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CHAPTER I 

INTRODUCTION 

"The self-styled Science (sic) of the medical profession should 

be constantly checked by the political, mathematical, and generally, 

the sociological sciences." This suggestion was first penned by 

Bernard Shaw in 1917 for The English Review (Shaw, 1932:66). It was 

not until after World War II that the discipline of sociology heeded 

Shaw's advice in earnest (Gold, 1977:162). 

Since that time sociological studies have been done and subsequent 

articles produced on most major areas of the medical world. The field 

has been described, explained, and predicted using both quantitative 

and qualitative research designs. Sociologists have utilized the 

three major theoretical perspectives for viewing this social 

phenomenon. Consider Talcott Parsons' (1951) functionalist 

interpretation of the system as an agent of social control. There 

is a study of those aspiring to join the profession done by inter-

actionists Becker et al. (1961). Andrew Schull (1977) represented 

the conflict community when he credited the early bourgeoisie with 

the legitimization of the insane asylum and its staff. 

The public has been offered articles on the medical profession 

and paraprofessional, their training and practice (Mauksch, 1965; 

Editors of Life, 1967; Coombs and Powers, 1977; Perry, 1979). Many 

studies have been designed to inform the reader on such matters as 



who goes to see doctors (Miller, 1978; Hoppe and Heller, 1975), 

whom the doctor will see (Papper, 1978), and why (Hayes-Bautista, 

1976; Wan and Soifer, 1974). As a reader, one may vicariously 

visit an abortion clinic (Ball, 1974), a mental institution (Rosenhan, 

1977), or the hospital room of a patient whose condition is terminal 

(Anonymous, 1965). The distribution and location of health services 

in the United States has been documented by government agencies (U.S. 

Dept. of Health, Education, and Welfare, 1978) and institutional 

studies (Institute of Medicine, 1978). 

There is at least one area of the medical profession that seems 

to have been neglected by the social sciences, the country doctor. 

The present study offers a descriptive account of one such country 

doctor. 

Review of Literature 

One can assume that the country doctor is a general practitioner, 

since the specialist must have a large concentrated population in 

order to sustain a practice (Hassinger, 1976:174). This assumption 

is supported by physician to population ratios compiled by the 

United States Department of Health, Education, and Welfare (1978: 

344-346), and by percentages of primary health care practitioners 

who practice in rural areas as reported in a study conducted by the 

Institute of Medicine (1978:52-53). Statistical information, rather 

than descriptive or biographical data, seems to be representative of 

what is to be found in the literature regarding the general 



practitioner who often locates in a rural community, or the country 

doctor. 

In the United States, there is a shortage of physicians in 

rural areas (Romer, 1976:7). The above mentioned study by the 

Institute of Medicine states that only 11.1 percent of all family 

practitioners "practiced in cities with populations between 2,000 and 

5,000" (1978:52). Evidently, it is a struggle for many rural areas 

to secure and retain a physician. Several communities offer to 

trade funds for education in return for a given number of years of 

practice. There are other, more obvious methods for attracting 

physicians, such as a large billboard next to the highway leading 
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into the small community. 

Studies provide various reasons for the shortage, the most 

common being the lack of proximity to a large medical setting. Cordes 

(1976:77) cited "ease of consultation with and referrals to other 

physicians" to be an important consideration in selecting a location 

for practice. A survey of primary care physicians revealed 

availability of other physician specialists, access to medical 

school programs, and access to continuing medical education as the 

factors "most often cited as being important in making the location 

choice" (Cooper et al. 1977:758). In another study. Rushing and 

Wade (1976:112) concluded that the socioeconomic characteristics 

of a community account for the unequal distribution of physicians 

in the United States. A recent study of urban and rural population 

characteristics found non-metropolitan populations to be older, to 



have less education, and to be employed in lower status occupations 

Lichter et al., 1979:662). Such circumstances may foster a feeling 

of social and intellectual isolation for the professional. It is 

possible that the rural practitioner feels frustration caused by 

such isolation. The lack of equipment, facilities and specialists 

such as the anesthetist or surgical assistant restrain him or her 

from doing many procedures for which he or she has been trained. 

Outside the medical setting, there is the human need for 

sociability to fulfill several psychological needs (Weiss, 1969). 

The question may be, can the professional with an extensive education 

establish personal ties with those whose education, for the most 

part, terminated with a high school diploma? Is it possible for him 

or her to win confidence in his or her ability as a medical practitioner 

and, at the same time, avoid the "pointy headed intellectual" stigma 

in order to be accepted as a member of the group? 

There are some physicians who do locate in rural areas, and many 
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remain there for a lifetime (Lewis, 1968; Macartney, 1938). These 

individuals, it would seem, are satisfied that they are being 

reasonably compensated, both emotionally and financially, for their 

endeavors, and feel that the community has accepted them as a member, 

both professionally and socially. 

It may be that the satisfied country doctor must be able to use 

many strategies in order to align role behavior with role expectation. 

His or her system of strategies must include a selection of role 

behaviors for situations encountered inside and outside the professional 



status. He or she seemingly would need to have the skills associated 

with the high self-monitor (Snyder, 1980:36). That is, he or she 

should be able to manage the impression given in a particular 

situation, and use this ability not to deceive, but to "promote 

smooth social interaction" (Snyder, 1980:36). 

The literature has indicated that the country doctor is most 

often a general practitioner, and that there is a shortage of same. 

Some factors working against the physician's decision to locate in a 

rural area have been presented. The fact that there are physicians 

who evidently do find a rural practice satisfying has been stated. 

One assumes, then, that these rural practitioners are, in some way, 

different from those who are not content in a small town. What 

follows is a study of that difference. 

Statement of the Problem 

Perhaps the lack of studies of country doctors stems from the 

deficiency of rural practitioners. This deficiency, in turn, may 

be the result of the potential rural practitioner's inability to 

present himself or herself in the "proper manner." Possibly, the 

"proper manner" in the rural community would be dependent on the 

situation. It would seem appropriate to find those methods by which 

the physician in a rural area elicits confidence in his or her 

ability in the professional situation while being perceived as a 

member of a social group in non-professional situations. 



Sociologists in general acknowledge the concept of social roles. 

The theory contends that each member of society occupies at least 

one status with an accompanying role. The role, scripted by society, 

is the behavior expected from one who occupies the status. 

The occupational status of medical doctor carries with it 

definite role expectations. The family physician, too, is expected 

to behave in a socially defined manner. According to Butter (1981: 

11), "the vanishing breed" was "well acquainted with each patient, 

sensitive to individual needs . . . caring for people with kindness 

and personal attention . . . managed the medical problems of childhood, 

adulthood, and old age." The general practitioner of the 19th century 

"was dedicated and energetic .... treated patients of all ages, 

seeing them through all their afflictions .... was friend and 

counselor" (Editors of Life, 1967:79). 

Whether such images are consistent with reality makes little 

difference. Such ideas tend to be the basis of society's role 

expectation for the country doctor. If his or her role performance, 

or actual behavior, fits society's image, then the physician should 

be accepted as such. Certainly the physician's skill is a factor in 

his or her professional success, especially in a small community 

where mistakes are not easily hidden. But it may be that "knowing 

how to 'play' doctor is at least as important as being technically 

competent as a physician" (Chalfant and Kurtz, 1977:73). 

The high visibility associated with the rural community tends to 

leave a resident "actor" with very little time and few places for 



"back stage" behavior (Goffman, 1959). It would seem that the pro

fessional is not immune to these restrictions, i.e., "the doctor" 

is "the doctor" in the medical setting, in the coffee shop, at the 

gas station, or at any social gathering. Consequently, the "actor" 

may be typecast unless he or she is able to effect role distance, 

the behavior meant to "constitute a wedge between the individual 

and his role, between doing and being" (Goffman, 1969:108). Such 

action might aid the doctor in presenting himself as a bona fide 

aspirant to group membership. 

Perhaps the first step to aligning role expection and role 

performance depends on the physician's ability to interpret his or 

her immediate surroundings and the other members of the cast before 

deciding on the appropriate performance. Too, he or she should be 

able to participate in "role-taking," the ability to anticipate 

the expectations of others by taking their view-point and attitudes 

(Mead, 1934). Such an evaluation would seem to be a basic component 

of defining the situation. W. I. Thomas and D. S. Thomas (1928:572) 

have stated it thus: 

the behavior reaction can be studied only in connection 

with the whole context, i.e., the situation as it exists 

in verifiable, objective terms, and as it has seemed to 

exist in terms of the interested persons. 

Once a response has been chosen, it seems important that the 

professional's role performance be credible. His or her behavior 
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should be perceived as natural, as opposed to an act in either the 

professional or the non-professional situation. According to W. I. 

Thomas (1923:42), "... gradually a whole life-policy and the 

personality of the individual himself follow from a series of such 

definitions." This "series of definitions" many imply the primary 

socialization of the professional and is a possible factor in his or 

her acceptance into the group. 

Thus, describing a country doctor's behavior against the 

backdrop of role theory will be one of the concerns of this study. 

Too, the discourse will rely on John Lofland's concepts of strategy 

and situation which he presents as "one way to conceive human action, 

a theoretical perspective" (1976:78-79). Lofland (1976:26) defines 

"situation" thus: 

the wholistic array of people, physical objects, spaces, 

and time periods that an acting unit takes into account 

in constructing its action or that constrains action, 

regardless of whether the acting unit consciously takes 

a given aspect into account. 

And, according to Lofland (1976:40), action is constructed by human 

beings to deal with "whatever is identified as problematic ... in 

one kind of situation or another." Such action he calls "strategy" 

(Lofland, 1976:42). 

The author will use these definitions to describe the behavior 

of one country doctor, a general practitioner. This individual 



appears to have been accepted by the rural community in both 

professional and non-professional realms. The claim is supported 

by the fact that he has practiced in this same location since 

January, 1970, and his practice well exceeds the suggested physician 

to population ratio of one practitioner per 2,000 population (Paxton, 

1973). Taking a cue from Lofland, the author attempts to describe 

"how he does it." 

Hopefully, the study will serve two purposes. First, it should 

begin to fill a void in social science literature created by the 

absence of articles focusing on individuals in the medical profession. 

In addition, it may be helpful to those who wish to be country doctors 

in that it may provide suggestions for how one might overcome the 

problems associated with a rural practice, and enjoy being accepted 

as a member of the group. 

Methodology 

Approximately 85 hours were spent observing the subject in his 

professional role. The stated number of hours signify those spent 

directly observing the doctor with his patients in the examining 

rooms, in the emergency room, and on hospital rounds. These three 

sites are conveniently within the same building, generally called 

"the hospital." Located in a small community, the trading center of 

a county whose population is reported to be 4,900 (Long Range County 

Program, 1979:9), the hospital serves an estimated 7,000 people in 

4 
two states. 
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The facility has two major areas. At one end of the building 

are twenty-four patient care rooms, a small nursery, and a nurse's 

station. This part of the hospital is often called "the floor." 

In addition, this end of the building are a small waiting room, the 

hospital kitchen, staff and nurses' lounges, the hospital pharmacy 

and supply room, and a small albeit efficient cardiac care unit. 

Located at the building's other extreme are the laboratory and x-ray 

room, the emergency room, surgical and obstetric facilities. In 

1973, an out-patient clinic was built onto the hospital, between 

these two major areas. 

The physician observed for this study has his office within 

the clinic. It consists of four examining rooms, a private office 

and a room equipped for reading x-rays which is shared by the 

community's one other doctor. A hallway running from the reception 

area through the clinic to the hospital floor divides the six rooms. 

They are divided because two of the examining rooms and the x-ray 

reading room were built to accommodate a third doctor, should the 

community be able to obtain such services in the future. Since this 

is yet to occur, the subject now utilizes this area. 

This study may accurately be called opportunistic research done 

by an insider. According to Riemer (1977:471), the author chose the 

easiest kind of opportunistic research - "taking advantage of 

familiar social situations," and everything this method has to offer, 

One disadvantage Riemer points out (1977:471), that of becoming 

emotionally involved with the subject, was impossible to avoid. In 

this case, the researcher is married to the subject. 
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The relationship between the author and her subject provided 

the advantage of what Jack Douglas (1976:111) has called "the most 

extreme form of in-depth involvement." This involves the cataloging 

everyday happenings which are experienced, then analyzed later at 

a time when the researcher is removed from any distracting influences. 

Results from such observations and experiences should not be distorted 

by third party information. Nor should there be contamination from 

a strict mental set often assumed by the researcher who is intently 

observing. Imbued with such a mental set, he or she might let the 

strategy be obscured by the behavior or vice versa. That is, the 

subtle strategy used infrequently, may be over looked if each encounter 

is viewed separately. Or, the actor's basic personality may be 

responsible for some behavior taken as strategy by the researcher 

because, after all, that is what he or she is expecting to find. 

In addition to the advantage of the "familiar social situation," 

there was, in this study, the advantage of being with the subject in 

most impromptu non-professional situations. Too, the professional 

behavior outside of office hours and hospital visits was easily 

observed. 

The only question asked of the researcher when she approached 

the subject about the study was, "Why?" There was no opposition; 

there were no promises made. The closest thing to a "condition" 

was the author's request, "If you feel that my presence will cause 

the patient to be less open about the problem, tell me and I'll 

disappear." Two such occasions did occur, but no problems arose. 
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In regard to the most obvious criticism of insider/opportunistic 

research, bias and preconception about the subject, Joseph Styles 

(1979:179) has stated that such biases and preconceptions "are not 

wrong, they are inevitable." The biases and preconceptions can be, 

and for sake of objectivity, must be, tested against actual 

observations (Styles, 1979:149). This sort of test by observation 

was conducted throughout the data gathering process for this project. 

Strict observational testing was truly necessary. The author 

realized that due to her relationship with the subject, information 

from interviews with nurses, technicians, patients, or community 

residents very likely would be slanted. Few people are willing to 

tell a wife of her husband's undesirable qualities, and few people 

in the community are unaware of the author's identity. Those 

patients who were unaware of her identity were introduced to her by 

the subject. These introductions were believed to be sort of an 

explanation of her presence during the otnerwise confidential 

encounter. None of the patients asked the researcher to leave. On 

the two occasions mentioned above, the author was asked not to 

enter the examining room with the doctor, and she did not. 

All in all, the biggest problem encountered with the research 

seemed to be who went in and out of the examining room first, the 

subject or the researcher. As a rule, the only person who enters 

or leaves with the doctor is his nurse. She always stands aside to 

let him go ahead. The author, on the other hand, is accustomed to 

his letting her go ahead. Consequently, many times this duo was 
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reminiscent of the by-gone comedy flicks - starting through the 

door together, both backing away, then again starting through 

together. Surely there were times when the patient did not feel 

well enough to appreciate the entertainment. 

During the research, it became evident that the groundwork for 

much of the subject's present behavior (his attitudes, values, and 

subsequent role performance) was laid prior to moving to his present 

location. Some of the social milieu, the expectations of his parents, 

and the experiences of these years are presented in the next chapter. 



CHAPTER II 

PERSONAL BACKGROUND 

It is believed that the personality of each individual is formed 

by his or her socialization, a lifetime process. Though one may be 

influenced by social situations in any of life's stages, the most 

effective are those situations in which one is involved during the 

early years. This is especially true of one's family situation, 

educational experiences, and contact with peers in young adulthood. 

In order to better understand Dr. D.'s present role performance, it 

may be important to be aware of part of his early socialization. 

Agencies of Socialization 

Certainly the findings contained in this section support the 

contention that "there is a strong tendency for [the physician] to 

locate in the same size community in which he spent his early years" 

(Cordes, 1976:78). The reader will see that Dr. D. spent very little 

time in places different from those characteristic of his rural 

upbringing. 

The Years at Home 

Dr. D. was born "at home" on December 16, 1925. Home was a one-

room house on a rented fifty-acre farm in north central Texas. He says; 

"Nobody is going to believe it, but my earliest memories 

are of riding on a cotton sack — in a diaper. Ride on my 
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mother's cotton sack while she picked cotton. After I 

got big enough I had a sack of my own and I'd help Mom 

with her row of cotton." 

He remembers some social life — going in a wagon to revivals, 

having picnics with neighboring families ("from maybe two miles 

around"), his parents playing dominoes, families "just getting 

together talking." Evidently, his parents and their friends did not 

discuss medical problems, or doctors. When asked if he remembered 

the doctor his family used, he immediately gave the man's name. 

That, and why he left town were about all he could remember. "People 

just didn't go to the doctor as much, then," he said. The doctor was 

not a topic of conversation, whether he was professionally apt or 

morally straight. He was "just the doctor." 

Dr. D. denies the suggestion that perhaps that physician, or 

any other might have been a role model. He thinks his first thoughts 

about becoming a doctor came after he read The Lame, the Halt, and 

the Blind, a book an aunt gave to him when he was a child of four or 

five. He said he thought "it sounded like what I wanted to go, but 

I never figured I'd be able to do it" because of financial reasons. 

The first school Dr. D. attended was a three-room structure 

housing the first three grades. From this country schoolhouse, he 

went on to finish high school "in town." "Town" was a rural community, 

and his graduating class consisted of 13 people. 

While he was in high school, his family rented 50 additional 

acres. He was always expected to help with the farming, but was never 
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kept out of school to do so. He remembers how he hated farm work, 

"It was hot, hard work." There were no super tractors with air 

conditioned cabs and tape players. They did have two teams of mules, 

and later a tractor. When he complained, he was told by his parents, 

"If you don't like this kind of work, get all the education you can 

get." That advice seems to have had great impact on his life. 

Upon graduating from high school in 1943, Dr. D. joined the 

Navy. He was only 17 at the time, not yet eligible for the draft. 

The author asked if his volunteering was an act of patriotism. 

"No," he said, "but I knew I might be drafted eventually. The Navy 

offered me a chance to go to O.C.S. [Officer's Candidate School], 

education beyond high school." Apparently his parents' advice left 

an impression, which may have been perceived by Dr. D. as an 

expectation. 

The Years of Education 

While in the Navy, he attended regular college classes along with 

his military and pre-flight training. At the time of his discharge. 

Dr. D. had accumulated over sixty hours of college credit. With the 

help of the G.I. Bill, he enrolled as a junior in a then small 

university near his home town. After he married, he worked to 

supplement the income provided by the government. He was employed 

as a "soda jerk" in the local drug store, was a member of a construction 

crew, worked in a woodworking shop [sash and door], and served as a 

short order cook in a "hamburger joint." Within two years. Dr. D. 

had earned a bachelor's and master's degree in psychology. 
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Dr. D. then worked as a civilian for the Air Force in 

psychological testing, along with studying toward a doctorate in 

his field. Lacking only a dissertation, he began correspondence 

courses in theology. These courses, the Conference Course of Study, 

are designed for those with an adequate educational background who 

desire to become Methodist ministers. When asked what prompted this 

decision he answered: 

"Sounds very unscientific, but I think I had a call to 

the ministry. Mine didn't come in any big, booming 

voice like most preachers say their's did. I think it 

was a realization over a period of years." 

His sincerely devout parents, his admiration for the minister and 

church of his youth, the "little bit of action" he saw in the service, 

and "the problems of our society" worked to convince Dr. D. he could 

be beneficial in the ministry." 

After several years of working with the church, he felt he was 

wasting his time, and "just couldn't agree with what the church tried 

to make me do or make me be." He had been seriously considering 

medicine as a profession for about six months when he was encouraged 

by a friend, a young general practitioner, just out of school. He 

said he "just felt like it was the thing for him to do. I felt like 

it was a call to medicine, much like a call to the ministry." 

Dr. D. was accepted to medical school after completing some 

required science courses. At that time, one was not considered for 
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medical school after the age of 30. He made it "just under the 

wire." Then came four years of medical school and a year of rotating 

internship. At this point. Dr. D. completed his formal education 

in a structured situation with over 300 hours of post secondary 

training. 

The First Years of Practice 

Dr. D. first practiced in a suburban area whose population was 

then 15,000. Why? 

"Oh, it was a lot of things. I was getting awfully 

hungry by this time, been living off a meager income. 

It only had two doctors, it was growing, the H 's 

(a wealthy family) had invested heavily there and it 

looked like a good opportunity to get in on the ground 

floor. I knew some people there." 

He laughs: 

"A part of it too, — I stopped by there one day to talk 

to one of the doctors who was established in town, and 

he said, 'Son, we don't need another doctor here,' and 

it made me a little mad. Thought I'd show him." 

It seems he did "show him" but only for two years. 

Following a divorce and some personal problems that tend to go 

along with that sort of thing. Dr. D. moved to a neighboring state. 

The location of his new practice was a town which had a population 
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of 1,500. The nearest hospital and specialists, indeed any medical 

care services, could be found 26 miles north or 25 miles south of 

the community. 

Dr. D. practiced there for seven years. Because of the distance 

from a hospital, much of this time was spent on the road and out of 

the office. One cannot leave an expectant mother nor a heart patient 

alone knowing that there will be at least a 30 minute drive between 

him and his patient. And, there is the possibility that once on the 

road, the physician will be needed and incommunicado for 30 minutes. 

This could mean a time span of up to an hour before the doctor could 

get to the patient. As a rule. Dr. D. stayed with this sort of 

patient at the hospital. 

When he was approached about the possibility of locating in a 

small town with a hospital, he had mixed emotions. But the thought 

of "no more driving," an in-house laboratory and an x-ray department 

complete with technicians, and at least one more physician to relieve 

some of the pressure won out. He moved to his present location. 

Because Dr. D. has moved many times, he does not want to move 

again. He enjoys his practice along with the above mentioned 

"luxuries" that go with it. He can accomplish more because his 

hospitalized patients are only a few steps away, and there is no 

more stopping to do his own lab work or to take x-rays. 

The information in this chapter indicates the importance of Dr. 

D.'s socialization process. Certainly the fact that the first 

seventeen years of his life were spent in a rural setting in a farming 
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family has been expedient in his ability to take the role of others 

in his present location. Experiences provided by Dr. D.'s years 

in the Navy, the travel to other regions of the world and the 

exposure to individuals from other backgrounds, likely provided a 

well-rounded store of references for role expectations in sundry 

situations. The first disciplines chosen for study and practice 

(psychology and theology) necessarily involved interaction with 

people in real life rather than in purely academic terms. It is 

believed that each of these factors and especially the latter, has 

contributed to Dr. D.'s apparent acceptance by the community in 

which he now resides. 

The following chapter is designed to provide the reader with 

some idea of what a rural general practitioner might expect to deal 

with during the hours spent working. Too, it should show the 

reader that those hours can approach in reality the number of working 

hours society expects from the physician. 



CHAPTER III 

THE TYPICAL WORKDAY 

If one is to attempt description of another's behavior, he or 

she should consider those factors most likely to influence the 

behavior. When these factors are brought together one can more 

readily place a specific behavior or strategy within its proper 

context. The factor creating the context, or situation, are 

Lofland's people, physical objects or equipment, space and time, 

as previously mentioned. What follows is a brief overview of the 

doctor's typical workday, taking the above mentioned factors into 

account. 

Hours: 9:00 - 5:00 

On a typical day. Dr. D. will see 48 patients in the clinic. 

"In the clinic" generally indicates those patients who have made 

appointments. The patients are scheduled at ten-minute intervals. 

Some elementary arithmetic tells the reader that the doctor's 

workday involves exactly eight hours. But consider the following, 

during office hours. Dr. D. will, on the average, hospitalize three 

people. Hospitalization of a patient requires time to write orders. 

There are emergency room patients who necessarily delay the scheduled 

appointments. Twice each day. Dr. D. visits his hospitalized 

patients, or "makes rounds." His average hospital load is eight 

21 
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patients. On most rounds, made pre- and post-office hours, he visits 

each patient, checks his or her chart for lab and/or x-ray reports, 

writes progress notes on each chart, and changes medication and/or 

orders as needed. 

Typically, Dr. D. is "on call" every other day during the week, 

and every other weekend. Weekday call begins at 8:00 a.m., and 

lasts twenty-four hours. When on call. Dr. D. is responsible for 

treating those patients who are deemed "emergency" as well as all 

"walk-ins." 

"Walk-ins" are those patients who have become ill suddenly and 

do not have an appointment. They are seen if and when there is an 

opening in the day's schedule of appointments. That is, if patients 

are scheduled continuously from 9:00 until 11:10, and again at 11:30, 

a "walk-in" will be seen at 11:20. Otherwise, he or she will be 

seen after all patients scheduled for that morning, but before Dr. 

D. breaks for lunch. After hours, anyone who comes to the hospital 

for medical attention is considered "emergency." Another way one 

might differentiate "emergency" from "walk-in" is to compare severe 

chest pain with a sore throat. However, both require additional 

time. 

Other time consuming, but necessary tasks including reading and 

interpreting x-rays and the results of lab work ordered for clinic 

patients, and answering the telephone. Unless scrubbed or involved 

in some intricate procedure. Dr. D. literally answers phone calls, 

as they come in. 
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Typical phone calls were found to include: (1) mothers, who 

allow that today Jimmy has what she brought Joe in for two days 

before, and she wonders if he can take the same medicine prescribed 

for Joe; (2) the anxious relative, usually from out of town, inquiring 

about Dad or Grandmom whom Dr. D. hospitalized yesterday; (3) a 

pharmacist, checking whether a prescription can be refilled; and 

(4) another doctor, discussing a referred or shared patient. 

There is another potential time consumer whose allotted time is 

not figured into stated office hours, the drug salesman, or somewhat 

more innocuously, the detail man. 

One and the same, this representative of a pharmaceutical 

company's job is twofold. He or she is there to put the company's 

product in front of the doctor, either to praise a new chemical 

compound or to remind the doctor of the virtues of an old one. Too, 

the representative "details" or answers questions about the sometimes 

vague wording used in the package insert of his or her company's drugs. 

A package insert, written by the Federal Drug Administration, 

contains information pertaining to such things as ingredients, 

warnings, indications and contraindications of a particular product. 

Each bulk unit of a drug will have a package insert, e.g., a 100 

count bottle of 5 mg. Valium, or a box of 4, 25 mg. Phenergan 

suppositories will have its own package insert. Sometimes, the detail 

man will inform the doctor of a new use, or more importantly, a 

discovered contraindication of an existing drug that has not yet 

been included on the package insert. 
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Dr. D. says that on these occasions the detail man will have 

information justifying the time spent with him. The detail man's 

qualification as potential time consumer is based upon observation. 

It may be that Dr. D. allows the detail to consume tijne if he (Dr. D.) 

wants to rest a few minutes and there is nothing pressing at that 

time. The author could discern no other pattern regarding the reason 

why Dr. D. sat down in his office with some of them, while others 

had to resign themselves to leaving samples, notes, advertising 

gimmicks, and so forth on his desk. 

As a rule, detail men offer another form of refreshment - new 

and funny jokes. This is consistent enough to make one wonder if there 

is a battery of comedy writers somewhere who are employed by the 

various pharmaceutical companies. Such respite from a series of 

patients' complaints can be quite welcomed. 

Dr. D. 's workday usually does extend beyond eight hours, 

especially when he is "on call," and emergency and walk-in patients 

are added to the regular patient load. And, more often than not, 

the patients require more than the scheduled ten minutes. Those with 

emotional, personal or family problems are often with Dr. D. from 

forty-five minutes to an hour. It is seldom that these patients 

acknowledge other than physical problems when calling for an 

appointment, therefore they are allowed only the regular amount of 

time on the appointment book. Only after he or she is in the 

examining room is the true source of discomfort admitted. This sort 

of incident, along with those discussed serve to make Dr. D.'s work 
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day hours more in line with society's expectations than the formally 

posted hours might suggest. 

Summary 

The foregoing account of Dr. D.'s typical work day should provide 

an adequate setting for describing the action or strategy he was 

found to employ. The people with whom he interacts are varied: the 

patients and their relatives, the nurses and technicians, pharmacists 

and physicians, and usually a pharmaceutical salesman. Aside from 

the more technical medical equipment, probably the most utilized 

piece of equipment contained in Dr. D.'s professional situation is 

the telephone. Spaces include his office and examining rooms, the 

hospital floor, and the emergency room. 

The remaining factor, time, has received the most thorough 

discussion here. It is the contention of this author that although 

all of Lofland's suggested dimensions deserve attention, time is the 

most important in this particular study. Time was found to be 

involved in two prominent strategies. This strategic use of time, 

as well as the strategic use of responsibility sharing and of 

communication is discussed in the next chapter. 



CHAPTER IV 

PROFESSIONAL SITUATION STRATEGIES 

As implied earlier. Dr. D. will see an average of 45-50 patients 

each working day in the clinic. His patients defy blanket 

description. The ages range from infant to octogenarian. The 

complaints may include anything from obesity to heart failure. For 

this reason he must utilize various strategies, depending on the 

situation. These strategies are not intended to deceive, but to 

achieve. They are used unashamedly and intentionally to establish 

rapport and to instill confidence in the patient. It was not 

ascertained whether the patients were aware of the manipulations. 

Dr. D. readily acknowledges the strategies he employs and the roles 

he plays. He understands that "belief in your own role [is] crucial 

to a hustle" (Mailer, 1979:866). 

The purpose of this chapter is to present descriptions of those 

strategies which seemed to be used frequently and effectively. Too, 

some incidences in which Dr. D. seemed to be role-taking in order to 

devise a proper strategy are pointed out. 

Strategies Involving Time 

The concept of time is one of American society's most well 

understood non-verbal communications. The time one is expected to 

wait for another may be seen as a function of status (Hall, 1959:159) 

26 
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It has been suggested that willingness to spend time listening to a 

patient implies that the doctor does not feel that he has more 

pressing matters to attend, which, in turn, may indicate concern 

for that individual (DiMatteo et al., 1980:23). The following 

observed episodes demonstrate how Dr. D. used these strategies 

involving time. 

Time to Listen: Concern 

It was stated earlier that Dr. D. answers his telephone calls as 

they come in (there are extensions in each examining room), and 

typical calls received were mentioned. The types which are pertinent 

here are the anxious relative and the mother with sick children. 

Certainly, each of these types of consultations could be handled over 

the phone with the aid of the patient's medical records and/or 

extensive information provided by the caller. When these aids are 

necessary, and they are in some cases, the caller may feel somewhat 

insignificant, since the doctor "can't remember" anything about him 

or her. If the former aid is required, the patient's records must 

be located in the files and brought to the doctor from the reception 

area. The time spent on this activity means time wasted if the 

caller waits. The patient who is physically with the doctor and 

the caller are left "on hold." Consequently, the caller is told 

that Dr. D. will return the call at a later time. 

If the doctor must resort to extensive questioning, the patient 

who is present feels put off. The author noted that the patients 
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who were present did not seem to be offended at the brief interruptions 

Perhaps their thinking was, "Next time it might be me." Interestingly, 

each assumed an air of studied inattention. 

In most incidences, only the simplest of questions from Dr. D. 

is needed. The "mother with sick children" calls are typified by 

this example. Dr. D.'s side only. 

"Yes, Does he have any fever? Let's see, he's 

about four [years old]-now, isn't he? Yes, that'll 

be O.K., one teaspoon four times a day. And, he can have 

four baby aspirin every four hours if he needs it for 

fever. Well, each one is one and one-quarter grains, 

so four is the same as one adult aspirin, and Joe is big 

enough for that. If they're not better by Friday, let me 

see them. The medication will take that long to work." 

Such proceedings possibly eliminate some anxiety on the part 

of the mother in three ways: (1) she does not have to wait several 

hours for the doctor to return her call, therefore (2) she does not 

have that length of time to worry and/or feel guilty about the 

newly ill, otherwise untreated child; (3) she does not have to bring 

two sick children to the hospital nor hire a sitter for one, while 

she bring the other. She may feel that she has fulfilled her duty 

as a mother. Since the child's illness has been tended to, she can 

be more relaxed about it. 
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She can presumably accept this over-the-phone diagnosis and 

treatment because of the doctor's behavior in the office two days 

earlier. On that occasion he appeared to give her his full 

attention. He listened. He gave no signs of being too busy nor 

too bored to treat the common sore throat. He has demonstrated that 

he was attentive by remembering her child's age and size (for dosage), 

signaling interest and concern. 

Too, a mother may feel that he has considered not only her 

children, but her as a person with her own problems. She did not 

have to spend time (nor money) on a trip to the hospital where she 

would be treated as a walk-in and consequently be obligated to wait 

to be seen until those with scheduled appointments were seen. 

Because walk-ins are fitted in on a first come, first serve basis, 

she cannot- be sure of how long the wait will be. She likely does 

know, however, that time spent in the hospital waiting room, whether 

one is ill or trying to placate one or two sick children, is seldom 

pleasant time. Having been actively involved in the raising of four 

children. Dr. D. may be taking the role of parent, and behaving 

accordingly. 

Evidently, Dr. D.'s signal of concern does come across. One young 

mother drives some forty-five miles from the outskirts of a more urban 

area, through a sizable community to see Dr. D. He asked her why she 

would drive away from many competent physicians, past several more 

to see him with her, and her family's complaints. She replied that 

the first visit was on the recommendation of a friend. She comes back, 
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she said, because "you take time with us. You explain things, and 

you really listen to me. The others [doctors] don't." Dr. D. has 

told the author many times, "If you'll just listen to the patient, 

they'll tell you what's wrong with them." It is possible that taking 

time to listen is a time saving device. 

Time to Give: No Barriers 

Telephone calls made to Dr. D. at home are handled much the same 

as those at the office. There is no answering service staffed by 

uninterested third parties, nor mechanical message recorder for 

taking names and numbers. It is conceivable that these "middle men" 

are seen not only as physical barriers, but as screeners to offer a 

menu of callers for the doctor's choice at his convenience. Those 

using such devices may choose whom they wish to call back and ignore 

the rest. 

In Dr. D.'s home there are eight telephones. There are five 

extensions for his personal number, a direct line to the hospital 

accounts for one, and two extensions of a separate line for his two 

teenagers, who are wont to tie up the telephone for undue periods of 

time. All phone numbers are listed. All have been used by patients 

to call Dr. D. 

The fact that the patient is not expected to wait a significant 

length of time to speak with the doctor (except in office situations 

as mentioned above) might indicate to him or her that Dr. D. 

perceives no status difference. 
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If this is true, then it should aid in the success of two 

strategies (accessibility and concern). First the patient, or 

concerned relative, as the case may be, should feel that there are 

no barriers between him or her and the doctor - no time barrier, 

no status barrier. The party called the doctor and spoke with the 

doctor right away. This should instill or reinforce a feeling of 

security, i.e., the doctor is just a phone call away. 

Second, the patient was not expected to wait. Hall (1959:2) 

stated that a wait of forty-five minutes or over is seen as an insiiLt, 

an injury to one's pride. Since Dr. D. handles calls as he does, 

there should be no resulting feelings of subordination on the part 

of the patient. If one phones another member of his or her social 

group, he or she might be quite offended if asked to wait until that 

party had time to return the call. When such does happen, the caller 

feels that an explanation is due. One expects to hear, "I just got 

out of the shower, and I'm dripping all over the floor" or some 

plausible excuse for being put off. If there is no explanation, 

the caller may sense that he or she is being avoided, or that he or 

she is not important enough to waste the time of the callee. It 

seems then, that when Dr. D. takes his time to speak with the patient 

when the patient calls, his message is, "I'm no more important than 

you are, just in a different line of work. You are my friend and, 

as such, important to me." It may be that his communication carries 

over into his social life. 
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Dr. D. tolerates no obstacles between him and his patients. The 

strategies involving time may work for all interacting parties. The 

generosity of time given the individual with problems tends to 

indicate true interest. Understanding that the patient's time is 

equally important should indicate equal status. If so, then two 

possible barriers have been eliminated. The patient may feel free 

to contact Dr. D. when the need arises without the fear of feeling 

subordinated. More importantly, he or she should feel that Dr. D. 

is concerned enough to listen when that contact is made. 

The amount of discussion given Dr. D.'s use of the time dimension 

is meant to be indicative of its import. Indications of concern and 

accessibility would seem crucial in establishing and maintaining a 

good doctor-patient relationship, and may be one component in 

effecting a cure. Some patients require extra motivation. Dr. D. 

has found that often this motivation can be produced by giving the 

patient part of the responsibility — not only for treatment outcome, 

but for the problem itself. This strategy for motivating the patient 

is depicted in the following section. 

Motivation and Patient Responsibility 

It has been theorized that giving the patient an active role in 

his or her treatment makes that patient somewhat responsible for the 

results (Tryon and Leonard, 1965:126). The partial responsibility 

tends to increase the effectiveness of treatment. Of course, this 

is not feasible in many illnesses. It is believed that Dr. D. has 

found at least two areas where it is feasible and it does work. 



33 

Obese Patients 

Dr. D. has a program for weight reduction which has proved 

quite successful. Word has spread and he has patients who drive 

from more metropolitan, more medically specialized areas to take 

advantage of the program. The patients lose pounds. Dr. D. loses 

money, and brags about it. This is the way it works. 

After a patient has expressed a desire to lose extra poundage, 

he or she is examined to ascertain psysiological limitations for 

dieting, if any. If the patient is otherwise healthy, a desired 

weight goal is set. The patient is given a pamphlet with information 

on the caloric content of food, and advised of the total number of 

calories he or she can ingest each day for weight loss. Dr. D. 

then instructs the patient to return every two weeks to be weighed. 

The patient is not to weigh on any other scales, at any other time. 

The catch is this, at the time of "weighing in," if the patient has 

lost weight, or has not gained weight, the doctor forfeits his fee. 

If there has been a weight gain, the patient is charged the full 

fee for an office call. The judgement is made on as little as one-

half pound. While observing, the researcher found the "losers" to 

far outnumber the "gainers." Dr. D. is continually amazed at how 

much motivation "something for nothing" provides. 

Certainly, the "freebie factor" plays a part in the success 

stories. This researcher believes Dr. D.'s strategy accounts for 

much of it, a strategy that involves human behavior rather than money, 

These observed interactions support this. 
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Dieter, who had gained two pounds: "I try, but 

sometimes when I sit down to eat, to a meal ~ well, 

I can't resist." 

Dr. D.: "I can't be with you at meal time to put 

the right amount of food on your plate." Turns to 

husband of dieter, "Can you do it for me?" 

Dieter: "No! I'll do it." 

To another, upon reading her chart: 

Dr. D: "You've gained this time, half a pound." 

Patient: "Yes, I'm sorry." 

Dr. D.: "No, I'm sorry. I feel like I've failed you." 

Patient: "I'm the one who failed. It's not your problem, 

it's mine." 

Dr. D. grins: "That's what I wanted you to say." 

There is much praise for those who have reached or are near 

their goal. For those who are losing, but slowly, there is 

reassurance that it will come off, and that "slow" is the way to go. 

Dr. D.'s comments heard in these situations were, "You have really 

done well." "Aren't you proud of yourself?" "You're doing just 

fine, really. You didn't gain it overnight, you won't lose it 

overnight." With this strategy, there is little chance the patient 

can shirk the responsibility. 
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Enuretic Children 

Dr. D. has found that the responsibility-sharing strategy works 

well with bedwetters, too. The strategy here is aimed at making the 

child feel mature enough to accept the responsibility for his actions. 

Of course, the child is brought in by the parent(s). After determining 

the absence of physically related problems, the session is between the 

child and Dr. D., no one else is allowed. The child is instructed 

not to drink liquids after 6:00 p.m. He or she is told to place an 

alarm for a middle-of-the-night hour designated by the doctor after 

interviewing the child. The patient alone is responsible for winding 

the clock and setting the alarm each night. When the alarm sounds, 

it is up to him or her to get up and go to the bathroom. He or she 

must not awaken his or her parents. It is the patient's problem, 

and only the patient can correct it. 

The next step is the cincher. Before going to bed each night, 

the patient is to call Dr. D. and report the success or failure of 

the night before. 

Dr. D.'s end of the conversation goes something like 

this, "Hi, old buddy. What happened last night, 

how'd you do? — You were?" Then depending on the 

obvious, either praise or questions, such as, "Did 

you remember to set your alarm?" "Does it wake you?" 

"Did you drink a lot of water during the day? ~ After 

6:00?" And always, "Be sure to let me know about 

tonight." 
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Most children seem to view adult status as the ultimate state of 

being. Perhaps this is because they see it as a time when they alone 

have control over their actions. Dr. D.'s strategy gives them some 

of the control they seek, therefore the strategy may function as 

positive reinforcement. That is, if they are successful, if they do 

"stay dry" more often than not, they will more likely be allowed to 

continue what they perceive as adult behavior, e.g., responsibility 

for the clock and limiting fluids, using the telephone and seeing 

Dr. D. in his office alone. They may fear that if they are too 

often unsuccessful, they will be "demoted." Possibly they try 

harder to "stay dry" for this reason. At any rate, the strategy 

has worked in a number of cases. 

Truth in Communication 

Another strategy involves going to any lengths to communicate 

with the patient, and may be spawned by role-taking. Recently, when 

Dr. D. was himself a patient, he demanded to know every detail about 

his illness, treatment and recovery. However, there does tend to be 

some disagreement within the medical profession, as well as among lay 

persons, whether the patient should be "told the truth." It is not 

an issue concerned only with terminal illnesses. Anything less than 

a full and understandable explanation of the illness and/or treatment 

might be construed to be less than the whole truth. When this error 

of omission is detected, the message received by the patient may be, 

"You're not quick enough to understand. I'd be wasting my time." 
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Dr. D. was not observed to assume such. He was observed to use 

whaterver communicative devices necessary for the patient's 

comprehending his or her condition and/or therapy. 

This strategy could be labeled the strategy of non-strategy, in 

much the same vein as the philosophical idea that to make no choice 

is indeed to make a choice. The strategy is most discernable with 

his pediatric and geriatric patients. 

The Children 

Dr. D's strategy with his pediatric practice is designed to 

build trust and inhibit fear of doctors. He always levels with the 

child about any pain that might be associated with the treatment or 

illness. 

Preparing the area around a laceration for stitches, 

he told a young male, "The first stick [of the needle] 

will hurt some, but the medicine will deaden the skin 

and you shouldn't [rather than 'will not'] feel the 

other needle sticks. It [the cut] might hurt some when 

the medicine wears off later." 

On one occasion, he sternly corrected a mother whose child had 

a broken wrist. The distraught child began to sob when Dr. D. 

started to inject a local anesthetic to lessen the discomfort of 

setting the broken bone. When the mother admonished the child to 

"Quit that! He's not going to hurt you." she was silenced by a 
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piercing look from Dr. D. Then Dr. D. told the child, "Yes, the 

shot will hurt a little. But lining these bones up will hurt worse 

if I don't give it to you. And, we have to get them in the right 

place so you can use it when it gets well." 

Those children who cannot yet understand verbal communication 

are not ignored when it comes to explanation. When they see Dr. D. 

start toward them with an unfamiliar object, they sometimes display 

apprehension. Dr. D. was observed to communicate "this won't hurt."̂  

On one occasion the author witnessed a father working to stifle a 

gag when he got the tongue depressor first. Later, a mother's ears 

were examined for purposes of communication only. Both toddlers got 

the message. The use of non-verbal communication in such cases is 

recommended in Talking With Patients (Bird, 1955:73). 

Dr. D. was observed to indulge in some chicanery. He is quick 

to justify the same as a means to a desired end. The first instance, 

when the dreaded injection was inevitable, may be called the "cop 

out." He was not physically present when his nurse gave the shot. 

He says he never is, if he can help it. She is then made the 

villian of the situation. Another is nothing but blatant bribery, 

"I won't give you a shot this time if you'll (1) give me a smile, 

(2) promise to take your medicine" and so forth. This is used only 

after it is certain that the child does not need a shot. 

Dr. D. is very popular with children. During this research, a 

mother told the author that her four year old daughter suggests going 

to see Dr. D. at the least sign or mention of an ailment, no matter 
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what, no matter whose. The child calls Dr. D. "my doctor," and 

reportedly, this pint-sized patient is not alone in this behavior. 

It may be because the children like the fact that Dr. D. talks 

with them, not to them. 

The Senior Citizen 

This is another group of patients with whom Dr. D. uses little 

or no strategy as such. There is none needed. His geriatric 

patients seem to sense that his interest and concern for them is very 

real. The relationship is not easily explained. A woman well into 

her 60's brought her father in while this study was being done. 

While the doctor was seeing him, she told this researcher, "He sure 

speaks well of Dr. D. He likes him, the way he dresses, his appearance 

and all. He thinks he's different. He just likes him." 

Perhaps that difference is a combination of several things. 

He will not settle for blaming the patient's age alone for the 

complaint. He believes that in many cases the illness or discomfort 

can be treated much the same, with much the same results, as his 

younger patients' illnesses. Too, the author has heard Dr. D. state 

that death is the only way known to avoid aging and its eventual 

infirmities. If he sees aging as a part of his future, perhaps his 

response to these senior citizens is tempered with role-taking. 

Incidences were observed which lead the author to believe that 

Dr. D. is in agreement with Hugh Drummond's (1980:28) statement, 

"A decline in your faculties ... is not inevitable. A switch is 
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not thrown in your nervous system when you reach 65." The following 

cases support this notion. 

An elderly female patient (to the author): "Well, you 

know why I came to Dr. D.? When he came here, he 

started taking care of an 82 year old lady we all 

thought was 'bout dead. Kept her alive [for] four 

years. Not just alive, but gettin' out and goin'! 

Went to church and all. I want that." 

And another, in for a check-up: 

Dr. D.: "Hi Mrs. . How are you getting along?" 

Patient: "Oh, fine, fine. Life's worth living as long 

as you keep me [feeling] like this. I just do whatever 

I want to." 

And, he always takes time to explain the problem, and what he is 

attempting to do about it. If there is nothing to be done, they will 

know that, too. They are not like those who, despite numerous and 

lengthy visits to the doctor still know very little about the malady 

(Birenbaum et al., 1979:577). Communication with the elderly can 

be a little sad, and perhaps a little scary when the role-taking 

component is included, as was this episode with one quite confused, 

elderly lady. She is having trouble with her memory, and she cries 

alot, but doesn't know why. 
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Patient: "... but, I remember you [Dr. D.]. You'd 

be hard to forget. (Pause) Am I going crazy?" 

Dr. D.: "No, you're not going crazy. Your hardening 

of the arteries is not letting enough oxygen to your 

brain. It can't function properly." 

She gives him a puzzled look. 

Dr. D.: "It's much like a car engine. If it doesn't 

get enough gas, it doesn't run smoothly." 

He nearly always adds a touch of fun to this time with them. 

Most of them are addressed as "young man" or "young lady." The men 

are kidded about women; the women are flirted with, and they respond 

to it. They smile, they sparkle for a moment. 

When the author commented about this briefly assumed aura. Dr. 

D. offered her a plausible explanation. 

"Most of the time when anybody takes time to say any

thing at all to older people, it's Are you all right? 

Did you have a bowel movement today? Here, take your 

medicine. Why don't you rest a little while. Sit 

down and shut up. They never hear anything that doesn't 

remind them that they're old and in the way. Maybe that's 

why they perk up a little. 

This change in demeanor is visible in situations such as the 

time Dr. D. was in an elderly man's hospital room. After reading 



42 

his chart, he said to him, "Looks like you'll be chasing the nurses 

before long." The patient's expression gave every indication that 

he might do just that. 

And this exchange with an older woman after an asthma attack: 

Patient: "What causes it? I mean, with all this medicine I 

take . . . ?" 

Dr. D.: "meanness." Not another word. 

The joking is not meant to insult nor to humiliate the patient. 

In none of the cases observed was it taken as such. In each case, 

however, the patient of senior citizen status was treated with 

respect. "Sir" or "Ma'am" was never omitted when answering the 

patient. 

Perhaps their feelings for him goes beyond respect to liking. 

According to Segal (1979:260), liking is related to "mutual leisure 

activities" whereas request is based on one's contribution to group 

goals. Invitations such as the following are frequent. This one, 

extended by an older female patient, took place recently in the 

local cafe. 

"Dr. D., I know you've been asked before, but we'd like 

to have you eat with us at one of our Senior Citizen's 

cinners. We have them every other Thursday at the 

center. I know you're not a senior citizen, but 

everybody cooks something and takes it and it's real 

good." 
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It is usually appreciated when one is treated as a human being 

capable of coping and understanding. Very young children and elderly 

people are often denied this consideration. This may be because 

they are not believed to be capable of mentally digesting or 

retaining verbal and non-verbal communication. This imputation is 

based on age only in many cases. Dr. D. has found that there are 

events which these age groups, located at the extremes of the life

span, can understand and remember. The occasions are those times 

when they are allowed the status of rational human being with 

functioning cognitive faculties. It stands to reason, then, that 

they will want to be with those who allow them this opportunity. 

Summary 

It seems that Dr. D.'s use of strategy in professional situations 

has served him well. The strategies involving time seem never to be 

abandoned, but perhaps coupled with another strategy that has been 

suited to the situation at hand. When warranted, the patient is 

strategically motivated through the acceptance of partial responsibility 

for the therapy, and sometimes, the problem. In some cases, particularly 

with the geriatric patients and young children, the situation seems to 

be defined through role-taking. It is at this point that the 

strategy is devised or chosen. 

This route of "role-taking for definition of situation to determine 

strategy" is seen in some aspects of Dr. D.'s non-professional life, 

too. Certainly, the strategy in relation to the situation is present. 
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Another facet of role theory obvious in this area is role performance 

in accordance with expectation, sometimes achieved with role distance. 



CHAPTER V 

PERSONAL SITUATION STRATEGIES 

Earlier in the text, problems associated with the rural practice 

were discussed. It seems that many of these problems can be 

eliminated with adept role performance by the practitioner. Some 

can be lessened if the practitioner is willing and/or able to use 

the proper strategy. The purpose of this chapter is to describe 

some of the strategies Dr. D. was observed to employ outside the 

medical setting. Of course, being away from the physical space 

of his profession (the office, the hospital) does not always mean 

he is separated from his role as doctor. 

Autonomous Continuing Education 

There are several reasons why a general practitioner located in 

a rural area must continue to study, must "stay up." General 

practice means just that — the practitioner is expected to know, 

and be current in all facets of medicine, all systems and parts of 

the body in contrast to the specialist who need know and be current 

in only his or her chosen area. In the rural community there is 

likely no specialist. Neither is there likely to be an extensive 

medical library, nor a sophisticated laboratory for quick reference. 

Related to this study, the nearest of any of these is sixty miles 

away. 

45 
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As mentioned earlier. Dr. D. is not on call on alternate nights 

and weekends. He spends Wednesday afternoons out of the office, too. 

However, this does not exactly mean that Dr. D. is not working. A 

great deal of the time away from the actual practice of medicine is 

spent learning medicine. 

For several years. Dr. D. has subscribed to a service that 

records pertinent lectures at medical meetings and mails one cassette 

each week to subscribers. Each tape will have two lectures. The 

cassettes may not be listened to right away, but they will be, in 

time. On the average, twenty-five medical journal are delivered to 

Dr. D. each week. Such forms of continuing education by self 

instruction has been shown to be valuable, even though not used by 

the majority of physicians (Rube, 1980:846). 

Everyday Benefits 

This research made the author more aware of the number of 

journals present in Dr. D.'s home. Indeed, the bulk of these 

periodicals were found in the living room. But, a quick check 

revealed their presence in the dining room, the kitchen, the study, 

one bedroom and two bathrooms. No journal is disposed of until 

Dr. D. has scanned its contents to make sure there is nothing there 

that he wants to read. Very few journals are ever thrown out. It 

is not in vain. Recently, on one "night off," he put down his 

journal and headed for the phone. The following took place: 
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Call number one, to the hospital. 

Dr. D.: "Pull John Doe's chart and give me his home phone 

number. Thank you." 

Call number two, to Mr. Doe, 

Dr. D.: "This is Dr. D. I was just reading an article 

on Telectin, the medication you're taking. Do you 

remember why Dr. gave it to you? They've 

found some possible side effects and it just may be 

your problem. (Doe had been in the clinic that day.) 

Can you come back in the morning? Good. Don't 

take any more of it until I can see you." 

Sometimes he is astonished by what he "happens to read." One 

noon hour, during this research, this author heard: 

"This is fantastic. Here's an article on the new 

findings on hereditary angioedema. I can't believe 

this. I had a patient in with it yesterday. I 

learned about it in medical school some 20 years ago 

but I've never seen a case of it until yesterday. 

God may not like me, but he takes care of my patients!" 

Probably most of Dr. D.'s patients are unaware of the time he 

spends studying. But it seems they are not unaware of his competence, 

Many resist his decision to send them to another doctor, but as a 

rule, he wins. Upon return, many display a "see there" attitude, or 

relay compliments. These pertinent examples illustrate: 
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Dr. D.: "I'm going to call and make an appointment 

with Dr. for you. I think he needs to see 

you and get this thing cleared up." 

Patient: "Can't you try something else? I'm willing. 

I'd rather stay here. I'd rather not go to anybody 

else." 

Dr. D.: "I usually use Dr. or Dr. for 

this type of surgery. They have always done a good 

job for me. Do you have any objections?" 

Patient: "I want you to do it. Can't you do it? 

You know all about me and I'd just feel safer." 

Patient, upon return from a referral: "He [Dr. 

] told me exactly what you did. Didn't find 

another thing. He told me to keep using the same 

medicine and to see you if I had any problems [see 

there]. I'll bet he wasn't in that room five 

minutes! I'm not going back." 

Young man, recovering from a severe accident: "Dr. 

said you did all the right things before you 

sent me over there that afternoon. He said if you 

hadn't done what you did, I'd be dead. I've never 

gotten to thank you." 
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The above examples should indicate that Dr. D.'s role of 

competent physician has been established in this community. Perhaps 

the residents do not realize that this competence is augmented by 

many hours of personal time spent studying. They have learned from 

experience, as well as from other physicians, that he does know 

medicine. 

Practical Benefits 

Some of the information garnered from the journals and tapes are 

not so obvious. If is definitely a boon in the decision making process 

involving possible candidates for surgery or other complex therapy, 

and those who suffer some sort of acute trauma such as traffic or 

industrial accidents. 

In Dr. D.'s community there is no blood bank. At one time, 

there was a "walking blood bank." The people who volunteered to be 

a part of it left their name, blood type, and telephone number on 

file at the hospital to be used in emergency situations. It is no 

longer active. Several years ago, the federal government sharply 

limited the sale of the type of bottle needed to draw and store 

blood. The legislation eliminated sale to the hospital where Dr. D. 

practices. 

It also curtailed a procedure Dr. D. had used since beginning 

to practice medicine. When a patient chose to undergo an elective 

surgery, it was scheduled several weeks ahead. During the interim, 

the patient came into have his or her blood drawn and stored until 
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time for the surgery. If the patient did need blood at the time 

of the surgery, his or her own blood was available with no delay. 

Currently, arrangements must be made for someone to drive sixty 

miles to the nearest blood bank to secure the proper type. It means 

a delay of at least three hours. 

Dr. D.'s rural community is typical in that it has no specialized 

physicians. Neither does it have a resident nurse anesthetist. If 

surgery is scheduled, an anesthetist from out of town will come, if 

available. There is no emergency surgery in Dr. D.'s community. 

If a community lacks these three things, the physician specialist, 

the blood, and an anesthetist, its general practitioner must first and 

foremost know his limitations. He must be able to evaluate the 

illness in terms of his knowledge and training, and the facilities 

available to him. He must decide whether or not the patient is strong 

enough to stand being transferred, if indeed this is his decision. 

In the case of severe trauma, Dr. D. must make quick decisions 

involving the extent of the injury. Along with those decisions 

listed above, he must know what can be done to stabilize the patient 

and make him or her as comfortable and as free from complications as 

possible during the sixty mile trip. 

Acquiring new ideas and techniques from the educational 

materials mentioned can only help in these decisions. Learning 

alternate methods of treatment and refreshing the memory about those 

already established would seem to be an invaluable aid to the 

isolated rural practitioner. Spending some personal time in the role 
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of student may also be a practical strategy, especially when surgery 

or acute trauma is involved. 

Social Group Acceptance 

As stated earlier in this treatise, human beings need sociability 

Dr. D. is no exception. According to published statistics, the median 

number of school years completed for all residents of Dr. D.'s 

county, over 25 years of age, in 1970, was 10.6 (Long Range County 

Program, 1979:12). It might be a problem for Dr. D. to establish 

rapport with many of these residents in order to become a member of 

a social group. It seems that Dr. D. had found and uses strategies 

to accomplish this. Presented here are two notable strategies. 

The Sports Fan 

Each year he gives the high school athletes their required 

physical. He has done this each year since he has been in town. 

"Gives" is not used loosely. Neither the athletes or the school 

district is charged a fee for services. The physicals are scheduled 

on Wednesday afternoon. Dr. D.'s time off. He says it is good public 

relations, that those teenagers will soon be the young adults in the 

community with families. Plus, he says, it gives him contact with 

them on an unsolicited basis. Later, while teenagers, if they do 

have problems that need attention, they might not feel quite as 

reluctant to see him. 

More importantly, it is a way to befriend those who coach the 

athletes. Dr. D. enjoys sports, and not unlike other sports fans. 
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he enjoys rehashing any game. He can display his interest in this 

while tending to game injuries. It seems that once the coach 

realizes this. Dr. D. has made a friend. 

There have been many "delayed" replays of high school, college, 

and professional games held post-game either at a kitchen table or 

on the phone. The discussants participating are "Coach," "Doc," 

and occasionally others. The point is, no difference in social 

class is felt, and none is expected. It is the interaction of a 

social group (Robertson, 1977:140) with like interests (the sport) 

and a common goal (Saturday morning quarterbacking). For Dr. D., 

it is a mental vacation away from medicine. 

The Farmer 

The economy of the community in which Dr. D.'s practice is 

located is based on agriculture, primarily cotton. Dr. D. was 

raised on a small farm on which was grown, primarily, cotton. It 

has been many years since Dr. D. has been involved in producing a 

cotton crop and this seems to work to his advantage. That is, he 

knows enough about the procedure to open a conversation with the 

many agrarian residents of the area. But, he has not kept up with, 

does not know all the innovations and new techniques employed by 

farmers today. So, he asks them. His role performance is calculated 

to present himself as a potential friend. 

Such inquiries may serve two purposes. First, Dr. D. has 

implied that he does not know everything about everything, and 
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perhaps erased, or at least smudged, the "pointy-headed intellectual" 

image. His behavior might connote, "You are the knowledgable one 

in your endeavor, and I in mine. We are equals." Along with this 

connotation comes implied interest in the person as a person in 

contrast to the person as a patient. It must be that the message does 

come across. During the season. Dr. D. receives a number of 

invitations to "ride out [to] the field and look at the cotton." 

In cases such as the above. Dr. D. has been observed to engage 

in behavior meant to express role distance (Goffman, 1961:108), much 

like the following. 

Joe Blow: "Doc, while I'm thinking about it, my boy 

says his arm hurts so bad he can hardly stand it when 

he bends his elbow. Wha' d'ya think he ought to do?" 

Dr. D.: "Tell him not to bend his elbow." 

What he seems to be saying is, "In this situation, at this time, 

I do not want to be the professional. I want to be your friend." 

It can be assumed that Dr. D. does not use role distance because 

he feels uncomfortable or unsure of his professional status. One 

need only see him perform the intricate procedures of suturing to 

realize that he has indeed "embraced" the role (Goffman, 1961:106). 

It is more likely that the "expression of distance" is the result 

of feeling "secure in his attachment" to the role (Goffman, 1961: 

130).^ 
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Consequences of Success in Role of Friend 

If anything, the friendships reinforce the determination of 

' those who are reluctant to see another doctor at Dr. D.'s suggestion. 

They want him to take care of them. They seem to feel that he knows 

them personally, and won't let anything happen to them if at all 

possible. 

Dr. D. fosters this feeling of concern. Very few patients 

leave the clinic with only treatment. Most of them hear, "Call me 

if you have any trouble." And they do. They tend to extend that 

statement beyond the current illness, and beyond the telephone. 

As mentioned earlier, there are eight telephones in Dr. D.'s 

house; all can be unplugged. It does little good. As in most small 

towns, everyone knows where everyone lives. Patients come to his 

home for treatment. It makes no difference that he is not on call. 

One might interpret such action thus, "'On call' is for doctors. 

Dr. D. is a friend, therefore he won't mind. That's what friends 

are for." And this feeling of friendship is many times augmented 

by the fact that after the home examination is completed, presciption 

written and/or instructions given, the patient is offered refreshment 

Perhaps this recovers some of the patient-doctor intimacy lost with 

the decline of house calls (Hassinger, 1976:173). 

Evidently, many of the resident feel that Dr. D.'s ability to 

"take care of them" extends past their medical problems even to the 
1 

small community's important institutions. It may be that they 

think the persuasiveness and knowledge he displays in medical 

situations to be equally potent in all situations. 
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It has been suggested that "doctors are coming to be regarded 

as interchangeable because they all have the same training . . . 

what Weber called the routinization of charisma, the gift of grace 

being transferred from the man to his position" (Myerhoff and Larson, 

1972:71). The author believes such is not true in this case. 

One fact supporting the author's belief is the length of time 

five other doctors have spent living and practicing in the community. 

Each spent no less than one year, but no more than two. These 

transient physicians have come and gone since Dr. D. has been in the 

community. All are competent physicians now practicing elsewhere, 

and in a larger community in every case. The information given to 

Dr. D. and the author at the times of their relocation leads the 

author to believe that they were not satisfied living in this area. 

The implication is that the community demands more than "training" 

from the professional in order to be accepted. 

Another refutation of Myerhoff and Larson's suggestion is the 

power factor attributed to him by many residents. It seems that some 

of the townspeople believe Dr. D. to be able to "affect the decisions 

and actions of others beyond any authority to do so" (Horton and 

Hunt, 1976:312). One incident leading the author to think this is 

true concerns one of his juvenile patients who was involved in a 

legal matter. The child's father asked Dr. D. to call the country 

attorney and "talk to him about Johnny." He thought it would "help." 

Dr. D. did not attempt to intervene explaining that he knew Johnny's 

physical ailments only. Additional support for the author's 

contention should be obvious given the following occurrences. 
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Dr. D. was turned off to organized religion some years ago,^ 

consequently he has attended church services in the community only 

three times. Yet, he was elected to serve on that church's 

administrative board for a four year term. 

He is in no way officially connected with the public school 

system, yet when representatives of the Texas Educational Agency 

visited for an investigation, they came to Dr. D. for information 

and his opinion on the matter. He has been asked repeatedly to run 

for a place on the school board ~ by parents, teachers, and 

administration. To the knowledge of this author, none of the 

previously mentioned doctors were perceived nor treated as community 

leaders, nor as influential. 

It seems that the charisma is still possessed by the man rather 

than the office. Imputations, such as the above, are, according to 

Snyder (1980:30), often the mark of a high self-monitor; they "emerge 

as leaders in groups, organizations, and institutions." 

Perhaps "self-monitoring" is a part of the skill of selecting 

the most pragmatic role from the set one possesses. For better or 

worse. Dr. D. apparently has this skill. Many residents have 

accepted him in the role of friend with all this implies. 

This chapter has presented various strategies used by this 

country doctor to deal with some of the problems a practitioner 

might face if he or she should locate in a rural area. By resuming 

the'role of willing student. Dr. D. has kept abreast of medical 

developments even though no formal post-graduate seminars are held 



57 

nearby. He has evidently been convincing in his role performance 

given to gain acceptance as a friend, thereby eliminating the 

problem of lack of sociability. The performance, meant to present 

the actor as an individual of equal status who is interested in 

another's activities, is seemingly successful. 

Thus far, this research has projected the image of an actor 

who seems to be constantly "on stage." He is a very real person 

with very real emotions, and with not only a past and present, 

as divulged here, but with plans for the future. 



CHAPTER VI 

THE ACTOR 

This presentation has indicated that perhaps one of the major 

factors contributing to the professional's satisfaction with a rural 

location is his or her ability to play the role most suited to the 

situation. In order to do this effectively, one's behavior should 

serve to all but eliminate the discrepancy between role expectation 

and role performance in a given situation. It follows that the 

persuasive actor must be aware of the behavior expected of him or 

her. And such insight, it seems, can only be garnered through 

experience, that of being human. Offered here is evidence that 

the subject of this research is indeed a human being who continues 

to learn effective behavior through interaction, and who has no 

plans to cease the process. 

Learning the Role 

In the preceeding chapters, Dr. D. has emerged as an individual 

who seems to have mastered the art of role-taking, producing a well 

developed "me" (Mead, 1934). Still there are frustrating 

situations which on occasion elicit basic human emotions, or Mead's 

9 
"I," as the following should clarify. Some of the examples tend 

to support the premise that through interaction one learns what 

adjustments in behavior are necessary to achieve the desired goal. 

58 
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Patient Related 

There are times when the author has questioned Dr. D. concerning 

his patience with some of his patients' behavior. His explanation 

is that when an individual comes to his office, that individual must 

have a problem. Dr. D. feels that whatever the problem, it affects 

that person's behavior. This justification many times extends to 

those who are not patients, but who are concerned about a patient. 

Occasionally, Dr. D. does not see fit to grant such allowances. 

One assumes that if a person spends time, effort and money 

in order to see a physician, he or she is seeking relief from some 

problem or condition. (In this society, one is free to choose 

the physician one wishes to use, and free to change physicians 

if one decides he or she is not receiving optimum care. Given 

the above, one might think that once the physician is contacted and 

the diagnosis made the patient would attempt to follow the 

prescribed treatment. This is not always true, and it can be a 

very trying situation for the physician. 

The typical pattern for these patients is to make another 

appointment with the same doctor, and complain that the problem 

is no better. Upon questioning by the physician, the patient reveals 

that he or she did follow doctor's orders, for a day or two. At 

that point, the patient explains, it was decided that the treatment 
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was not working, therefore it was terminated. It is seldom that 

Dr. D. prescribes a medication without strongly advising the patient 

to "take it all, just the way it's prescribed." There are some 

medicines that are effective with a day or two, but very few. 

More often than not, the pattern is repeated. Knowing that 

Dr. D. has encountered such situations, he was asked his remedy for 

same. 

"When this first starts developing, I try to explain 

the medical reasons, in lay language, to them so they 

can understand the reason why they should take the 

medication, or why they should take the exercises . . . 

or for the hypertensive to stay away from salt, or for 

the obese to reduce. If they continue to disagree with 

me and keep coming back, there's some reason for it. 

They're coming to see me because they're looking for 

support in some other area - maybe emotional problems. 

They're not just coming to see me, not spending their 

money for no reason at all. [If this continues] I 

bluntly will tell them 'I can't do you any good. Why 

don't you go somewhere else' . . . because I'm human 

too. I can get a little short tempered occasionally." 

At this point in the relationship, the patient will usually either 

"go somewhere else," or will reveal the true problem. 
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Another type of disconcerting situation, according to Dr. D., 

can be created by a patient's relative who decides that the patient 

should be moved to a larger medical center and be treated by a 

specialist. This relative feels sure that the patient would receive 

"better care." As a rule, the patient has not been consulted. Always 

if the transfer is warranted, and the patient is at all able, the 

arrangements will have been made. Dr. D. explains it thus: 

"I believe if it's good for 'Mama' then that's what 

should be done. It may hurt my pride and my feelings 

a little bit that they don't think I'm the greatest, 

. . . but if it's not best for 'Mama,' well I'll put 

up an argument." 

Sometimes the relative has acquired some medical knowledge, often 

just enough to be dangerous. Dr. D. handles a little differently: 

"First, I tell them the truth. I approach it from a 

medical viewpoint . . . and I'm not above using some 

words that they don't understand, try to impress them 

with my language and knowledge. If it comes right 

down to it I say, 'What do you want done. I've done 

all I can do here. Where do you want me to send her 

[patient].' I don't hesitate. Used to, when I first 

started in medicine, I didn't want to transfer anybody 

unless I felt it was medically necessary. Now . . . 

I've got more than I can take care of." 
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There is one aspect of Dr. D.'s present set up that he 

particularly appreciates. The hospital's bookkeeping department 

handles all his billing and collections. Unless someone has owed 

him for a very long time, with no arrangements for payment, he does 

not know who pays and who does not. He often says he likes it that 

way. If it has not ever been brought to his attention that a certain 

patient will not pay his or her bill, then it cannot interfere with 

that patient's treatment. He or she will receive the same medical 

care and interest as the patient who pays promptly. 

When Dr. D. knows that the patient does owe, is able to pay but 

has not, and very likely will not, some personal feelings will enter 

the situation. It may be role conflict. Dr. D. is a husband and 

father, and as scripted by this society, is obligated to support his 

family. When questioned about how he deals with such, he answers: 

"I don't have to see anybody I don't want to. I will 

determine if it's an emergency. If it's an emergency, 

I will see them. I've never turned anybody away from 

my office that needed emergency help, and I never will. 

If they show up in an examining room during office hours 

there are techniques to make people dislike you . . . 

you can be gruff and abrupt . . . And, there's nothing 

wrong with saying 'Hey, look, you owe me some money.' 

And I've done this a number of times. 'You wouldn't 

work for me if I didn't pay you. I won't take care of 

you medically if you won't pay me." 
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This author knows that he has gone a little farther than that. 

Once he was called in the wee hours of morning. When he arrived at 

the clinic, he found a patient who had owed him for two years for 

his wife's obstetrical care. The man was obviously quite inebriated, 

and had a laceration which needed closing. When Dr. D. finished 

suturing, the following took place: 

Dr. D.: "If you can afford to spend enough money on 

alcohol to get you in the shape you're in, you can 

afford to pay me. You've owed me for that baby for two 

years." 

Patient: "Well, I just can't do that right now. I don't 

have any money." 

Dr. D.: "Get back up on the table. I'm going to take 

back my stitches. I don't give those things away." 

With that, the patient reached into his pocket and brought forth a 

roll of money. He peeled off what was owed Dr. D., plus that 

night's charge, and left. In some cases, displaying unmistakably 

human traits pays. 

Governing Body Related Situations 

Uncooperative patients and over-emotional relatives are not the 

only types of unsettling situations for Dr. D. He can become irrate 

when anyone attempts to tell him how to practice medicine, and 

especially so when the "instructor" is a third party with no medical 

knowledge. It appears that the worst offenders are those in a 



64 

position that they evidently feel allows them that right. Because 

this author has heard Dr. D. expound on the following many times, 

he was pointedly asked about them. Some background is given, too, 

for elucidation. 

The hospital and clinic, along with all equipment and supplies, 

are owned by a hospital district. Those who reside within the 

district are taxed, and are charged with electing the hospital's 

board of directors. Any doctor who wishes to become a staff member 

must have that board's approval. For ten percent of the physician's 

income, he or she can lease office space and equipment in the clinic, 

is provided with an office nurse, and can purchase supplies from the 

hospital. Janitorial, bookkeeping and receptionist services are 

included. Dr. D. believes this sort of medical situation the most 

beneficial and least expensive for the medical facility, the residents, 

and physicians located in rural areas. 

The board of directors, along with the administrator, actively 

seek doctors who might be interested in practicing in the community. 

When one expresses an interest, the hospital district usually pays 

his or her expenses to visit the community and meet with the board. 

Of course, any physician can locate in the community, but without 

hospital privileges, it would tend to be a very difficult situation. 

On the other hand, a hospital must have a staff in order to function. 

This seemingly understandable relationship between the hospital 

board members and the physician has produced some disturbing incidences 

for Dr. D. 
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Because of the process described above, some of the members 

of the community believed Dr. D. to be working for the hospital, 

that is, they believed that Dr. D. was on salary and directly 

accountable to the hospital board. There were a few of these 

residents who sought out a board member if he or she had a complaint 

about Dr. D.'s medical treatment, e.g., he should have taken an x-ray 

(or should not have); he gave a child a shot (or did not) ; he kept 

the father in the hospital too long (or not long enough) . Many of 

the hospital officials began to assume this role of "boss," and 

would come to Dr. D.'s office and demand an explanation about the 

incident on behalf of the patient. It should be kept in mind that 

Dr. D. practices in a rural area. The board members are farmers, 

either retired or active. They have, at most, the average layman's 

knowledge of medicine. 

Knowing that a physician should try to sustain a good working 

relationship with the hospital board, in this case to facilitate 

acquisition of new equipment, etc.. Dr. D. was asked how this problem 

had been solved. If he got wind of it, he attended the next board 

meeting, then: 

H T J I'd explain my situation, give them to understand — in 

no uncertain terms — that I did not work for them. They 

could not dictate to me in any way, form or fashion . . . 

that we had [a contract office lease,] hospital privileges 

if they weren't satisfied with the contract, they could 

break it. But they could not dictate my medical practice 
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or my private life. And, then, try to explain the 

individual situation of which they were being critical. 

After we'd reached some sort of agreement, before I 

left [the meeting] I'd say, 'I admire you fellas. I 

don't know how you put up with this sort of harassment 

from people.' I would always find some way to 

compliment them on the job they are doing — always 

leave them with a good taste in their mouth." 

His succinct description of the above was, "Choke 'em with butter." 

When queried about a one-on-one situation with a board member, he 

answered, "I tailor the answer to the individual." 

If a rural hospital should choose not to participate in the 

Medicare/Medicare program, it is doubtful that the hospital could 

survive. As mentioned earlier, rural populations tend to be older 

and be employed in lower status occupations. A hospital must 

qualify if payments are to be received. The program has it own 

personnel to dispatch to hospitals to check standards. Some of the 

personnel do have some medical training. Those who do not are 

armed with regulations. A typical regulation might state that a 

patient with a particular illness may be hospitalized no less than 

14 days, and no more than 21 days. If a patient is released before 

or after the stated time limits, there will be questions. Should 

the government not agree with the attending physician, no payment 

is forthcoming to the doctor or the hospital. 
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The program demands access to all areas of the hospital. The 

patient's rooms, surgery, laboratory and all patient records, including 

those who are not on the program, are scrutinized. In Dr. D.'s case, 

this inspection covers his office and examining rooms as they are 

physically a part of the hospital building. 

Dr. D. had yet to reach the point of trying to control his 

behavior with this "governing body." The following quote best sums 

up his feelings. 

"I never have and never will let them interfere with my 

practice. They may interfere with my office routine, 

because I can't help it, I live in this country . . . ." 

Perhaps the investigators' propensity for coming between Dr. D. 

and his dispensing of the best possible medical care is the most 

frustrating aspect of these "audits." Recently one of these men 

was threatened with bodily injury by Dr. D. if he did not "get his 

ass out of the lab" so that the technician could complete the lab 

work ordered. The man's name and home office were obtained, and he 

was assured that if any patient was made to suffer because of delayed 

lab results caused by his presence, he would be sued by the doctor 

himself. 

These examples should give some insight into the actor as a 

human being. He seems to be able to adjust his response to deal with 

the situation, and thereby gain the results he seeks. The "play" is 

not over for Dr. D. He is not content to enjoy what he has achieved 

so far. 
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The Man Behind the Mask 

The emphasis in this country on specialization, professionally 

and vocationally, has led many people to believe that general practice 

is for doctors who are not intelligent enough to specialize. Too, 

many believe the only reason a medical doctor would locate in a rural 

area is because there is less, if any, competition, making it easier 

to be "successful." Realizing that these sentiments have been 

expressed more than once in this community and considering the 

drawbacks presented earlier in this paper, one might not question why 

the other doctors moved on. Rather, one may wonder about Dr. D. -

his concerns about medicine in general, his reason(s) for remaining, 

and his future plans. 

It has not been ascertained what is meant by "easier." It would 

seem that people would be hesitant about using any doctor whose 

reputation indicated incompetence. In a small community, one easily 

acquires a reputation. In the United States today, the media keeps 

the public fairly well informed on medical advancements. According to 

Dr. D., the biggest problem in any medical practice is "staying up." 

If the doctor falls behind, it can be easily detected by an informed 

public and/or word of mouth. 

Rural community practice does not lend itself to alleviating the 

problem. Dr. D. explains his situation. 

"In a small town, you're busier, you don't have enough 

time. I'm not putting down [a relatively new 

medical school located 60 miles away] but even living 
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this close to it I don't have the information I'd 

like to have from over there. In the first place, 

they don't have the clinics, they don't have the 

medical meetings of the caliber I need. They don't 

have the medical library I'd like to have. At this 

point, they're more interested in developing new 

doctors rather than continuing education. Eventually 

they'll get to it. Too, being new, they put down the 

local M.D. as being a hick, and especially if you live 

out in the country, you're not worth a damn. If you 

were any good you'd be in a big city. Consequently, 

I don't get as much from these people as I'd like to." 

Obviously, some of the medical community shares the layman's 

misconception about country doctors. This does not speak well of 

their deducing ability given the high visibility in a small town 

and the scope of general practice. Logically, there is nothing 

"easier" about being a general practitioner in a rural community. 

Recently, the author overheard one of the local residents 

laughingly say to Dr. D. "You're the only decent doctor we've had 

to stay here. What's wrong with you?" The resident has made a 

mistake seemingly typical in this society, that of equating "wrong" 

and "different." When Dr. D. was asked why he had chosen to continue 

to practice in this location, he responded: 
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"First of all, it's a challenge. Some people will 

laugh at this but I think that [his present location] 

can support a 200 bed hospital with eight doctors. I 

think it can really become a rural trauma center. This 

is sort of an altruistic dream, I guess, and may never 

come true. But at least it's a goal way out there in 

the future that I can work to. And, as far as staying 

here, I think the reason I've stayed here is because I 

feel needed ... it's a mission work." 

The others left, he thinks, for "what they considered to be greener 

pastures," perhaps not in a monetary sense, but for a location 

"nearer to more social events, educational opportunity, what they 

consider the nicer things of life." 

He was then quizzed as to what he believed to be different about 

him, considering that the others were competent and seemed to be 

concerned about their patients. He was asked specifically, "What's 

different about you? Do you feel that you're more dedicated?" 

"No, but I know there are people here who wouldn't 

get medical care if I weren't here — can't afford to 

drive even to [a town 25 miles away]. I think 

there are people here who are alive today because of me. 

Maybe that's being egotistical. Maybe I just have my 

priorities straight. Maybe I was a little older when I 

went into medicine. Maybe I had a different background 
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that made me think a little differently. I don't 

know." 

It is not as egotistical as it might sound. Likely, when Dr. D. 

says "if I weren't here" and "alive because of me," he means a 

physician. One of the inducements for relocating in this community 

some eleven years ago was a general practitioner who was practicing 

alone, and who wanted and needed another doctor to give him some 

relief. His untimely death from a malignant brain tumor came only 

about 18 months after Dr. D. arrived. There are few, if any, 

individuals who would be willing, if physically able, to be on call 

24 hours a day, seven days a week. Dr. D. has done this two 

different times, for six months each time. Had he not been willing 

to do so, it is doubtful that the area would have been able to 

attract another physician. His statement can be interpreted to 

mean that there are people who would not receive medical attention, 

who would not be alive were there no physician in this community. 

Barring the unpredictable, there will be a physician in this 

community for a long time to come. This was affirmed in Dr. D.'s 

reply to what he plans to do with his future. 

"That's not really an easy question to answer when you're 

fifty-five years old and a country general practitioner. 

All the grandiose dreams you used to have, have sorta' 

faded, I guess. And when you begin to realize your real 

place, and that some of the things you used to think 
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about as being real big and very important lose 

alot of their 'bigness' and importance. And, so 

many of the things that you thought of as not so 

important become important — this thing of getting 

your priorities straight, I guess. Hopefully ~ 

if I had things just exactly as I wanted them?" 

This researcher clarified the question. He was asked to consider 

realistically, where he saw himself ten years from now. He answered 

quickly and firmly, "In [this location], practicing in a 200 bed 

hospital with seven other doctors." 

The information in this chapter reveals that Dr. D. is 

continuing to learn the proper strategy for the proper situation, 

taking all its dimensions into consideration (people, equipment, 

space and time). There are situations that anger him for which he 

has found no effective strategy, but these situations do not seem 

to be ties to his rural location. It appears that he has many of the 

problematic, rural area-linked, situations under control. He seems 

to have reached some working compromise with those he has not, for 

he states plans to practice medicine in this location for the rest 

of his life. These human traits should give the reader some 

evidence that there is a real person behind the mask. 



CHAPTER VII 

SUMMARY AND CONCLUSIONS 

This study has presented a description of one country doctor who 

apparently is satisfied with the location of his general practice. 

It was pointed out that there is a need for physicians in rural 

areas, yet few physicians are willing to practice there. Some 

negative factors associated with the rural practice were delineated 

and it was stated that these factors might be responsible for the 

shortage of country doctors. There are some physicians who do 

locate in small communities, and who, despite all odds, enjoy a 

rural practice. Being satisfied with one's location would seem to 

depend on the degree of acceptance, both professionally and socially, 

by the community's residents. It was found that such acceptance has 

been gained by the subject of this paper. The methods by which he 

accomplished this were analyzed. 

In professional situations, the doctor was found to be aware 

that time is a crucial factor in the interaction process. The amount 

of time one is willing to give to another can be a measure of concern. 

The length of time one is expected to wait for contact with another 

may be perceived as an indicator of difference in social status. It 

is believed that the doctor uses these concepts as strategies to 

promote the patient's confidence in him. Another strategy used with 

some success is that of giving the patient part of the responsibility 
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for his or her "cure" especially with obese patients and enuretic 

children. It was noted that the subject employed whatever means he 

found necessary to enlighten the patient about his or her illness and 

its treatment. Such communication was appreciated by the patients not 

only for the medical information imparted, but for its implication 

that the patient was indeed capable of understanding the processes 

involved. It was seen as a strategic move by the doctor to promote 

friendship and trust. 

It was found that the doctor spent much of his off-duty time 

reading professional journals and listening to educational tapes in 

order to compensate for the lack of close-by medical specialists and 

sophisticated equipment. The investment was shown to have payed off 

in several professional situations. The effort is believed to be 

the solution to one of the major problems frustrating to would-be 

country doctors. 

Another problem with a rural practice, that of the need for 

sociability, seems to have been eliminated, too. In an interview 

he stated that one's approach to a conversation can many times 

determine the satisfaction gained from that encounter. He believes 

that if one does not approach a conversation with an attitude implying 

"I'm better than you are because I've got an M.D. degree . . . [and, 

then] "if you'll listen, you'll find an awful lot of wise people who 

didn't get through grade school." Using this approach, his interest 

in sports, and his farming background he has been able to establish 

satisfying non-professional relationships. 
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It seems that many of the community's residents have synthesized 

the professional and non-professional roles to produce the role of 

friendly protector who possesses the intellect, authority and concern 

to govern their churches, schools, and personal lives effectively. 

An interview with the subject revealed that he does adjust his 

behavior to suit the situation and to obtain the desired results. 

The interview also produced a glimpse of the individual who plays the 

roles and devises the strategies. Not unlike most human beings, he 

does encounter situations which provoke his wrath, some of which he 

has learned to control. Too, he enjoys a challenge and does have a 

definite goal in mind. 

The study of this physician revealed a man who knows his 

patients, and knows the appropriate strategy to elicit the 

communication and trust so important for effective medical care. He 

knows his medicine and his limitations. He seems to have somehow 

understood the "biopsychosocial approach" before it became popular 

(Engle, 1977:129-136). A practice numbering close to 5,000 patients 

attests that he has won their respect. It is significant, given the 

characteristics of rural areas, that he has been there for over 

eleven years, and harbors no plans to leave. 

If he were not the competent doctor he, if he were not concerned 

about his patients as people, it would have ruined his practice by 

now. There are no hiding places, no secrets in a small town. In 

fact, in this doctor's community there is a proclamation in granite, 

a warning about "an arrogant doctor of medicine, M.D.." 
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Evidence suggests that to be a successful country doctor, one 

must be cognizant of the strategies and the role performances in 

relation to the situations in order to be viewed as competent 

physician and caring friend. He or she must be willing to continue 

to study, autonomously, in the personal time he or she may have. 

He or she must be willing, too, to give up much privacy. 

Certainly, there are unique factors pertinent to this particular 

case. The doctor studied herein was raised in a community very much 

like the one in which he now lives and practices, i.e., a farming 

community. Too, he has a degree in theology and lacks only a 

dissertation to complete the requirements for a doctorate in 

psychology. It is not suggested that such a background is required 

for a satisfying rural practice; it is stating that knowledge of 

people is invaluable in such a location. 

Aspiring rural general practitioners might include in their 

preparation more courses in the behaviorial disciplines — sociology 

and psychology. They might study the components of social class in 

order to avoid drawing the imaginary line between themselves and 

the residents of a rural location. By avoiding the line, they might 

avoid alienation by being more easily accepted into the social group. 

Blumenthal and Fallows (1978:373) stated, "General medicine is 

for doctors who like people more than slide rules, who like listening 

to their patients, sympathizing with their problems, worrying about 

and soothing them." This author agrees with the statement. The only 

modification she would make is that they should divorce themselves 
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from their professional status in order to accomplish all these 

things as a friend. It may be that when one does this, he or she 

is, in effect, role-taking. 

Perhaps the stress on importance of effective role performance 

should not be limited to rural physicians. It seems that recently 

there has been some concern within the medical world that many 

doctors do not know how to relate to their patients. The concern 

may have been spurred by the fact that the problem is not localized, 

but wide spread. In a nationally televised documentary on medical 

education, an instructor was asked if he felt that the criticism 

(of doctors' poor communicative skills) was undeserved. The 

instructor replied, "No, not all of it. We're not teaching the 

students about people." ("NBC Reports ... To Be A Doctor.", 

May 29, 1980). 

It may be that one cannot be taught "about people," per se. 

The criticism has lead many medical schools to teach "interpersonal 

skills such as empathetic and humanistic interviewing techniques" 

so that their students will develop "better listening abilities with 

patients." Research involving interns and residents (from 24 medical 

schools) found "no significant difference in empathy and listening 

abilities" between those who had received such training in medical 

school and those who had not (American Family Physician, 1981:117). 

Possibly the socialization process experienced by the subject of 

this paper is responsible for his obvious ability to listen, and to 

feel empathy. It is believed that the fact that the subject was 
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exposed to people in real life situations before entering medical 

school has provided him with such skills. Competition forces 

intense concentration on studies to get into, and remain in, medical 

school leaving little time for interaction with those outside that 

arena. Such conditions produce a graduate well versed in medicine, 

but having been voluntarily sequestered for several years, somewhat 

less knowledgable about people and their non-physiological problems 

(excluding those who choose a psychiatric residency). 

The research for this thesis produced no social science 

literature dealing with the physician as an individual. Journal 

articles on doctor-patient relationships are plentiful, but are from 

the patient's viewpoint. Statistics on the location and distribution 

of those in the medical profession are easy to find. Consequently, 

one purpose of this thesis is to begin to remedy this situation by 

presenting a medical practitioner as a human being trained to do a 

job. It is intended to inform the reader that such training does not 

magically remove all problems, all feelings, all human needs. The 

thesis was designed to offer the reader a study of one such trained 

individual, who has found socially accepted methods to cope with 

problematic situations. The problematic situation and its suggested 

resolution (in medical sociology literature) is not rare; to include 

the medical professional's point of view is. It is hoped that this 

thesis will trigger more studies of the same genre. 

It is hoped, too, that the thesis can perhaps serve as a handbook 

for those who desire a rural practice, but find the problems associated 
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with such practices overwhelming. If they choose to adopt some of 

the strategies presented herein, possibly the problems can be 

overcome, or, at least, lessened. If so, they may find a rural 

practice professionally and socially satisfying. The result might 

relieve the scarcity of willing rural practitioners, and begin to 

alleviate one social problem. 



NOTES 

1. The community studied here has such a program. Private 

citizens, social clubs and organizations are invited to donate 

money to the cause. An applicant must meet with an appointed 

committee for an interview. If the applicant qualifies, he or she 

then signs a contract to practice in the community for a length of 

time commensurate with the funds provided. 

2. Seen by this author early in 1979 outside Booneville, 

Arkansas. 

3. The author attended a banquet honoring her grandfather, a 

general practitioner, for 50 years of service in a rural community 

whose population at that time was approximately 2,500. For less 

subjective support of this statement, the reader is referred to the 

autobiographies of Faye Lewis and William Macartney. 

4. This information is from a personal conversation with the 

hospital's administrator. It is likely accurate since the western 

edge of the county is also the state line, some 18 miles from the 

county seat. 

5. This seems to happen in most doctor's offices. The author 

asked both the doctor and his nurse why this was the accepted 

procedure. The doctor's answer, "I don't know." The nurse's, "It's 

what we're taught in training." 

6. Information from taped interview with subject. 
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7. According to Goffman (1961:106), "three matters seem to be 

involved: admitted or expressed attachment to the role; a demonstration 

of qualifications and capacities for performing it; an active engagement 

or spontaneous involvement in the role activity at hand, that is, a 

visible investment of attention and muscular effort." Often, I have 

heard Dr. D. say, "I don't go to work. I don't feel like it's a job. 

I go do what I want to do." Regarding the suturing procedure, the 

typig of the knots appears baffling, yet Dr. D. performs same with 

seemingly little effort and gets good results, i.e., little scaring. 

8. After seven years a a Methodist minister, he decided the church 

authorities did not want to have anything to do with, nor hear about, 

Christianity. 

9. As I understand it, the "me" is that part of self that is 

aware of social expectation, norms, etc., and behaves accordingly. 

The "1" is not so disciplined, is more spontaneous in behavior. 

10. David Mechanic (1980:16-17) cautions physicians about the 

classification of this type of patient as a hypochondriac or 

"neurotic." He states that "a significant number of patients seen 

in ambulatory medical care are clinically depressed" and "their 

presentation of minor symptoms is simply a way of justifying the 

visit to the physician and to themselves." 

11. In the local cemetary, on the tombstone of a 10 year old 

girl who died only two years before Dr. D.'s arrival, is chiseled. 

"Victim of aplastic anemia induced by the drug chloramphenicol 

prescribed by an arrogant doctor of medicine M.D." (sic). 
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