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The defining features of family medicine as described in the
literature have important ethical implications. In an attempt to
study the day-to-day practice of family physicians regarding
these ethical issues, a 28-item questionnaire was sent to 95
part-time and 17 full-time family physician teachers associated
with the University of Western Ontario's Department of Fam-
ily Medicine.

Of the 112 questionnaires mailed out, 97 were returned for a
response rate of 86.6 percent. There was a significant spread of
answers, suggesting there is no uniform opinion in the sample
population.

The findings suggest that there are important differences be-
tween the description of family medicine in the literature and
what the family physicians in this study do in their day-to-day
practice. The family physicians in this study, while prepared to
coerce patients, were not prepared to discharge from their
practices patients who were noncompliant. Physician age is an
important variable in some ethical decisions, but not in others.

Dickmanl has stated that family medicine and
medical ethics must form a “ natural and necessary
union.” If this union is to have relevance to the
practicing family physician, however, it must deal
with ethical issues that are a familiar and recurring
part of his or her practice experience. Most dis-
cussions of medical ethics focus on controversial
“headline” issues. This approach produces a dis-
torted picture of the field. More important, it may
cause the family physician to Conclude, erroneous-
ly, that discussions of medical ethics have little or
no relevance to his daily practice.

References to ethics in the literature of family
medicine do not usually relate to day-to-day
reality of practice. Case studies used to illustrate
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ethical issues range from physicians who allow
their students to practice pelvic examinations on
comatose patients2 to patients in intensive care
units. Carson and Curry3 use a case study that
involves a nephrologist who denies chronic hemo-
dialysis to a nursing home patient because the
nephrologist felt that this was a misuse of facilities
and money. These cases do little to clarity the
ethical issues faced by the practicing family phy-
sician. Veatch4 and Wallenmaier5 admonish ethi-
cists to study the straightforward and common-
place activities of physicians. Wallenmaier states,
“a number of issues are being overlooked and a
number of approaches to the issues are being
missed because of an overconcentration in medi-
cal ethics on a small number of recent and dra-
matic problems. Further, empirical research on
ethical decision making in medicine has focused
on “telling” cancer patients about their disease'l"
and the relative importance of clinical vs quality-
of-life factors in decisions concerning manage-
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ment of malignant disease8 or as a predictor of
clinical performance of residents in pediatric resi-
dency programs.9 This research sheds little light
on ethical decision making common to the disci-
pline of family medicine.

The defining characteristics of family medicine,
such as commitment to the patient as a person, the
provision of continuous and comprehensive care,
and an interest in prevention, imply that a family
physician may have a basis for acting paternalisti-
cally toward his patients. This paternalism might
include such actions as withholding information
from a patient when the physician considers it to
be in the patient’s best interest, attempting to
change a patient’s lifestyle when the physician be-
lieves it is in the patient’s best interest, and even
threatening to discharge a patient if the patient
does not do what the physician wishes. The latter is
a strong form of coercion and raises the question of
what methods a family physician is morally entitled
to use to influence a patient’s decisions and actions.

There is a suggestion that the family physician’s
contractual relationshiplOwith the patient implicit-
ly permits him to interfere in patient lifestyle, both
when that lifestyle is causing a medical problem,
and when it is not causing a medical problem but
is perceived by the physician not to be in the pa-
tient’s best interest.

It is important to examine the ethical decisions
made on a day-to-day basis by family physicians.
The purpose of this study was to examine the re-
sponses of family physicians to a broad range of
everyday practical problems that have important
ethical implications.

The study had three broad aims: (1) to question
family physicians about their usual practice and to
study the ethical decisions reached by family phy-
sicians in the context of the concept of the ideal of
family medicine as described in the literature, (2)
to identify physician characteristics that affect the
ethical decision-making process, and (3) to inves-
tigate patterns of ethical decision making to see
whether there are correlations between the ethical
decisions made for one issue and the decisions
made for other ethical problems.

The study was also concerned with testing spe-
cific hypotheses. Certain physician characteristics
were hypothesized to be important variables. The
study was designed to test the following hypothe-
ses: (1) physician age would be an important vari-
able, and older family physicians would tend to act
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more paternalistically toward their patients than
would their younger colleagues, (2) the sex of the
physician would be another important variable,
and female family physicians would demonstrate
some different ethical decisions from their nele
counterparts, and (3) the ethical decisions
reached by family physicians in full-time academic
teaching positions would, be different from the
decisions reached by their colleagues who were
engaged in full-time private community practice
with a limited teaching commitment.

Methods

In an attempt to study the day-to-day practice
of family physicians regarding ethical issues, a
28-item questionnaire that included questions on
information giving, coercion, and effecting life-
style change was developed. The questionnaire
was used in a pilot study involving four family
physicians and later in a pretest involving 22 fam-
ily physicians. After changes to enhance clarity
and reliability, the questionnaire was sent to %
part-time and 17 full-time teachers associated with
the University of Western Ontario’s Department
of Family Medicine. The family physicians were
asked to answer the questions on the basis of their
usual practice in dealing with these issues. The
sample questions included the following:

Do you voluntarily give the details of prognosis
to patients with a serious disease?

Do you voluntarily tell a patient’s close rela-
tives about alternatives to the treatment you are
recommending in a serious illness?

If a patient were reluctant to accept necessary
hospitalization, would you attempt to persuade the
patient into changing his or her mind?

Do you attempt to change the lifestyle of a pa-
tient when that lifestyle is causing medical prob-
lems for the patient?

Would you discharge from your practice a pa-
tient who would not accept the treatment plan you
were advocating?

Would you attempt to influence a patient’s de-
cision regarding termination of a pregnancy?

When counseling a patient, do you tell a patient
what your own values are with respect to an issue?

Demographic data were collected regarding the
age and sex of the physician, the year of gradua-
tion from medical school, and the number of years
in family practice.
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Twenty-five of the 28 questions were asked
in both the pretest and the test. The answers to
these questions were used to determine the relia-
bility of the questions. Reliability determination
wes not possible for three of the questions for
which the wording was altered as a result of criti-
cisms of the pretest questionnaire.

Two questions designed to encourage the re-
spondents to use the extreme ends of the scale
were included. These questions were written so
that most physicians, if they followed accepted
practice, would use the lowest end of the scale on
one question and the highest end of the scale on
the other.

When a response to the questionnaire was not
received approximately five weeks after it was
sent out, a reminder was sent to the physician.

Results

Of the 112 questionnaires mailed out, 97 were
returned within a two-month period for a response
rate of 86.6 percent. The sample consisted of 91
male and six female physicians. Over one half of
the respondents were men over 45 years old.

There did not appear to be any significant dif-
ference when the response group and the non-
response group were compared as to the year of
graduation from medical school and the geo-
graphic location of their undergraduate training.

The answers given by 22 physicians to the 25
questions asked in both the pretest and the test
were used to determine reliability of the questions.
Seventeen questions showed a high reliability with
P values <.05. Two questions showed marginal reli-
ability with P values of .07. Six questions were found
to be unreliable with P values >.26.

The general responses to the questions are
shown in Table 1 There was a significant spread
ot answers, which is reflected in the standard devi-
ation from the mean being greater than 1.5 for 16
of the questions. The diversity of answers seen in
all of the questions suggests that there is no uni-
form opinion in the sample population, except for
the two questions designed to encourage the re-
spondents to use the extremes of the scale.

Given that most respondents to questionnaires
tend to give what they believe are “respectable”
answers, the responses to the 28 questions showed
a surprisingly broad distribution. The relatively
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high number of physicians who state that it is their
usual practice to attempt to coerce patients into
accepting investigations, treatments, and hospital-
ization is striking. This finding contrasted sharply
with the very high number of family physicians
who stated that they would not discharge patients
who were not compliant in the same areas. This
latter result is in keeping, however, with the litera-
ture s description of the family physician's strong
commitment to the patient as a person. A substan-
tial number of family physicians (84.3 percent)
were prepared to attempt to change the lifestyle of
a patient when that lifestyle seemed to be causing
medical problems for the patient, but significantly
fewer were prepared to attempt to alter the pa-
tient s lifestyle when the issue was a problem of
living such as termination of a pregnancy, perma-
nent contraception, termination of a marriage, or
the use of marijuana.

Only 33 percent of the physicians surveyed
stated that they usually revealed their own values
to patients when counseling. It is also important to
note that over 50 percent of the family physicians
responded that they would likely minimize the se-
riousness of an illness if they thought that doing so
was in the patient’s best interest.

Physician Age

The correlation of physician age with responses
to the questions was performed. The results indi-
cate a mixed response from older physicians. In
some areas they tended to be less paternalistic;
they were more likely to allow their patients to die
at home if they wished and more likely to provide
information to relatives regarding prognosis. Con-
trasting with this, older physicians were more
likely to coerce their patients into accepting a
treatment plan and more likely to coerce them into
accepting hospitalization, both directly and
through relatives. Older family physicians also
tended to be more active in attempting to alter the
patient’s lifestyle regarding sexual practices, ex-
tramarital affairs, and the use of marijuana.

Physician Experience

Because of the high correlation between years
in practice and physician age, the same questions
that were identified in the analysis of age were
significant in the years of practice analysis.
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Table 1. Responses to Questions (n = 97)

Unlikely Likely
or Inter- or
Rarely mediate Usually
Question (%) (%) (%)
1. Give information to patient 114 10.3 78.3
regarding prognosis
2. Give information to patient regard- 4.1 41 91.8
ing alternatives to treatment
3. Give information to patient 8.2 9.3 82.5
regarding complications
4. Give information to patient 21 41 93.8
regarding investigations
5. Allow patient to die at home 21 1.0 96.9
6. Give information to relatives 4.1 1.0 94.9
regarding prognosis
7. Give information to relatives regard- 9.3 14.4 76.3
ing alternatives to treatment
8. Give information to relatives 33.0 21.6 45.4
regarding investigations
9. Give information to relatives 36.5 17.7 45.8
regarding complications
10. Coerce patient regarding investigations 21.5 14.0 64.5
11. Coerce patient regarding treatment 23.2 21.1 55.8
12. Require parental consent for contraception  98.0 0 21
13. Coerce patient regarding hospitalization 135 12.5 73.9
14. Interfere in patient lifestyle 6.2 9.4 84.3
regarding medical problem
15. Coerce patient using relatives 47.4 14.4 38.1
regarding investigations
16. Coerce patient using relatives 47 .4 12.4 40.1
regarding treatment
17. Coerce patient using relatives 38.2 13.4 48.5
regarding hospitalization
18. Discharge patient refusing 959 1.0 3.1
investigation
19. Discharge patient refusing treatment 85.4 6.3 8.4
20. Discharge patient refusing hospitalization 86.6 7.2 6.2
21. Interfere in lifestyle regarding 84.2 11.6 4.2
sexual practices
22. Interfere in lifestyle regarding 86.0 4.3 9.6
extramarital practices
23. Interfere in lifestyle regarding abortion 51.1 17.0 31.9
24. Interfere in lifestyle regarding 60.3 16.7 229
sterilization
25. Interfere in lifestyle regarding divorce 64.6 21.9 13.5
26. Interfere in lifestyle regarding 50.0 7.3 42.7
use of marijuana
27. Minimize seriousness of an illness 30.2 16.7 53.1
28. Tell patient physician's own 54.6 12.4 33.0

values during counseling

Response Groupings

1, 2, 3—Unlikely or rarely
4—Intermediate

5, 6, 7—Likely or usually
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Sex of the Physician

Even though there were few female physicians
inthe sample population, it was considered impor-
tant to compare the answers received from the fe-
male physicians with the answers received from
the male physicians. There was no significant dif-
ference between the answers received from the
female physicians and those received from their
male counterparts. It was especially of interest
that in the questions relating to sexual and marital
problems, there was no significant difference be-
tween the male and female portions of the sample
population.

Response of Full-Time Academic
Family Physicians Compared with
Part-Time Teachers

The answers to the questions given by the group
of 16 full-time academic family physicians were
compared with the answers received from the 75
physicians who were in private practice with a
part-time teaching commitment. In no case did the
responses from the full-time academic family
physicians show significant difference from the re-
sponses given by the family physicians in private
practice.

Discussion

This was an exploratory study in an area that
has received no previous research attention. The
study identified physician age as an important var-
iable for several ethical decisions.

A potential problem with a study population for
which some preselection has occurred is how rep-
resentative the study population is of a wider
physician population. It was recognized from the
beginning that there were disadvantages in using
family physicians with some association with the
Department of Family Medicine, University of
Western Ontario. It was felt important, however,
as a first step to investigate a group of family phy-
sicians who had been evaluated and assessed as
being appropriate models for undergraduate and
graduate students. Since a large subgroup of the
study population consisted of family physicians in
private practice with a limited teaching commit-
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ment, it was felt that at least this subgroup had the
potential of being representative of peer-approved
family physicians. Further information with a rep-
resentative population will be required before one
can generalize to all family physicians.

Six questions had poor test-retest reliability,
with P values ranging from .26 to .60. With the
exception of question 20, which asks about dis-
charging a patient who refuses hospitalization, the
guestions all deal with the issue of attempting to
influence a patient’s lifestyle. Two explanations
are possible. The first is that the questions are
“poor questions” and thus the respondents had
difficulty in answering them reliably. This criti-
cism is difficult, if not impossible, to refute, al-
though the reasonable reliability of the other 19
guestions suggests that other reasons should at
least be entertained. The second is that the ques-
tions deal with an issue that produces problems for
family physicians. Family physicians may be con-
fused and uncertain about when they should inter-
vene in a patient’s lifestyle. It is striking that the
reliability of these six questions differs so radically
from all of the others. While convincing evidence
cannot be offered, the inconsistencies surrounding
answers to these questions seem to reflect a deep
and unresolved problem area for family physi-
cians. If this supposition is correct, it has signifi-
cant implications for the future training and con-
tinuing medical education of family physicians.

The results show that family physicians do not
generally avail themselves of the broad warrant to
intervene in the lives of their patients, which the
definition of family medicine suggests they theo-
retically possess. The data show the majority of
family physicians would attempt to influence a pa-
tient’s lifestyle when it is causing a medical prob-
lem but would not attempt to influence it when it is
not causing a medical problem. While practicing
family physicians may be concerned with “com-
plex problems of physical, behavioral and social
factors,” 11 they are not prepared to influence or
interfere in a patient’s decision regarding abortion,
sterilization, or divorce. This reluctance to modify
decisions about “problems of living” 2 suggests
that other factors, such as physician comfort,
absence of effective techniques, and potential
adverse patient reaction, may be important. The
family physician’s role in managing “problems of
living” requires further research.

This study demonstrates that the definition of
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the ideal family physician is at some variance with
the practice patterns of the family physicians who
responded. This disparity is an important finding
and should be of concern to family medicine edu-
cators. Since much of the literature defining family
medicine emanates from academic departments of
family medicine, there may be a significant differ-
ence between academic family physicians and
family physicians in active practice in their un-
derstanding of the nature of their discipline.

The hypothesis that older family physicians
would behave more paternalistically is not sup-
ported by the findings. In the responses to reliable
questions in which age was statistically significant,
older physicians tended to behave less paternalis-
tically than their younger colleagues when the
issue was allowing patients to die at home or pro-
viding information to relatives regarding progno-
sis. Older physicians were, however, more likely
to coerce a patient into accepting hospitalization
either directly or through relatives.

The relevance of age when the issue is interfer-
ing in a patient’s lifestyle requires further study. It
is important to know whether older family physi-
cians act more paternalistically in lifestyle issues
when these questions are answered with greater
reliability.

No statistically significant difference could be
found between the answers given by the 16 full-
time academic teachers and the answers received
from the 75 physicians who were in private prac-
tice with a part-time teaching commitment. It had
been expected that there would be measurable
differences.

Conclusions

This study represents a beginning in the field of
ethical decision making in family medicine. It has
produced interesting new information but also has
raised new questions:

1 The findings suggest that there are important
differences between the description of family
medicine in the literature and what the family phy-
sicians in this study say they do in their day-to-day
practice.

2. The family physicians in this study, while
prepared to coerce patients, were not prepared to
discharge from their practices patients who were
noncompliant.
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3. The finding that the five questions dealing
with interference in patient lifestyle had low relia-
bility suggests that this is a vexatious area for fam
ily physicians.

4. Physician age is an important variable in
some ethical decisions, but not in others.

5. The role that the sex of the physician plays in
ethical decision making requires further study.

It is hoped that this study will lead to research
that will further clarify ethical issues in family
medicine. Such research is in keeping with
Veatch’s view4 that “it is only by moving beyond
the specific issues to more basic underlying ethical
themes that the real ethical problems in medicine
can be dealt with.” This study has begun to
explore some of these basic underlying ethical
themes. It is hoped the resulting knowledge will
provide a more realistic view of ethical problems
in family medicine and a conceptual framework
that will enable a more critical evaluation of ethi-
cal decisions.
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