
A study conducted in the Out-Patient Clinic of the Yale School of Medicine
disclosed the importance of rapport between patient and doctor. The
authors des-cribe the methods used and some of the findings.
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IN PREVIOUS examinations of "needs"
in outpatient care, it has generally

been the custom to focus on patients'
needs, particularly as perceived by the
staff. Less often, some attention has
also been directed to the staff's own
needs. Only rarely has there been any
recognition of a third, important set of
needs in outpatient clinic care-those of
the clinic itself as an institution. Nor
has sufficient exploration been made of
the interrelationships between these
three sets of needs-patient, staff, and
organizational-and their influence on
the quality of the clinic's operation.
Our general thesis, drawn from social

anthropology, was that where these
needs and relationships appeared com-
patible, smooth clinic functioning would
be fostered; conversely, where the needs
and relationships were incompatible, po-
tential "trouble spots" would be found.
The present exploratory study was de-
signed to shed some light on these needs
and relationships and to disclose areas
of conflict and/or agreement between
them. A further stimulation was our
knowledge of the apparent leveling off
of both mortality and morbidity rates
among primiparous mothers, especially
in urban areas.

Finally, we hoped that our "fishing
expedition" type of approach would in-
dicate ways in which the various needs

might be met and the personal rela-
tionships strengthened, with consequent
improvement in the quality of patient
care and staff training.

This brief report will focus on the
"problem" areas where conflicts seem
to exist.

Method

This study was carried out in the
Out-Patient Obstetrical Clinic of the
Yale School of Medicine, which is
housed in pleasant surroundings with
adequate space in the Grace-New Haven
Community Hospital. Approximately
1,200 patients per year register in this
clinic.

In all, 30 patients were studied, 28
of them being interviewed in the clinic
itself. Two patients were interviewed in
their homes, but, contrary to hope, this
technic did not give any meaningful
opportunity to evaluate the possibility
of qualitative differences in the patients"
responses. Almost one-third of these pa-
tients (9) were in the age range 15-19
years; almost one-half (14) were in
the age range 20-24 years. Only two
patients (less than 7 per cent) were in
the age range 35-39 years, the oldest in
our sample.

There was an interesting difference
in our patient sample in that patients
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in the youngest age group (15-19) were
heavily skewed toward Social Classes
IV and V, a distinction which did not
appear in other age groups.
To eliminate many potentially com-

plicating factors, we selected only mar-
ried patients who were expecting their
first babies; we hoped in this way to
obtain responses which would less likely
be colored by previous clinic experi-
ence. In order to avoid confusion, pa-
tients who were already in other ob-
stetrical research projects were elimi-
nated from this study. Further, because
the first clinic visit is usually a com-
plicated and tiring one, patients were
selected only after the first visit; con-
sequently, they were interviewed during
any prenatal visit after the first one.
The questionnaire schedule that was

used as a guide in the patient inter-
views included, although not necessarily
in the order listed, such items as:
1. Data re: age, occupation, race, edu-

cational achievement, and so forth.
2. What did the patient expect from,

hope to get from, liked best, and
liked least about her clinic experi-
ence? Why?

3. How did the patient feel about her
over-all clinic experience? Why?

4. In the patient's opinion, what are
the roles of the various clinic per-
sonnel? What does the patient
think these roles should be?

5. How did the patient feel about see-
ing several different doctors? Why?

6. Did the patient mind waiting? Did
the patient think that much of the
waiting time was unnecessary?
How could this waiting time be
shortened or eliminated?

7. Concerning the clinic experience,
what things worried or frightened
the patient or made her unhappy?
What calmed, reassured, or helped
her?

8. Did the patient feel free to ask
questions? If asked, were they
answered? By whom? Adequately?

9. Did the patient do any reading?
Why? Who stimulated it?

10. Were Mother's Classes attended?
Why? Where?

11. Who did the patient want with her
during labor, and why did she
want this particular individual?

12. Were there any specific problems
in regard to the expected baby?

The questionnaire schedule was pre-
tested on four patients who were not
included in the study. The questionnaire
was then administered to the 30 pa-
tients. These single interviews lasted
from approximately 60 minutes to 90
minutes or more. The schedule was
completed in each instance, but the in-
terview was by no means rigidly struc-
tured, and the patient was encouraged
to feel free to deviate from any of the
items at will. Following termination of
the formal interview, the patient was
encouraged by the attitude of the inter-
viewer to amplify further any of her
reactions concerning the clinic, its per-
sonnel, and its program.
The questionnaire designed for the

clinic staff was developed after the pa-
tients were interviewed. Thus, we could
be certain that any key points brought
up by the patients would receive ample
coverage in the complementary inter-
view of the clinic personnel. The ob-
stetrical staff who were interviewed in-
cluded 8 of the 12 obstetrical house
doctors, the chairman of the Department
of Obstetrics and Gynecology, and the
director of the Women's Clinic, as well
as a physician concerned with out-pa-
tient administration. In addition, eight
nurses representing nursing service,
teaching, administration, plus the in-
structor of the Mother's Classes; one
dietitian; two members of the hospital's
Social Service staff; and two lay clinic
administration personnel were also in-
terviewed.

These 24 one-session interviews lasted
from over an hour to three hours, the
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average being about two hours. The
questionnaire that was administered to
each staff individual included, again not
necessarily in the order listed, such
items as:
1. Data re: age, race, position in

clinic, etc.
2. In the opinion of the staff mem-

bers, what are the needs of the
patient? What does the patient find
most reassuring, calming or help-
ful? What worries or frightens her
or makes her unhappy?

3. Did the patient make any com-
plaint concerning her clinic experi-
ence to the staff member, or has
the staff member heard the patient
make complaints to others?

4. How does the staff member think
the patient feels about seeing
several doctors? How does the staff
member himself feel about this?
What arrangements would the staff
member prefer?

5. From whom should the patient ex-
pect answers to her questions, and
why that particular person? Should
anyone find out if the patient has
unanswered questions? Who? Why
that person?

6. What are the major problems of
the clinic? How could these prob-
lems be alleviated or solved?

7. Are there difficulties in communica-
tion between the staff and patients
or between staff members them-
selves? How could communication
be improved?

8. What is the role of the physician
in the clinic area, and what should
it be? Nurse? Social worker?

9. What is the attitude of the patient
concerning waiting during her
clinic visits? Does the patient con-
sider this time wasted? Could this
time be better utilized?

10. What role does education of the
patient play in the clinic function?
How is education of the patient
best accomplished ?

11. What are the major things that
staff members should be doing for
patients that they are not now do-
ing? Why are they not doing them?

12. What does the staff member like
most about the clinic? Least?
Why?

13. What is the most effective part of
the clinic program? Why? Least
effective? Why?

14. What changes in the clinic program
would the staff member recom-
mend? Why?

Here again, in the completion of these
interviews, the investigator's experience
and attitude permitted him successfully
to encourage the staff members to "ad
lib" and to give greater depth to their
responses.

Findings

The tentative
suggest that:

1.

results of this study

The primary needs of a maternity
patient in the clinic situation are
centered around those of:
a. Good physical care.
b. The need for adequate emotional sup-

port.

2. The major needs of the clinic staff
personnel could be defined as fol-
lows:
a. To delineate and appreciate their indi-

vidual roles and functions, as well as
those of their fellow staff members.

b. To have provided for them and to
take advantage of all opportunities for
training and learning in obstetrical
out-patient care.

3. The proper organization of the clinic
must allow for:
a. Adequate service to all eligible patients

who seek care from the clinic.
b. The provision of adequate facilities for

learning and training opportunities for
the obstetrical and student nurse staff.

c. Participation in appropriate research
activities for those interested.
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A. Patient Needs
Patients who seek care at the Ob-

stetrical Clinic of the Grace-New Haven
Community Hospital do so of their own
volition. They are expected to pay ap-
propriate clinic and hospital fees, in so
far as they are able to do so. There
are other medical resources available to
them. Therefore, their use of this clinic
would indicate that they are prepared
to accept, as a matter of faith, the
premise that they will get good tech-
nical medical care in this clinic. These
patients, of necessity, have to make this
assumption for purposes of their own
morale. With rare exceptions (e.g., a
physician or a nurse), the patients have
no alternative to the quasi-religious
faith that their expectations of good
technical, medical care will be achieved,
precisely because the patients have no
adequate basis for evaluating this aspect
of their care. To the extent that patients
are not informed about such things as
the procedures they undergo, the rea-
sons for these procedures, and the like,
this lack of criteria for evaluation of
the care received is perpetuated. The
second of their basic needs, emotional
support, therefore comes in for much
closer scrutiny on the part of the pa-
tient. This is an area in which the
patient is able to evaluate, or at least
feels that she is able to evaluate.

Those patients who consider that they
are getting adequate emotional support
are also those patients who most readily
accept the fact that they are getting ade-
quate technical medical care. This group
of patients is the one which accepts
medical direction most easily, follows
medical orders most closely, and is will-
ing to accept directions which may not
at the moment be particularly clear or
understandable to them. As one patient
said, "It makes you feel good when the
staff is nice to you; it reassures you
and makes it easier to accept what they
do for you."

Patients themselves helped to define

in broad terms the basic concept of
emotional need when they spoke of their
desire to be a person, not just a case
or a number; to establish rapport-a
personal relationship with at least some
staff member; and to develop feelings of
contidence, reassurance and being at
ease in the clinic situation.
While staff members demonstrated a

greater emphasis on good medical care
as the patients' primary need, they ex-
hibited considerable recognition of pa-
tients' needs for emotional support, par-
ticularly the nurse group (as contrasted
with the physician group), and recog-
nized as well that the lack of attention
to these needs represented a definite lack
in the care offered by the clinic. This
viewpoint was illustrated by a staff
member's comment that "Patients need
to feel that some one is interested in
them."
The problem of "waiting" is closely

related to the patients' concern about
impersonality. The patient who reports
-"I had to wait an hour to be seen,
and then I was just shuttled through
the mill"-can hardly be described as
feeling a sense of personal interest on
the part of staff. There seems little
doubt that waiting is interpreted by pa-
tients, with varying degrees of conscious
awareness, in terms of personal affront,
and therefore interferes with emotional
support. This appears to be particu-
larly true with new clinic patients, and
perhaps also with those in the younger
age groups. When patients interpret
waiting as a lack of individualized per-
sonal interest, later efforts of the phy-
sician or other staff members to give
emotional support will be largely
negated. If waiting could be avoided
(and this possibility was greeted with
considerable pessimism by both patients
and staff), the ease of giving emotional
support to the patients would be en-
hanced.

Lack of medical care continuity con-
stitutes another obvious trouble spot for
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clinic patients. At the time of the pa-
tient interviews, 27 out of the 30 had
already been examined by three or
more clinic physicians. Patients from
the higher social classes tended to be
more upset by the lack of continuity
than were patients from the lower social
classes. Those patients who were un-
happy about not seeing the same phy-
sician appeared to lose, or never to
obtain, a sense of personal relationship.
They felt "like a case."
The major explanations offered by

those patients who reacted more posi-
tively to the lack of physician con-
tinuity were:
a. All physicians are equally competent.
b. It is a good idea to get more than one

opinion.

These points seemed to be rationaliza-
tions on the part of the patient. All of
the doctors in the clinic area are obvi-
ously not of the same degree of com-
petence, and furthermore, the patient
is not able to pass intelligent judgment
on the degree of competency. The resi-
dent physicians from whom the patients
received care in the clinic are at various
levels of training and experience, and
consequently could not be considered
equally competent. On the other hand,
most patients are probably not aware
of this fact, and are unable to make
this distinction. Just as patients accept
on faith the notion that they will re-
ceive good care, they accept, also on
faith, the idea that the physicians who
provide such care are equally able to
do so. Any recognition of the different
levels of training of the staff might
jeopardize the patients' evaluation of
the care they expect to receive, and thus
arouse considerable anxiety. The atti-
tude of considering it a good idea to
get more than one opinion is manu-
factured largely because it does tend to
make the patient more comfortable. This
two - heads - are - better -than - one attitude
may well be realistic and beneficial in
some medical situations (e.g., questions

of surgery, uncertain diagnosis, and so
forth); but in the usual ante-partum
situation it seems out of place, and
certainly can conflict with patients'
other needs to establish a close personal
relationship with the physician.
The lack of medical care continuity

found in the clinic seems to be asso-
ciated directly with the organizational
needs. In this respect, lack of continuity
is analogous to "waiting"; it is seen as
a "necessary evil," at least by the staff.
Consequently, it may well be that pa-
tients' acceptance of the lack of con-
tinuity and their positive rationaliza-
tions concerning it represent the effort
by patients to live up to the clinic and
staff expectations of them, and the
manner in which they should react. In
essence, what is being asked of patients
is that they inhibit their emotional needs
which are predominant, and patients
are attempting to comply with this im-
plicit request. This makes more ac-
ceptable the patient's personal relation-
ship with the physician and the staff
personnel, as she does not constantly
point up to the staff members the in-
adequacy of the organization of the
clinic. It is interesting to note that
patients from the lower social classes
seem less able to withstand this pressure.
We found a close correlation between

the attitude of the clinic patient and
staff personnel concerning this matter
of organization of the clinic not allow-
ing for adequate emotional support.

Patients and staff agree that educa-
tion is an important part of the service
offered by the clinic. As staff recognizes,
the more educated patient will often be
less anxious and fearful. She will, in
addition, feel a greater personal interest
on the part of staff members who are
attempting to help her learn, and may
feel a greater sense of personal worth.
Increased knowledge and understanding
may also help to confirm her impression
that she is receiving good medical care,
and may give her a feeling (real or
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illusory) that she is better able to evalu-
ate how well this need is being met.
Some of this is implied in one patient's
remark that she "learned more in my
first visit here than in all of my four
visits to the private doctor put together."

There is a very interesting implica-
tion concerning the role of the phy-
sician and the nurse, which correlates
with the general class level of the pa-
tient. Those from the lower social classes
found much more empathy in the
nurse. They tended to see the physician
as a medical authority, on a pedestal
and relatively unapproachable. The
upper class patients, while agreeing that
the physician is the medical authority,
tended to see him as the primary staff
person to whom one turns, and there-
fore made it much easier for the phy-
sician to establish rapport with them.

Results of this study would indicate
that patients, needing to retain their
faith that they are receiving good medi-
cal care, must see the physician as an
authority figure, unapproachable or
otherwise. And since "authority" is not
usually equated with optimum emo-
tional support of, and interest in, the
individual, patients tend to look else-
where for satisfaction of their emotional
support needs. Social class differences
may affect these attitudes; it is possible,
for example, that the better educated,
upper class patients may find it easier
to overcome this stereotype which asso-
ciates authority with lesser emotional
support, and perhaps these patients, for
reasons of status and prestige, tend to
inhibit attempts to secure emotional sup-
port from the nurse. In any event, pa-
tients put considerable emphasis on ob-
taining as much emotional support as
possible from either, or both, the phy-
sician and the nurse, a particularly
crucial point for patients in the younger
age groups, many of whom appeared to
have greater difficulties communicating
with the staff than did the older, "more
experienced" patients.

B. Staff Needs
One of the major difficulties in train-

ing house staff and student nurses prop-
erly is the matter of communicating the
subtleties of emotional support. The
mode of organization of the clinic un-
wittingly frustrates even the staff mem-
ber who recognizes the importance of
emotional support. Because of the
marked emphasis on good technical
medical care, and because the organ-
ization of the clinic makes this aspect
of care easier to administer, the clinic
staff seem to take the line of least re-
sistance and behave in accordance with
what is expected of them.

In light of the above, one is forced
to ask the following question: Is the
obstetrical clinic, as it functions today,
the ideal place in which to train the
physician of the future, who, more
likely than not, will end up in private
practice? The negative answer to this
question seems obvious, and we realize
that many medical educators are aware
of this.
The organization of the clinic does

not clearly define the functions of the
various staff members. This lack pro-
motes a multiplicity of interpretations
of function according to the back-
ground, training, personality, and so on,
of the individual staff member con-
cerned. This hit-or-miss type of func-
tion definition hampers the training po-
tential of the physician and the nurse
in the clinic area. To put the point
more cogently, confusion is engendered
by various people with various frames
of reference interpreting differently the
same experience. Without clear delinea-
tion and appreciation of their individual
roles and functions, as well as those of
their colleagues, clinic staff members
cannot begin to operate in a truly co-
operative fashion as a team. One result
of this situation is that the staff mem-
ber is forced to develop his own criteria
with which to evaluate his perform-
ance; these criteria, not surprisingly,
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reflect his own perceived primary needs
and expectations (more often than not,
the development of technical skill). As
one staff member commented, "The lack
is in the 'art of medicine'-you know,
the human relations aspects."

Naturally, staff members have their
own individual, personal needs which
should also be recognized. These needs
are just as varied as those of patients.
Staff members, too, need emotional sup-
port, and they need to feel that they
are accomplishing successfully a neces-
sary and desired task.

There is more to clinic organization
than the mere function of supplying
service to the clinic clientele. Trite
though the observation may seem, a
major function of the obstetrical clinic
in a teaching hospital is that of teach-
ing. If patients' needs for emotional
support are not met, there is every
likelihood that patients will be inhibited
in their ability to accept and utilize
fully the medical care offered. Conse-
quently, it is evident that staff members
need to develop skills which will permit
them to recognize and meet as effec-
tively as possible patients' emotional
needs. Present training opportunities
provided to staff do not appear to stress
this point adequately; in addition, other
factors militate against such learning
-e.g., the staff member's focus on de-
veloping technical competence, lack of
scheduled time for patient counseling,
and lack of clarity regarding which
staff members provide emotional support
at what points in the patients' clinic
experience. It is obvious that lack of
clear definitions of roles and functions
will interfere with the learning experi-
ence supposedly afforded the staff by
the clinic, as well as the provision of
service to patients. It is, of course, true
that staff members, in their service func-
tion, must meet the patient's needs, but
it is equally true that the patients must
meet the staff member's learning needs.
To see this in an either/or context is
both erroneous and misleading.

C. Organization Needs
Problems arise from the fact that a

teaching clinic must serve all patients
eligible for the clinic who apply for care.
As the patient load increases, the avail-
able time, space, and staff personnel,
which of necessity remain relatively con-
stant, must be spread more thinly. The
result is all too often a sacrifice of the
patient's individual needs-a point of
which many staff members are aware-
and, more often than not, those of the
staff as well.

Another major problem in teaching
in an obstetrical clinic is the fact that
far too many of the obstetrical patients
constitute little or no medical challenge,
precisely because more than 90 per-cent
of prenatal care is concerned with
"normal" patients. The stumbling block
of routine is ever present in the ob-
stetrical clinic situation. Consequently,
it is evident that those patients with
major medical problems in association
with their pregnancy get the maximum
amount of medical attention and may, as
an extra dividend, get much more emo-
tional support than the "average" pa-
tient gets.

Essentially the same things could be
noted of the "research" patients as have
been mentioned in regard to the com-
plicated obstetrical patients. They tend
to get more attention and in turn, there-
fore, may get more emotional support,
particularly if this increased attention
is adequately explained and interpreted.

Conclusions

Patient, staff, and organizational
needs have been demonstrated to be in-
terrelated in a variegated and complex
manner. It is both misleading and po-
tentially dangerous, in terms of under-
standing the over-all set-up of the clinic,
to view any one category of needs out
of context. The staff member who re-
ports that "the whole staff is groping
for something better than is being done"
and that "the lack of clarity regarding
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the clinic's purpose and the staff mem-
ber's function is at the root of much of
the trouble" is not in error; neverthe-
less, his latter comment suggests an
answer which is not in any way com-
plete. Our study showed that when the
interrelationships between the categories
of need are congruent, they are gen-
erally constructive; conversely, when
they are incongruent, they are destruc-
tive. To cite an example mentioned
earlier, an increase in the patient load,
created by the clinic's need to serve all
eligible patients who apply, frequently
results in a lessening of staff effective-
ness in meeting patients' emotional
needs. Additionally, unequal amounts of
attention and care are frequently made
available to individual patients because
of the emphasis in the clinic on pro-
viding training. The likely consequence,
in many situations, appears to be that
both basic patient needs suffer.

Similar comments pertain when one
compares staff needs with those of the
organization. Given certain circum-
stances, the necessity for the clinic to
provide service to all eligible patients
who apply could contribute to a rela-
tively superficial type of training which
is too narrowly oriented and conceived.

Within the clinic itself, the primary
dichotomy appears between the service
and training functions, with the func-
tion of research presenting less prob-
ability of conflict and trouble. Because
the former two functions are commonly
seen as mutually exclusive foci (and
that may be valid to some extent), the
clinic is forced to put major emphasis
on one or the other. If one assumes
the bias of the authors-that is, a more
long-range and realistic view of a prob-
able setting in which the fully trained
staff member will operate-such a com-
pletely "black-or-white" attitude seems
neither warranted nor justified. Rather,
emphasis should be devoted to identi-
fying the potential problem areas, and
then making every effort to achieve suit-

able compromises ("the gray area")
which will permit the greatest possible
fulfillment of the primary needs and ex-
pectations which are operative in the
situation. In other words, the task is to
maximize the congruencies and to mini-
mize the incongruencies as much as
possible.

It is the authors' contention that
greater attention to group experiences,
especially those which provide oppor-
tunity for small group discussion, as well
as other methods of "feedback," would
be productive. This attitude is based
on the concept that such group experi-
ences can be singularly effective as
mediating mechanisms between conflict-
ing individual needs (patient and staff)
and the demands of the organization.
In our study we found that opportuni-
ties for such experiences were minimal
for patients (primarily the Mother's
Classes), and those for the staff so
minuscule as to be nonexistent for most
practical purposes. In regard to meet-
ing the patients' emotional needs, group
experiences and discussions can be bene-
ficial in ways which hardly need further
exposition. But it is our belief that the
benefits of such experiences to the staff,
in clarifying their roles and functions,
as well as the purposes and principles
of the clinic as an institution, are not
subject to such simi!ar common accept-
ance. The implications of the latter
statement for the concepts of coopera-
tion and teamwork within the clinic are
obvious.
As a final point, the authors should

like to stress that until there is staff
roles, there must inevitably be! limita-
tion in effective staff functioning. The
importance of role interactions must be
recognized not only in regard to pro-
fessional interactions, but also in the
area of patient-staff interactions as well.
The underlying premise here is that
patients' behavior will tend to occur in
patterns which are congruent with staff
expectations of that behavior, even when
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those expectations are not communicated
explicitly to the patients.

Basic needs in the three categories
(patient, staff, and organization) have
been proposed, and should be amenable
to further research. In general, it would
seem that the patients studied in the
clinic are receiving at least adequate
care from a technical, medical point of
view. As far as patients can indicate
their concerns to us, the major lack
would appear to be in the fulfillment of
their emotional needs-an evaluation in
which the majority of staff members
concur.
The foregoing discussion clearly in-

dicates that the identification of indi-
vidual needs is crucial. But the clinic's

purpose ideally should evolve from a
number of factors, which include its re-
search and training functions and orien-
tation. The authors are constrained
once more to point out the fallacies of
"either/or" consideration of the situa-
tion. The interrelationships of the vari-
ous factors involved constitute the crux
of the matter.
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Graduate Study of the Aquatic Environment

The University of Wisconsin offers a
new interdepartmental program for ad-
vanced study and research in the chemi-
cal aspects of the aquatic environment
leading to master of science and doctor
of philosophy degrees. The program is
designed to train students in funda-
mental and applied sciences for careers
in chemical limnology-oceanography,
biogeochemistry, chemical hydrology, or

the chemistry of water supply and pollu-
tion control. A Water Chemistry Train-
ing Grant from the Public Health Serv-
ice provides funds for master of science,
predoctoral, and postdoctoral fellow-
ships.

Further information from Dr. G. Fred
Lee, Hydraulic and Sanitary Engineer-
ing Laboratories, University of Wiscon-
sin, Madison 6, Wis.
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