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Background. Family physicians cooperate in the treatment process, not only with patients, but also with other medical 
professionals. There is no doubt that their psychological competency, such as communication skills and emotional intelligence, are just 
as important as their clinical experience.
Objectives. The aim of the present study was to identify the difficulties that family physicians encountered in working with patients, 
as well as with their work-related emotions.
Material and methods. A total of 36 physicians in the final year of specialisation in family medicine were engaged in the research.
Results. Family physicians reveal that dealing with aggressive patients, setting boundaries with patients and motivating them to treat-
ment were the hardest for them in their work. There are specific psychological difficulties experienced by family physicians (e.g. help-
lessness of self-limitation, disharmony between experienced feelings and beliefs about the duty of a doctor, contradictory attitudes 
towards patient autonomy). The way to prepare for the professional role of a physician leads to the reinforcement of strict injunctions 
and prohibitions on the performance. Consequently, this leads to the development of ineffective strategies to build relationships with 
the patients and also deal with physicians’ own emotions.
Conclusions. The present study may be helpful for the development of a set of psychological tools useful for solving problems raised 
by the family physicians in the intra- and interpersonal area and during specialisation training.
Key words: compliance, medical education, family physician, communication.
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Background

In medicine, the effects of treatment are conceptualised 
as specific or non-specific. Specific are concrete components, 
such as medication or surgery. Research data suggest that non- 
-specific effects explain a considerable amount of the variation 
in patient outcomes in clinical trials. Non-specific effects ac-
count for almost 60% of the variance in outcomes across clinical 
trials [1], indicating that non-specific treatment effects would 
be more important than specific effects [2] and that the effec-
tiveness of medical procedures also depends on the quality of 
the physician−patient relationship [3]. Essential elements of the 
physician−patient relationship include verbal and non-verbal 
communication, effective questioning and transmission of infor-
mation, expression of empathy and concern, partnership and 
participatory decision-making [4, 5]. More effective physician− 
–patient communication is linked empirically to the outcomes 
of care, including patient satisfaction, health status, recall of in-
formation, adherence and less patient litigation [6–8].

Adherence (synonymous with compliance) describes the 
degree to which a patient correctly follows medical advice. 
Most commonly, it refers to medication or drug compliance 
but can also apply to medical device use, self-care, self-directed 
exercises or therapy sessions. Both the patient and healthcare 
provider affect compliance, and a positive physician−patient re-
lationship is the most important factor in improving adherence 

[9]. A meta-analysis found that the odds of having adherent pa-
tients were twice as high if physicians were good communica-
tors [10].

Family physicians cooperate in the treatment process, not 
only with patients but also with other medical professionals. 
There is no doubt that their psychological competency, such as 
communication skills and emotional intelligence, are just as im-
portant as their clinical experience [11]. For example, evidence 
shows that family physicians with a higher psychological compe-
tency have fewer court cases [8].

Millions of visits that resulted in patient non-adherence 
would have resulted in better patient adherence if the physician 
possessed strong interpersonal communication skills. These 
estimates are only suggestive, but they highlight the potential 
importance of communication in reducing wasted healthcare 
resources that result from non-adherence [12]. Healthcare pro-
viders play a great role in improving adherence issues and can 
improve patient interactions through motivational interviewing 
and active listening [13]. 

A  model of practicing medicine defined as “Relationship-
centred Care” (RCC) has been proposed. This model is based on 
the assumption that “all illness, care and healing processes oc-
cur in relationships of an individual with themselves and with 
others. (…) RCC can be defined as care in which all participants 
appreciate the importance of their relationships with one an-
other and is founded upon four principles: 1) relationships in 
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healthcare should include the personhood of the participants; 
2) effect and emotion are important components of these rela-
tionships; 3) all healthcare relationships occur in the context of 
reciprocal influence; and 4) the formation and maintenance of 
genuine relationships in healthcare is morally valuable. In RCC, 
relationships between patients and clinicians remain central, 
although the relationships of clinicians with themselves, each 
other and the community are also emphasised” [14]. Training in 
communication is an essential and effective component of med-
ical education and may be even more important in residency 
training for physicians [15].

Objectives

The aim of the present study was to identify the difficulties 
that family physicians encountered in working with patients, as 
well as with their work-related emotions. 

Material and methods

Participants

A total of 36 physicians in the final year of specialisation in 
family medicine were engaged in the research when they took 
part in a  postgraduate course regarding communication with 
patients, which was organised at a medical university (75% fe-
male). 

Study design and data collection

The data was collected using a  qualitative method. The 
choice of such methodology was based on the assumption that 
in-depth analysis of a smaller number of cases rather than more 
superficial ones is better suited to the study [16, 17]. In the case 
of the importance of psychological competence in a physician’s 
work, it appears more important to understand the reality of the 
physician’s point of view more thoroughly than to use existing 
theoretical models. The semi-free interview method was based 
on respondents’ free answers related to their experiences, facts 
and memories. The task of the researcher was to determine 
the area of interest and the main topic of conversation. Mainly 
open questions were set out before the interview; however, 
there was no need to adhere to the order in which they were 
asked. This method is particularly useful in research where the 
problem concerns deeply personal and difficult matters, as well 
as those with subtle meanings that are not fully understood. An 
audio recording was obtained. The method allows for in-depth 
knowledge of the problem being examined and enables gather-
ing many types of information, which reaches specific and deep-
er content, e.g. shame, fear, sadness, etc. It allows for analysis 
of all content appearing during the interview (both verbal and 
non-verbal) and contextual information.

Data analysis

The procedure for analysis of the interviews (audio material) 
was to study the recordings of the statements and the transcrip-
tion, followed by selection of the problem categories that ap-
peared in the opinion of the physicians. The group of competent 
judges consisted of three psychologists with professional expe-
rience in the range of 5−15 years, trained in the field of quality 
analysis and interpretation of data. Subsequently, the material 
prepared by the competent judges revealed the problem cat-
egories that appeared the most often in the judges' opinion and 
the psychological tools needed to solve them. In the next step, 
the respondents' statements were subjected to interpretative 
phenomenological analysis (IPA) [18, 19]. IPA is an approach 
to psychological qualitative research with an idiographic focus, 
which means that it aims to offer insight into how a given per-

son, in a given context, makes sense of a given phenomenon. 
Usually, these phenomena relate to experiences of some per-
sonal significance, such as a major life event or the development 
of an important relationship. I PA is one of several approaches 
to qualitative phenomenological psychology. It is distinct from 
other approaches, in part due to its combination of psychologi-
cal, interpretative and idiographic components [20, 21]. 

The competent judges first read and listened to the testimo-
nies repeatedly, making notes on their own observations and 
reflections on the subject of the interview. They took into con-
sideration the semantic, linguistic (metaphors, symbols, repeti-
tions, pauses) and contextual (characteristics of the interviewer, 
age, gender, etc.) content. The judges also analysed the emo-
tional reactions. Subsequently, they distinguished the emerging 
themes (categories, motives) and associated them with the psy-
chological way of understanding.

In the next stage, relationships between the identified 
themes were evaluated and grouped according to similarity, and 
the collected topics were re-examined and re-referenced to the 
source text, allowing for a review in a broader context. Finally, 
the topics were interpreted in relation to selected psychological 
theories. In the last step, an analysis and preparation of material 
from the competent judges were performed. Topics, motives 
and semantic units typically appearing in their assessments 
were selected and subjected to psychological interpretation. 

Ethical consideration

The study was authorised by the Bioethics Committee of 
the Pomeranian Medical University in Szczecin, Poland (KB-
0012/95/10/13).

Results

Based on the analysis of the material prepared by the com-
petent judges, problem categories appearing most often in the 
respondents’ statements were classified.

1. Aggression

Aggression and frustration of the patient. Aggressive behav-
iour of parents of child patients. Attacks on the physician by the 
patient’s family and escalation of anger. Interruption of the visit 
by another patient. Non-acceptance by the patient of the physi-
cian’s refusal. Expression of anger and frustration by expectant 
patients regarding waiting. Questioning by the patient of the 
physician’s recommendations. Expectation by the patient that 
the physician explains their actions. Crossing of the barrier by 
the patient. Anger of the family of deceased patients. Expec-
tation by the patient that the physician constantly be ready to 
work. Forcing referrals and other benefits.

2. No authority

Questioning by the patient of the physician’s recommenda-
tions. Expectation by the patient that the physician explain their 
actions. Problems in relation to personnel (informing patients of 
conflicting information, switching phones, among others). Fear 
of losing patients.

3. Lack of recognition of the patient’s autonomy

Helplessness in the face of decisions made by the patient. 
Lack of physician’s acceptance of the patient’s choice. Taking re-
sponsibility for patient decisions. Advising the patient. Excessive 
involvement in patients’ affairs. Patient’s discomfort. Question-
ing by the patient of the physician’s recommendations. Allega-
tions of the subject treatment of patients. Concealing informa-
tion about the patient’s condition. Consultation by the patient 
with another doctor. Self-diagnosis based on information from 
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the Internet (in the opinion of the respondents: “competing” 
with the physician’s knowledge). Refusal by the patient to re-
port suspicions of committing a crime.

4. Dissonance between feelings and beliefs

Dissonance between anger at the patient and the conviction 
that the physician should be caring and kind (conflict between 
emotions and an internalised recipe for their professional role). 
Blocking anger towards the patient. Internal conflict related to 
reporting a suspicion that a patient or his family have commit-
ted a crime. Ambivalence – sympathising with the patient and at 
the same time being angry with them. Internal disagreement of 
aggressive behaviour by the patient’s family and verbal attacks 
towards the physician and at the same time reluctance to put 
up a barrier (perception of possible solutions to the situation: 
escape or “raising the voice” – no tools to set limits “between 
aggression and submission”).

5. Physician’s emotions

Helplessness of the physician to the patient’s decisions. An-
ger towards patients. Anger towards medical personnel (related 
to crossing physician’s boundaries). Anger towards the patient 
for chasing them and not respecting other patients. Aggressive 
boundary setting by the physician. Discomfort and anxiety when 
in close contact with the patient. Afraid of the patient. Ambiva-
lence – physician feels sorry for the patient but at the same time 
is angry with them. Anger towards the patient because they 
„take up time” telling them about their experiences. The anger 
of other physicians working in the team. Anger towards the pa-
tient for coming to the physician with small details during work, 
even when they are ill. Fear of being perceived as aggressive.

6. Psychological games

Patient crying in response to information that the physician 
has suspicions of them committing a  crime (emotional black-
mail, psychological involvement). Feeling of being used. Asking 
female patients questions to determine their husbands’ abuse. 
Conflicting information being provided to patients by medical 
personnel (other than information from another physician). Psy-
chological “secrecy games” – sharing a secret with the patient’s 
family. Excessive involvement in patients’ affairs. Difficulties as-
sociated with being endowed by patients.

7. Uncertainty, worry, guilt

Physician “brings work home”, “chews over the situation”. 
Physician is unsure about their decisions, doubts their actions. 
Inability to “cut themselves off from the situation”. Fear for the 
health and life of a patient who has not appeared in the office for 
a long time. Fear of accusations from relatives if “something hap-
pened to the patient”. Thinking about other ways of responding. 
“Excessive” taking over. Constant fear for the health of the patient.

8. Working with a psychologically disturbed patient

Working with a narcissistic patient. Working with a psychiat-
ric patient or after using psychoactive substances. Working with 
a patient with personality disorders.

9. Beliefs about the role of the physician

Excessive involvement in patients’ affairs. Helplessness of 
the physician and resulting frustration. Negative reaction of 
medical staff and patients to a  physician’s assertiveness. Fear 
of disappointing patient’s expectations. Feeling of guilt related 
to failure to meet patients’ needs. Unrealised desire to suggest 
that the patient change physicians (the patient shows a  lot of 
sympathy – the physician wants to be nice). Anger towards the 

patient for coming to the physician with small details during 
work, even when they are ill.

10. Physician−patient relationship

Direct questions about the patient’s own death. What to do 
to make the patient feel that they have been cared for although 
there are no serious medical problems. Discomfort in transmit-
ting difficult messages to the patient. Communication with the 
patient involving “intermediaries” (sick family). Physician does 
not want to be involved in the intimacy of the patient. Physician 
does not feel competent in the context of including them in the 
emotions of the patient. Physician is angry towards the patient 
that they “take time” telling them about their experiences. A re-
current psychosomatic patient. Patient explaining about family 
history not related to the purpose of the medical visit. Patient 
prolonging the visit. Patient coming to talk about “what’s going 
on with them”. Patient confiding in the physician, talking about 
situations that go beyond the purpose of the visit. Patient calling 
and apologising that they took up the physicians’ time. Patient 
crying and confiding in the physician. Patient crying due to the 
refusal to accept a gift. Patient bringing gifts to the physician. 

11. Compliance

Questioning of the patient about the physician’s recommen-
dations. Lack of motivation of the patient to take medication 
and participate in the therapy recommended by the physician. 
Reluctance of the patient for specialist consultations. Patient’s 
discomfort. Consultation of another physician by the patient. 
Self-diagnosis of the patient based on information from the in-
ternet (“competing” with the physician’s knowledge).

12. Physician’s submission

Fear of being perceived as aggressive. “Giving up” and suc-
cumbing to pressure from patients (regarding, among others, 
referrals). “Making a good face for a bad game” (including smil-
ing and waiting for the patient to leave the office). Not want-
ing to offend the patient and be “unpleasant”. Pressure from 
the patient to unjustifiably jump the queue. Family pressure 
for the physician to arrive quickly. Crossing boundaries by the 
patient. Inability to set boundaries. Waiting by the patient for 
the physician’s absolute availability. Refusal to write prescrip-
tions for medicines that the patient is waiting for. Feeling of 
being “paralysed” during every subsequent contact with the 
patient (psychological position of the victim). Feeling of being 
used. Desire to suggest that the patient change physicians while 
the patient shows them a  lot of sympathy. Switching phones. 
Interruption of the physician by the patient. Loss of control over 
the situation. Telephone consultations of cases requiring a phy-
sician’s appointment. Participation of third parties during the 
visit. Anger towards medical personnel for crossing the physi-
cian’s boundaries. Self-anger resulting from not taking care of 
themselves in the situation of their own illness. Anger of the 
physician towards the patient for chasing them and not respect-
ing other patients. Communication with the patient involving 
“intermediaries” (sick family). Transmission of conflicting infor-
mation by medical personnel (including information from an-
other physician). Anger towards the patient for coming to the 
physician with small details during work, even when they are ill.

13. Knowledge about procedures

Ignorance about the procedure for dealing with suspected 
psychological abuse of children by parents.

Discussion
Analysis of the narratives of the examined family physicians 

shows the motives that most frequently appear in the state-
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ments about their contact with patients that lead to frustration 
and powerlessness, which are helplessness against patients’ 
aggression and lack of recognition of the physician’s authority. 
They reported a strong dissonance between the feelings experi-
enced when in contact with the patient and their beliefs about 
“what is allowed and what is not allowed by the physicians”, 
which resulted from the definition of a professional role. They 
described difficult emotions such as anxiety, being afraid of 
closeness with patients and anger towards patients. The motive 
of patient autonomy and contradictory attitudes was also sig-
nificant. Other topics that aroused strong emotions in the fam-
ily physicians included: providing patients with difficult informa-
tion; experiences of death and conversations about it; showing 
that they care about patients; reactions to strong emotions of 
patients; compliance with medical recommendations. In addi-
tion, there were motives in their statements connected with 
worrying about the correctness of their own behaviour and the 
health of the patient, as well as guilt. The topic of “psychologi-
cal games” emerging in relationships with patients and person-
nel to relieve tension and frustration was also identified. The 
respondents also emphasised difficulties in working with a men-
tally disturbed patient. In particular, the information submitted 
by the respondents frequently described the motive of the fam-
ily physician’s compliance and the related action against them-

selves, difficulties in refusing patients, internal “compulsion” to 
satisfy their needs and fear of disappointing expectations.

Limitations of the study

Firstly, the data was collected through a self-report and may 
be subject to a social desirability bias. Secondly, the study was 
conducted in a Pomeranian group of family physicians, thus lim-
iting the transferability of the findings to the general population 
of family physicians.

Conclusions 

1.	 Family physicians consider dealing with an aggressive pa-
tient, setting boundaries and motivating for treatment the 
hardest part of their work. 

2.	 There are specific psychological difficulties that physicians 
experience in their work (including helplessness towards 
their own limitations, dissonance between experienced 
feelings and beliefs about the physician’s duties, as well as 
conflicting attitudes towards the autonomy of patients). 

3.	 The present study may be helpful for the development 
of a set of psychological tools useful for solving problems 
raised by the respondents in the intra- and interpersonal 
area and during specialisation training.
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