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Philosophy in
general practice
The concept of recognition
Dr Peter Woolford

In researching a paper for a masters
programme I talked to Dr Simon Cot-
ton, trying to get an insight into gen-
eral practice from the perspective of
a senior GP whose experience bridges
50 years.

I was interested in the patients’
expectations of their doctor and
whether these expectations had var-
ied over time.

Simon also referred me to the
book A Fortunate Man by John
Berger and Jean Mohr.1 It is the bi-
ography of a British GP working in
an impoverished rural area.

This book awakened me to the
concept of recognition, and it is this
that I wish to explore in this paper.

I am not a philosopher, but a
common coal-face GP, doing what
GPs have done for years. We take a
basic medical education and add to
this practical experience.

This practical experience comes
from the patients we see every day.
Through them we have
the opportunity to learn
about shared human ex-
perience. From this we
may also learn about our-
selves; our responses to
the world, and our place
in that world.

The important point
here is that what sets gen-
eral practice apart from the rest of
medical practice, is that we are the
only ones in a truly life long rela-
tionship with our patients.

I observe that there are two stages
in a doctor’s professional life.

The first is the learning – learning
the medicine, disease
process, facts, diag-
noses, and the specific
treatments associated
with this. One is re-
quired to become very
skilled and very knowl-
edgeable. The focus is
on the acquisition of
skills and theory. How-
ever, knowledge is not
synonymous with wis-
dom. Wisdom requires the integration
of skill and knowledge with under-
standing of lived life.

 The second stage involves the
doctor transcending to a point of
recognition.

This recognition requires the rec-
ognition of the patient as a person
and the recognition of the doctor as a
person and the interaction between

the two. In general prac-
tice this translates into a
profound respect for the
doctor/patient relation-
ship. Recognition does
not merely involve see-
ing the patient in a whole
sense, but also involves
recognition of the doctor
as a whole person and the

appreciation of the process that oc-
curs between them.

The doctor and the patient share
this experience, and the sense of con-

nection allows the patient, slowly and
by degrees, often subconsciously, to
explore their symptoms in a way that

involves the whole
experience, rather
than just as physical
symptoms.

Both the doctor
and the patient are
enlightened and en-
riched by the inti-
mate process of per-
sonal discovery.

This recognition is
a state qualitatively

different from the ‘psycho/social/fam-
ily/physical’ model. The psycho/so-
cial/family/physical concept has been
a major advance, but is limited by the
fact that it still views the patient as a
passive recipient of services that are
provided across a broad spectrum of
modalities. Certainly it takes into ac-
count most areas of human experi-
ence that influence health. But the
implication is that if one takes cogni-
sance of these areas for a patient (not
including the doctor) then the correct
diagnostic formulation can be gener-
ated and necessary treatments iden-
tified and implemented and the pa-
tient will be well.

This has nothing in common with
the concept of recognition, which is
about shared experience, connected-
ness, empathy and mutual respect.

When a doctor transcends to rec-
ognising their own and their patients’
humanity they become a healer, as
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well as a doctor. There is a shift from
knowledge to wisdom. The focus is
on valuing the richness and strength
embedded in the shared human ex-
perience. It is not about illness but
about wellness and wholeness. Even
when a person is terminally ill the
focus is on the human potential en-
compassed by the whole experience
of life and death. Through the shar-
ing of the pain, distress and grief the
GP can discover personal resilience
alongside the patient and the pa-
tient’s family. By this process every-
one experiences that they have
‘gained’ something in a situation tra-
ditionally considered one solely of
‘loss’. During this journey the doctor
is not expected or required to ‘know
everything’. They are expected to
share their scientific base, to the ex-
tent that it is useful, but more im-
portantly they are there to share their
human understanding.

Interestingly, in my experience,
doctors define as ‘great’, those doc-
tors who strive to be perfect. Doc-
tors who have a huge body of knowl-
edge, who are utterly dedicated to
their work and who aim for perfec-
tion in all their endeavours.

There are doctors who have in-
fluenced our thinking, made huge
advances in our understanding of
disease, therapeutics, and teaching.

We have been taught to consider
these ‘great’ doctors.

They may be ‘good’ doctors from
a patient perspective as well, but not
necessarily. I believe patients view
their doctor as ‘good’ if they are evi-

dently human and by definition ‘not
perfect’. Patients value the real rela-
tionship.

 For patients, the ‘good’ doctor
recognises the common frailty and
the humanness within each person
and develops empathy and respect
for every person.

Only by acknowledging and living
this can one be a
truly ‘good’ doctor
for the patient.

However the ac-
knowledgement and
acceptance of frailty,
by its very nature,
militates against a
doctor being ‘perfect’
or omnipotent.

The very act of
recognising patients
and by definition recognising one-
self is a humbling process.

It is a levelling of the playing field
across the human condition. This
process is very personal, has an im-
measurable quality and is fundamen-
tally satisfying.

This type of relationship between
doctor and patient is one of general
practice’s best-kept secrets.

Doctors who recognise their pa-
tients may still make mistakes and miss
diagnoses. No one can be perfect no
matter how hard they strive to be.

But I postulate that the impact is
more tolerable, as the patients rec-
ognise themselves in the doctor, be-
cause the doctor has recognised him-
self/herself in the patient, and all are
participants together.
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I also postulate that doctors who
recognise patients and themselves as
people, are more likely, although not
exclusively, to come from general
practice. GPs have the ongoing long
term contact with patients through
thick and thin, and most specifically,
ongoing contact and care when
medical treatment has ‘failed’.

It not only fails
the patient, but also
the doctor, who has
until then based
her/his whole work-
ing relationship on
the implicit prom-
ise of treatment
and cure.

When treat-
ment fails, the GP
must find another

way to be in relationship with the
patient.

The GP, after many such experi-
ences, may re-examine his or her
philosophy of care. The GP may re-
alise that the basic tenet of cure is
untenable, and discover instead the
extraordinary experience of sharing
the human process of living. Birth,
joy, resilience and success are as in-
tegral as pain, suffering, weakness
and dying.

This then becomes the basis of
what constitutes the ‘philosophy’ of
general practice, and what sets it apart
from other branches of medicine.
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