­
dents, taken individually, on all items 
showed a significant change at the .02 
level. Thus, we believe there is objec­
tive evidence to support the assertion 
that the health-care simulations, and 
basic encounter group, structured and 
unstructured, provide a rich growth 
experience for the resident. This 
growth experience contributes to the 
clarification of the resident’s profes­
sional role, interpersonal style, and 
self-awareness.
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under 12 years of age.
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of the following conditions, sub­
grouped by age, sex, race, geographic 
area, income, and education: Blood 
Pressure,4 Heart Disease,5 Coronary 
Heart Disease.6 Hypertension,7 Osteo­
arth ritis ,8 Rheumatoid Arthritis,9 
Blood Glucose,10 Hematocrit,11 are 
available. While from the Health and 
Nutrition Examination Survey,12 an­
thropometric and vitamin surveys of 
children and adolescents have been 
made.

Problems that could provide good 
quality of care indicators would be 
problems such as hypertension (studies 
f rom the  V eterans Administra­
tion13,14 have shown the value of 
intervention), rheumatoid arthritis, 
coronary heart disease, and iron defi­
ciency anemia. These could be used far 
more suitably to illustrate the quality 
of care of ambulatory practice than 
the ones suggested.

Studies presented at the Second 
National Conference on Hypertension 
in New Orleans in 1976 showed that 
of all hypertensives in the US (approx­
imately 15 percent of the adult popu­
lation over 18 years of age), only half 
have been examined for hypertension, 
of these only half have been placed on 
treatment and of these, only half are 
under satisfactory control. This fact 
also suggests highly unsatisfactory 
quality of care of a common remedi­
able condition.

Dr. Froom states in his reply that 
he does not think physicians’ practices 
really represent a biased selection from 
the community. All practices together 
may not, although the need for public­
ly funded medical clinics suggests 
otherwise. It is highly likely that indi­
vidual practitioners’ practices are bi­
ased. The data from national surveys 
and results of long-range prospective 
studies have shown these major disease 
problems are highly prevalent, cause 
major disability, are amenable to both 
preventive, remedial and, in some 
cases, restorative therapy, and meet 
criteria for quality of care assessment 
that have been established in national 
trials.

C o n tin u e d  on page 690
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C o n tin u e d  fro m  page 688

If Dr. Froom would be kind enough 
to continue the dialogue to allow more 
discussion, I hope other readers will 
also contribute. The discussion illus­
trates the need for far more research 
and collection of data for a variety of 
ambulatory care problems.

C. M. G. Buttery, MD. MPH 
Department o f Family Practice 

Eastern Virginia Medical School 
Norfolk, Virginia
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t i v e  S tu d y  G ro u p  on A n tih y p e rte n s iv e  
A gents : E ffe c ts  o f  tre a tm e n t on m o rb id ity  
in h y p e rte n s io n , d ia s to lic  b lo o d  pressure 
a v e r a g i n g  1 1 5 - 1 2 9  m m H g .  J A M A  
2 0 2 :1 1 6 -1 2 2 , 1967

14. V e te rans A d m in is tra t io n  C oo p e ra ­
t i v e  S tu d y  G ro u p  on A n tih y p e rte n s iv e  
A gents : E ffe c ts  o f  tre a tm e n t on  m o rb id ity  
in h y p e rte n s io n , d ia s to lic  b lo o d  pressure 
a v e r a g i n g  9 0 - 1 1 4  m m H g .  J A M A  
2 1 3 :1 1 4 3 -1 1 5 2 , 1970
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The previous letter was referred to Dr. 
Froom who replies as follows:

To the Editor:

In reply to Dr. Buttery’s letter, I 
would make the following points:

1. I agree that assessment of quality 
of care is important, although valid 
and tested techniques of measurement 
are not yet available.

2. The method I describe docu­
ments areas in which a physician’s 
diagnostic profile deviates from his 
peer group. Specific indicator condi­
tions that meet the criteria described 
by the National Academy of Sciences 
publication on evaluating health ser­
vices may be selected from within the 
deviant areas.

3. The National Health Examina­
tion Surveys give considerable infor­
mation about some disease states but 
do not give data on how interventions 
affect outcomes. These data can only 
be derived from careful, prospective, 
clinical trials.

4. Physicians’ practices may be bi­
ased, but bias is less likely for family 
physicians than for other specialists. 
Our method which includes an age-sex 
register can uncover some areas of 
bias.

5. My article concerns evaluation of 
“process.” It is one of several possible 
techniques and by no means the only 
one. Assessment of quality of care by 
outcome measures is difficult but per­
haps not impossible. If Dr. Buttery 
wishes to pursue this line of research 
he is, of course, most welcome to do 
so and I wish him luck.

Jack Froom, MD 
The Family Medicine Program 

University o f  Rochester 
Highland Hospital 

Rochester, New York

DRIXORAL
brand of dexbrompheniramine maleate NF 
and d-isoephedrine sulfate 
Sustained-Action Tablets
C linical C onsiderations: 
In d ica tion s: DRIXORAL Sus­
tained-Action Tablets are indicatedfor 
the relief of symptoms of upper respi­
ratory mucosal congestion in seasonal 
and perennial nasal allergies, acute 
rhinitis, rhinosinusitis and eustachian 
tube blockage. Contraindications- 
DRIXORAL should not be given to 
children under 12 years of age. 
DRIXORAL should not be adminis­
tered to pregnant women or nursing 
mothers, until the safety of this prepa­
ration for use during gestation and 
lactation is established. DRIXORAL 
is contraindicated in patients with 
severe hypertension and coronary 
artery disease. W arnings: As in the 
case of other preparations containing 
central nervous system-acting drugs, 
patients receiving DRIXORAL should 
be cautioned about possible additive 
effects with alcohol and other central 
nervous system depressants, such as 
hypnotics, sedatives and tranquilizers. 
Patients receiving DRIXORAL should 
also be cautioned against hazardous 
occupations requiring complete 
mental alertness, such as operating 
machinery or driving a motor vehicle. 
P reca u tio n s: Preparations contain­
ing isoephedrine should be used 
cautiously in patients with the follow­
ing conditions. hypertension; coronary 
artery disease or any other cardio­
vascular disease; glaucoma; prostatic 
hypertrophy; hyperthyroidism; dia­
betes. A d verse R eaction s: The 
physician should be alert to the possi­
bility of any of the adverse reactions 
which have been observed with sym­
pathomimetic and antihistaminic 
drugs. These include: drowsiness; 
confusion; restlessness; nausea; 
vomiting; drug rash; vertigo; palpita­
tion; anorexia; dizziness; dysuria due 
to vesicle sphincter spasm; headache; 
insomnia; anxiety; tension; weakness; 
tachycardia; angina; sweating; blood 
pressure elevation; mydriasis; gastric 
distress; abdominal cramps; central 
nervous system stimulation; circu­
latory collapse.
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For m ore co m p lete  details, 
co n su lt  p a ck a g e  in sert or 
S ch erin g  literature available 
from  you r S ch erin g  R epre­
sen ta tiv e  or P ro fessio n a l 
S erv ice s  D ep artm en t, Schering 
C orporation , K enilw orth,
N ew  J er sey  0 7 0 3 3 . slssd


