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Strengthen the doctor-patient relationship and avoid
administrative stifling
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Abstract

The acquisition of private medical practices by large health-care corporations is transforming clinical
practice in many Western countries. The growing influence of health administration on medical practice is
increasingly perceived as a danger by the public and health professionals. Health-care administrators
should not replace doctors or invade their competencies. Back to principles, the patient-doctor relationship
must be funded in trust. Representing society, governments must try to ensure health care to all citizens,
serving one of the fundamental human rights. Using the principle of subsidiarity, administrators should fill

gaps in the provision of health care to all patients by doctors.
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|ntroduction

The growing influence of health administration on
medical practice is increasingly perceived as a danger
by the public and health professionals. Concern exists
about an intrusion by health managers to the detriment
of the doctor-patient relationship. The perversion con-
sists in the fact that management is no longer at the
service of the citizen and becomes the power that
instrumentalizes it. In health care, illness becomes the
exchange currency: the administration tries to replace
the doctor. Sensitive to this problem, one of the most
prestigious medical journals, the New England Journal
of Medicine, has begun to publish a series of articles
on medical ethics'?.

Back to principles, the patient-doctor relationship must
be funded in trust (Fig. 1). Representing society, govern-
ments must try to ensure health care to all citizens, as a
service to one of the basic goods. Using the principle of
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subsidiarity, administrators should fill gaps in the provi-
sion of health care by doctors to all patients.

The risks of “vertical medicine”

The acquisition of private medical practices by large
health-care corporations has transformed clinical prac-
tice in the United States®“. In this new “vertical medi-
cine,” the doctor has become a provider of health
services, so the responsibility for the patient has been
assumed by an administrative entity. The doctor has
become a salaried employee within a health services
company. In this way, the doctor-patient relationship
has become one more variable under the umbrella of
the portfolio of services of an insurer or a health cor-
poration. As a result, the laws of mercantilism have
replaced the traditional norms of the medical encoun-
ter, that exclusive moment that until recently had
dimensioned the medical vocation®.

Received in original form: 17-06-2024
Accepted in final form: 24-06-2024
DOI: 10.24875/AIDSRev.M24000073


https://orcid.org/0000-0002-4624-5199
mailto:vicente.soriano%40unir.net?subject=
http://dx.doi.org/10.24875/AIDSRev.M24000072

http://crossmark.crossref.org/dialog/?doi=10.24875/AIDSRev.M24000073&domain=pdf

Patient Physician

Health
Administration

Figure 1. Crossroad in medicine. Protagonists and interrelationships.

In this new scenario, the medical act has come to
be evaluated in terms of the degree of patient satisfac-
tion, as in other commercial activities. The score given
by patients with respect to nurse and physician’s cor-
diality, delay in diagnostic tests, cleanliness, and com-
fort at the meeting place are considerations that
distract from what is really important. The unique con-
tent of the encounter, in which the sick person puts his
or her health (and his or her life) in the hands of the
doctor is putting aside®.

There is no doubt that this paradigm shift in profes-
sional practice contributes to the high rate of burnout
among physicians. Six years of undergraduate study
and as many years of residence training to be a spe-
cialist provide expertise and desire to assume respon-
sibilities in the health of citizens. It is hard to adapt to
do less than that. In the new health-care scenario, of
a mercantile nature, there is a high risk that doctors
feel alienated. For many professionals, it is like becom-
ing just another link in a chain of health services and,
ultimately, the health business.

Administrative intrusion impoverishes
medicine

Totipotent health management has discovered that it
can do without the doctor committed to the ultimate
goal of patient care’. It is enough to attend the health
request made by the citizen, the “client.” This makes
the doctor feel insignificant. In this scenario, the con-
versation with the patient and the personalization of the
medical act are often replaced by greater medicaliza-
tion: more diagnostic tests and more referrals to other
colleagues, all full of anonymity.
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In vertical medicine, public and private, clinicians
attend orders and protocols that they often do not
share. Medical disease guidelines dictate the way to
care for and treat an anonymous and average patient?.
The general has prevailed over the individual; iliness
to the sick patient. The doctor’'s commitment to search
for the good of the sick person progressively fades®.

The doctor is only expected to conform to the proto-
col. Moreover, the risk can occur precisely when he
expresses his opinion, which in reality constitutes the
art of medicine. Moreover, in this way, defensive med-
icine and litigation promote a profile of the doctor away
from personal contact with the patient. Forcing diag-
nostic and/or treatment practices with administrative
rules may violate the physician’s conscience and break
the necessary patient-doctor trust'™.

Health is somewhat richer than health care''. We like
our profession; we endure it all. However, we are dragged
down by a “society of tiredness” —as the South Korean
philosopher Byung-Chul Han points out-'2 and we doc-
tors are at risk of self-alienation. Our work no longer
reward with the gratification that the healing of the sick
entails. Moreover, frustration occurs because our work is
suboptimal to fulfilling our preparation and expectations.
In this way, we limit the purpose of our tasks to satisfy
leisure, with trips and all kinds of extra-work plans.

Back to humanist medicine by
subsidiarity

Sensitive to the transformation of medicine into cold
technological attention, the administration has created
units and counseling departments for humanizing med-
icine. What nonsense! More regulations and regula-
tions for doctors. What we doctors need is more
subsidiarity, to regain the initiative, to be able to have
more time for our patients, and to personalize our care.

The recent law of the current Spanish government to
supervise the codes of ethics of professional associa-
tions by the central administration (RD 435/2024) is
another example of administrative intrusion. The Official
College of Physicians of Madrid has already spoken out
(ICOMEM 2024) on this abuse™. If we want good doctors
and medicine of excellence, we must respect and sup-
port our good professionals, instead of ignoring them.

Recovering the profile of the doctor in the
21st century

One would expect medical education to be a source
of inspiration for the profession. However, it has been
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observed that the expectations of dedication to the
patient that students expect to find in the Faculty of
Medicine are frustrated when they carry out their clini-
cal practices. They are then confronted with the prag-
matism and lack of empathy of many disenchanted
medical tutors, who quench the vocational thirst for the
sick'®. How far it is from “The Country Doctor” (Honoré
Balzac, 1833), where the protagonist's commitment to
his most vulnerable patients was extolled.

In this scenario, the emergence of at least two new
variables in clinical medicine of the 21t century could
transform the medical profession even more. The first
concerns the growing participation of women in medi-
cine, which is undoubtedly changing the profile of the
profession. Overall, it is easy to recognize different
ways of dealing with and doing things with patients.

A second variable is the rapid introduction of artificial
intelligence (Al) in medicine. Data collection (i.e., elec-
tronic medical records) has been a great effort for
many doctors, to the detriment of dedication to patients.
Filling medical histories in the way that an administra-
tive officer does has taken time and confidence away
from the doctor-patient relationship. A computer screen
has gotten in the way and not looking at each other
patient and doctor while asking questions, has deper-
sonalized the medical act itself. There is no doubt that
digitalization has contributed to increase burnout
among clinicians’®.

Experts are calling for a revulsive, second wave of
Al'in medicine, that will allow to recover the time ded-
icated to patients. Eric Topol has expressed it clearly
and distinctly: Al is to help us in our work and never to
subdue us'®. Al should allow us to be more accurate
in diagnoses and treatments while being more empa-
thetic and compassionate with our patients'. Only in
this way will technology allow doctors to spend more
time with patients, which is their most genuine task'®.

Acknowledgments

We would like to thank all members of GEMEP
(Grupo Etica Médica Edmund Pellegrino) for insightful
discussions. We also want to recognize all members
of the UNIR-MEDONLINE research group for helpful
comments.

Funding

This work was supported in part by grants from
UNIR-itei 005/23.

Conflicts of interest
None.
Ethical disclosures

Protection of human and animal subjects. The
authors declare that no experiments were performed
on humans or animals for this study.

Confidentiality of data. The authors declare that no
patient data appear in this article. Furthermore, they
have acknowledged and followed the recommenda-
tions as per the SAGER guidelines depending on the
type and nature of the study.

Right to privacy and informed consent. The authors
declare that no patient data appear in this article.

Use of artificial intelligence for generating text.
The authors declare that they have not used any type
of generative artificial intelligence for the writing of this
manuscript, nor for the creation of images, graphics,
tables, or their corresponding captions.

References

1. Chokshi D, Cerise F. Ethical issues in providing care in safety-net health
systems. N Engl J Med. 2024;390:581-4.

2. Sulmassi D. Physicians, spirituality, and compassionate patient care.
N Engl J Med. 2024;390:1061-3.

3. Khullar D, Casalino LP, Bond AM. Vertical integration and the transforma-
tion of American medicine. N Engl J Med. 2024;390:965-7.

4. Crowley R, Atig O, Hilden D, Health and Public Policy Committee of the
American College of Physicians. Financial profit in medicine: a position
paper from the American college of physicians. Ann Intern Med.
2021;174:1447-9.

5. Pellegrino ED. The commodification of medical and health care: the
moral consequences of a paradigm shift from a professional to a market
ethic. J Med Philos. 1999;24:243-66.

6. Balboni TA, VanderWeele TJ, Doan-Soares SD, Long KN, Ferrell BR,
Fitchett G, et al. Spirituality in serious illness and health. JAMA.
2022;328:187-97.

7. Pellegrino ED. The internal morality of clinical medicine: a paradigm for
the ethics of the helping and healing professions. J Med Philos.
2001;26:559-79.

8. Gottlieb S. Drug safety proposals and the intrusion of federal regulation
into patient freedom and medical practice. Health Aff (Millwood).
2007,26:664-77.

9. Pellegrino ED, Thomasma D. For the Patient's Good. Oxford: Oxford
University Press. London; 1988.

10. Soriano V, Montero B. Current challenges for conscientious objection by
physicians in Spain. Linacre Q. 2024;91:29-38.

11. Haug CJ, Drazen JM. Artificial intelligence and machine learning in
clinical medicine, 2023. N Engl J Med. 2023;388:1201-8.

12. Han BC. In: Herder, editor. The Society of Tiredness. Barcelona: Stanford
University Press; 2024.

13. ICOMEM. Available from:
to_6166.1718960869.pdf.

14. Hojat M, Vergare MJ, Maxwell K, Brainard G, Herrine SK, Isenberg GA,
et al. The devil is in the third year: a longitudinal study of erosion of
empathy in medical school. Acad Med. 2009;84:1182-91.

15. Singh N, Lawrence K, Sinsky C, Mann DM. Digital minimalism-an Rx for
clinician burnout. N Engl J Med. 2023;388:1158-9.

16. Topol EJ. Medical forecasting. Science. 2024;384:eadp7977.

17. Yu KH, Healey E, Leong TY, Kohane IS, Manrai AK. Medical arti-
ficial intelligence and human values. N Engl J Med. 2024;390:1895-1904.

18. Detmer DE, Gettinger A. Essential electronic health record reforms for
this decade. JAMA. 2023;329:1825-6.

https://www.icomem.es/adjuntos/adjun-



