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ABSTRACT

PURPOSE Although guidelines generally state that physicians should not treat
their family members or friends (nonpatients), physicians regularly receive medi-
cal requests from nonpatients. We aimed to explore junior and senior family
physicians’ experiences with and attitudes toward managing medical requests
from nonpatients.

METHODS We conducted a qualitative study with 7 focus groups with junior and
senior physicians. We performed a thematic analysis during an iterative cycle of
data collection and analysis.

RESULTS When confronted with a medical request from a nonpatient, physicians
first oriented themselves to the situation: who is this person, what is he or she
asking of me, and where are we? Physicians next considered the following inter-
related factors: (1) nature/strength of the relationship with the nonpatient, (2)
amount of trust in his/her own knowledge and skills, (3) expected consequences
of making mistakes, (4) importance of work-life balance, and (5) risk of disturbing
the physician-patient process. Senior physicians applied more nuanced consider-
ations when deciding whether to respond, whereas junior physicians experienced
more difficulties dealing with these requests, were less inclined to respond, and
were more concerned about disturbing the existing relationship that a person
had with his/her own physician.

CONCLUSIONS This study provides insight into the complexity that physicians
face when managing medical questions and requests from nonpatients. Facili-
tated group discussions during which experiences are shared can help junior
physicians become more confident in dealing with these complex issues as they
formulate their own personal strategy regarding provision of medical advice or
treatment to family and friends.

Ann Fam Med 2018;16:45-51. https://doi.org/10.1370/afm.2152.

INTRODUCTION

roviding medical advice and treatment to family members and friends

is common practice for physicians, even though it is discouraged in

current medical guidelines.! More than 99% of physicians receive
requests from family members asking for medical advice, diagnosis, or
treatment,?> and 85% of physicians have written at least 1 prescription for a
nonpatient.>? Reasons for providing care to family members include con-
venience, cost savings, and the perception of having greater knowledge or
concern than colleagues. Yet physicians may also decide not to intervene in
the care of relatives or friends, concerned by a lack of objectivity, fearing
misdiagnosis, or recognizing an inability to provide complete and continu-
ous care.>*7 In addition, most codes of ethics, such as the Good Medical
Practice code of the General Medical Counsel,' state that physicians should
not treat family members. Opinions emanating from these codes specify
that physicians may treat relatives and friends in case of minor ailments or
in an emergency situation, when no other health care professional is avail-
able.® The literature also suggests that treating family members can lead to
increased diagnostic testing and costs.” Despite their reservations, physi-
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MANAGING MEDICAL REQUESTS

cians may still feel compelled to be involved in the care
of a family member or friend. When confronted with
illness in the family, physicians face conflicting personal
and professional expectations of themselves and others
(eg, family members, other physicians)."

Although requests from family and friends are
common and the literature reveals some of the com-
plexity involved in managing them, there is little
empirical evidence on how physicians themselves expe-
rience these requests. Understanding these experiences
can be informative for guiding current and future phy-
sicians in how to respond. The purpose of this study
was therefore to explore the experiences and attitudes
of physicians when they encounter medical requests
from family and friends (nonpatients). We explored
this phenomenon in a family medicine setting given
that family physicians may be more likely to receive
a variety of medical requests because of their general
medical expertise. We were primarily interested in the
experiences of junior physicians, who are still in an
early stage of their career, and those of senior physi-
cians, who are more experienced in the field.

METHODS
Study Design

We performed a qualitative study using focus groups'
and inductive thematic analysis'? to establish a knowl-
edge base for understanding the experiences and atti-
tudes of physicians regarding medical requests from
family members and friends. We chose to use focus
groups to obtain a better and deeper understanding
of these experiences by facilitating discussion among
participants. The focus group discussions were the-
matically analyzed with an iterative process of data
collection and analysis, allowing for adjustments in
the focus of subsequent focus groups.”* The study was
exempt from review by the Medical Ethics Commit-
tee of Maastricht University

expected residents to have plenty of experiences to
share in the focus groups, given their 6 years of medi-
cal school, working experience in hospital settings

as physicians before entering into program, and first
months in the program. To explore whether experi-
ences differed for senior physicians, we also asked
supervisors (ie, family physicians with a minimum

of 5 years of working experience in family medicine
who supervised a resident in their own practice) to
participate. In total, 44 junior physicians and 51 senior
physicians from existing educational groups within the
FMST of Maastricht University were asked to partici-
pate. Apart from logistic reasons, the extra benefit of
recruiting participants in existing groups was that con-
fidentiality and trust were already present. Participants
periodically discussed professional and personal issues
in these groups as part of the FMST. We deemed this
discussion important because participants would be
more open to honestly sharing their experiences and
thoughts on this matter. The focus groups were held
in the faculty buildings of the FMST. All participants
were informed of the study both verbally and in writ-
ing, and all signed informed consent.

We completed 5 focus groups with junior physi-
cians and 2 focus groups with senior physicians. Ulti-
mately, 33 junior physicians and 16 senior physicians
participated. Size of each focus group and characteris-
tics of its participants are shown in Table 1.

Data Collection

An experienced and independent moderator (behavioral
scientist and FMST instructor) conducted all focus
groups in Dutch using an interview guide (Figure 1).
Two 6th-year medical students (R.F. and M.H.) were
present to observe and take notes about the ambiance
during and the nature of the discussions. All focus
group discussions were audio-recorded and video-
recorded, and transcribed verbatim by these students.

Medical Centre.

Table 1. Characteristics of Focus Group Participants
Setting and Participants Exoeri
This study was conducted Be);gree"?rl\‘/f:T
within the family medicine Experience Program,

; i _ Focus Group Physicians, Male, Age, Mean as FP, Mean Mean
ngzgaltfy[\i?;;lgf}fﬁdize)rls)irt(; (Physicians) No. % (Range), y (Range), y (Range), y
We recruited junior physicians 1 (junior) > 2(40.0)  28.8(25-33) - 4.0(26)
(ie, residents) in the first year 2 (Jjun?or) 8 1012.3) 273 (26:30) - 30(7)
of this program. Being rela- 3 (Jlunfor) 8 3 (37.5) 28.0 (25-33) - 2.5 (1-4)

i ) ) 4 (junior) 5 3(60.0)  26.4 (25-29) - 2.2 (1-4)
tively inexperienced as early- 5 (junior) 7 2(286) 281 (2531) - 3.0 (1-6)
career practicing physicians, 6 (senior) 8 6 (75.0)  51.6 (48-57) 19.3 (14-31) -
residents may actively struggle 7 (senior) 8 4(50.0)  49.3 (40-63) 17.0 (9-25) -
with managing requests from . — . — : —

FMST = family medicine specialty training; FP = family physician.

nonpatients. We nonetheless
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Data Analysis

We performed an inductive thematic analysis to iden-
tify themes within the data.”? Two authors (R.F. and
M.H.) independently coded every transcript and a third
(E.G.) coded 2 transcripts. Inconsistencies in coding
were resolved by discussion. Four authors (R.F, M.H,
E.G., and JW.L.C)) held regular meetings to organize
the codes into themes and to develop schemes to visu-
alize the themes and the relationships between them.
During the analysis of new transcripts, themes were
continuously reviewed and refined. The 2 final versions
of the schemes were reviewed and refined by all the
members of our multidisciplinary research team with
backgrounds in family medicine (JW.L.C., JW.M.M.,
M.K), health sciences (E.G.), medical education (E.G.,
MK, JW.M.M.), medical communication (E.G.), and
physicians’ health (M.K.). The analysis of the fifth focus
group discussion did not yield any new and relevant
themes. We conducted 2 more focus group (1 with
junior physicians, 1 with senior physicians) to assess
whether data saturation was reached, which was indeed
the case. As a member check, an overview of the find-
ings (Figure 2) was sent to the participants, which did
not lead to any revisions in our analysis.

RESULTS

Factors That Physicians Consider

A range of factors emerged as important considerations
for physicians when they receive a medical request
from a nonpatient and determine how they respond.

These factors are presented in Figure 2. The first and
central factor is orientation to the situation. After con-
sidering this factor, physicians consider 5 additional
factors. All factors are illustrated with quotations in
Table 2 and discussed in detail below.

Orientation to the Situation

The central factor, orientation to the situation, con-
sisted of a set of key questions that physicians con-
sidered when determining whether to respond to the
nonpatient's medical request: who is this person, what
is he or she asking from me, and where are we located
at this particular moment?

Of these 3 questions, the nature of the request
itself (“what”) seemed to be the most important for
physicians, because it determined the urgency of the
situation. In the case of an emergency, all other fac-
tors became irrelevant as an immediate professional
response was required (exemplified by quote 1). The
"what" question also remained key in nonurgent prob-
lems, because physicians would consider the severity
of the condition and may have been more reluctant to
treat a person with a serious illness.

The setting in which the request was made
("where") also influenced the physician's decision about
how to respond. Some settings were considered more
practical and confidential for diagnostic purposes than
others (quote 2). For instance, parties or family gather-
ings were less private venues.

Finally, the physician's relationship with the nonpa-
tient (“who") was an initial issue to consider. Physicians

were more likely to respond to a

Figure 1. Interview guide.

request made by a person they
felt close to (quote 3).

1. Introduction of the topic: “Every doctor receives medical requests from people in their social
environment. Although this is a common phenomenon, it receives little attention in the

literature. With this study we would like to obtain insight in the attitudes and experiences

of physicians when receiving medical requests from family and friends, ie, nonpatients. We
define nonpatients as a person not officially listed with the physician, but with a significant
personal (family or friend) relation with that physician. With this group discussion, we aim to
understand how you experience requests from nonpatients, whether you experience any dif-
ficulties, and what factors you consider when dealing with such requests.”

. Initiation of the discussion: "“Imagine the following situation. You are at a birthday party of
a family member. During a conversation with your brother in-law, he asks you the following
question: ‘Last week | was looking in the mirror and | saw a strange-looking rash. Could you
take a look at it, and can you maybe prescribe me something?"”

. Opening question: “Who of you has ever experienced such a situation? Who of you gets
medical requests from nonpatients? Can you share this experience?”

. Probing questions: The moderator continuously facilitates in-depth discussions between par-
ticipants by inviting participants to elaborate and to respond to each other, and by asking
the following questions.

e “What factors did you consider when receiving such a request?/What made you (not)
respond?”

* “Who of you has ever given medical advice to or treated a nonpatient?”
¢ “What advantages/disadvantages/difficulties did you experience?”
e “Where is the limit for you and why?”

¢ "Do you feel treating nonpatients has any influence on the quality of care, compared to
treating a regular patient?”

5. Closing question: “Do you need more guidance/education/training about this topic?”

Nature and Strength

of the Relationship
Throughout the focus groups,
there was robust discussion about
the importance of the relation-
ship between the physician and
the nonpatient. The emotional
relationship to the nonpatient,
irrespective of whether the
person was a family member or
friend, had a large influence on
the decision to provide advice or
treatment. Physicians described
a feeling of personal responsibil-
ity and a willingness to invest

in the ones they loved. They
wanted to be informed about
how their loved ones were doing
medically, which also enabled
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Table 2. Factors Considered and Quotations

Factor

Quotation

Orientation to the situation
What is being requested?

Where are we?

Who is making the
request?
Nature and strength of
the relationship with the
nonpatient

Amount of trust in one’s
own knowledge and skills

Expected consequences of
making mistakes

Importance of work-life
balance

cian-patient process

Risk of disturbing the physi-

1. "If it's at a party, then the answer’s 'no.” At that moment, I'm not a physician, just a guest at the party.
Unless, of course, that it's something very serious, a life-or-death situation that | have to deal with. Otherwise,
they need to go to their own physician or call me at another time. And then if it's something really serious, |
still advise them to go to their own physician.” [JP20, FG3]

2. "If | were talking one-on-one to someone face-to-face, at somebody’s house, and he asks me something, then
I'am much more inclined to listen, to have a look, or to listen further than | would if | were, for example, at a
party. | don't think that’s the time or place. | am busy doing something else. And neither do you have the peace
and quiet to listen properly, so I am always much more circumspect in that sort of environment.” [JP25, FG4]

3. "So it has a lot to do with how much compassion | have with somebody whether I will say, I'll just draw that
from my magician’s hat for | know the answer!" [SP15, FG7]

4. "If it were the neighbor’s wife, then I think it would be different. I think | would have said, "Your physician
has examined you, so now wait for the results.’ But because it's your own mother, you are therefore more wor-
ried, you go one step further. You travel that extra mile for your own family.” [JP22, FG4]

5. "For example, if you see a blemish and you suspect it is a basal cell carcinoma or something, with a family
member or a good friend you are just not going to say nothing. You would say something like, 'You should go
to the physician because | don't like the look of that spot you have got there.”” [SP15, FG7]

6. "You have the knowledge. And if | say to an IT expert, ‘Hey, have a look at this will you? My computer won't
work,” you expect to get a simple answer. So | therefore thought that | should also be a bit more relaxed in my
attitude. | have been more so over the past few years. With family too.” [SP12, FG7]

7. "Just say, you hear something from your father and you don’t say anything about it. Your father will then
assume, ‘Oh, she heard it and has said nothing, so then it's probably alright.” So it's a matter of my responsi-
bility towards my family, but your family does expect you to do something if there's a problem.” [JP27, FG5]

8. "As long as | have no doubts. If | have doubts, then | would certainly just say go to see your own physician.”
[JP16, FG3]

9. "I am conscious of this, because if | know that you probably are less careful in your examination, and that
you probably don’t think it's pleasant to contemplate that there could be something seriously amiss with a
member of your family. And that you therefore would prefer not to go looking for something. So | am very
aware ... and thus alert to the situation. And | am convinced that if I am alert to what's going on, it will turn
out alright.” [SP4, FG6]

10. "Coincidentally, that happened to me recently. Someone had shaved her legs with a razor and sent me 3
photos asking me what she should do. And then | answered, very clearly, ‘I haven't seen the full picture. |
don’t know the whole story.” This is the sort of situation that | keep myself well away from.” [JP2, FG3]

11. "Sometimes, | have a blind spot as far as members of my family are concerned. Things that | just don’t see
or perceive as being less serious than they really are.” [SP11, FG7]

12. "Things can sometimes just go wrong in the medical profession, but | would be scared of being blamed for
this. I wouldn’t like to be blamed, let's say, by a family member or a good friend. They are my close friends,
and | enjoy a good relationship with them. And | want to keep it like that.” [JP23, FG4]

13. “You don’t want to have it on your conscience if, for example, you have taken a step backwards and there-
fore no action has been taken, and something serious is missed. With anyone, | mean a normal patient let
alone a member of your own family. Then there's also a level of personal involvement.” [JP30, FG5]

14. "Really, | would prefer it if, when | am finished with work, then I am really finished. | am then not very inter-
ested in examining people and so forth. | see being a physician more as a profession, not as my identity as a
person. That's what | hope to stay feeling and what | really want to be the case.” [JP11, FG2]

15. "I have certainly learned over time how to split the 2 roles in my head. As a family physician just starting
out, you gave well-intentioned advice or you listened to the complaints of family members, then you recognize
that the roles of family member and physician are interwoven in the words that you choose or the interven-
tions that you carried out. Eventually, you become more aware of just what cap you are wearing at any given
time.” [SP2, FG6]

16. "It is also good that the patient’s own family physician is able to keep tabs on things ... So if | go ahead and
sort out problems for people and they have, for example, the same trouble every month, the physician will be
unaware that this is a recurrent problem each month ... and loses the overview.” [JP25, FG4]

FG = focus group; IT = information technology; JP = junior physician; SP = senior physician.

them to reassure themselves (quote 4). This feeling of
personal responsibility sometimes caused physicians to
give advice or treatment to nonpatients without being
asked to do so; for example, if they recognized a medi-
cal condition that the nonpatient was unaware of, or
saw that a nonpatient’s existing medical condition was
deteriorating. Physicians explained that then they felt it
was their duty to inform the nonpatient of this serious
medical condition (quote 5). Some physicians viewed

the answering of a medical request as “service to a
friend” (quote 6). In answering a request or not, physi-
cians also considered the expectations of their family
members and friends (quote 7). For instance, a father
may expect his son to help him with his medical prob-
lem, whereas in other relationships, such as boyfriend-
girlfriend relationships, this expectation is less evident.
Furthermore, physicians mentioned that their profes-
sional curiosity triggered them to respond to requests.

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG * VOL. 16, NO. 1 + JANUARY/FEBRUARY 2018

~eg ™



WWW.ANNFAMMED.ORG

MANAGING MEDICAL REQUESTS

Amount of Trust in One’s Knowledge and Skills
Physicians mentioned that being more confident in
their own medical expertise made them more likely to
assist a nonpatient. Some junior physicians indicated
that their familiarity with the problem at hand largely
determined whether they would respond to the request
(quote 8). Physicians' personal insecurities could aug-
ment these concerns, reducing their confidence in their
ability to manage the presenting issue. Senior physi-
cians described feeling more confident when providing
medical advice to nonpatients than when they were
younger. As they gained experience over the years,
they became more confident in their skills and more
aware of the potential pitfalls of treating nonpatients
(quote 9). Physicians' trust in their ability to respond to
a request also depended on availability of information.
For instance, if a physician was approached by a friend
via a text message, he/she was not able to gather all the
information required (quote 10). Both junior physicians
and senior physicians expressed concerns about the
risk of losing objectivity when caring for loved ones.

They felt there was an increased chance of making a
mistake, and they expressed concerns that they might
either falsely reassure or falsely generate worry in their
family member or friend (quote 11).

Expected Consequences of Making Mistakes
Junior physicians expressed their anxiety about mak-
ing mistakes when advising or treating nonpatients.
Although this concern was also present when treating
their own patients, the consequences of that mistake
would be different. They were afraid that mistakes
would negatively affect close relationships with people
(quote 12). In addition to the risk of jeopardizing the
relationship, junior physicians were worried that they
could cause physical harm to their loved ones, and
this concern could prevent them from responding to
requests. Physicians also recognized, however, the risk
of failing to take action when it was needed (quote
13). Those who had made a mistake in the past when
treating a nonpatient felt less inclined to respond to a
new request.

Figure 2. Factors that physicians consider when receiving medical requests from family and friends.

Level of familiar-
ity with complaint

Trust due to years

of experience

. . I
1 Prevent interference in |

| treatment relationship |

Risk of disturb-
ing the doctor-

Amount of available information
to make an informed decision

Amount of trust
in own knowl-

Prevent errors in

I

| .
X X ient pr
patient’s medical file | patient process

| Fear of jeopardiz- |
1 ing the relationship |

I
O a

Expected conse-
quences of mak-
ing mistakes

Risk of causing
physical harm

R
1 . .

| Previous mistakes
X were made

.

Orientation S K
to the situation:
who, what, where?

Level of personal insecurity

edge and skills

Level of personal
responsibility/investment

Nature/strength
of relationship
with nonpatient

Doing a good turn

Expectations from others

Importance
of work-life
balance

Having professional
curiosity

I . I
1 Wanting to sep- 1
| arate work from |
! private life !

Prevent increas-
ing number of
requests

The first factor physicians consider is orientation to the situation (pentagon). They frame the potential consultation by asking the questions who, what, and where?
Thereafter, physicians consider 5 interrelated factors (boxes outlined in bold). For each of these factors, specific considerations could lead to different outcomes: deci-
sion to agree to the request (dark gray boxes), decision to decline the request (boxes with dashed outline), or decision could go either way (light gray boxes).
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Importance of Work-Life Balance

Although some physicians said they considered them-
selves to be physicians 24 hours a day, they did not
want to be constantly engaged with patient care as
they valued their private life. They were happy to
respond to an urgent request for medical care. In less
urgent situations, they preferred to avoid such requests
and enjoy their free time (quote 14). Physicians were
very aware that responding to a request once could
inadvertently lead to more requests in the future.
Although junior physicians often struggled to separate
their work from their private life, senior physicians said
that through the years, they had learned to handle this
issue more effectively (quote 15).

Risk of Disturbing the Physician-Patient Process
Another reason for not responding to requests of non-
patients was not wanting to interfere in the treatment
relationship that the nonpatient had with his or her
own physician. Treating nonpatients could also result
in an incomplete medical record, although this concern
was raised only by the junior physicians (quote 16).

DISCUSSION

All physicians in our study had experiences with
requests for medical care from nonpatients. Our find-
ings provide a framework for understanding how
physicians engage with these requests, recognizing
the central need for physicians to orient themselves to
the situation (who, what, where) and articulating the
5 important subsequent considerations: what is the
nature of the relationship with the person, how much
do you trust your own expertise, are you afraid of
making mistakes considering the consequences, how
do you separate work and private lives, and how do
you view the potential impact of advising or treating
nonpatients on the physician-patient process? Senior
physicians were more confident with handling medi-
cal questions from family or friends; through positive
and negative experiences, they had learned to manage
these dilemmas over time. Junior physicians found
this process more difficult, and they were more cau-
tious about avoiding the potential consequences and
pitfalls.

There are very few publications on the phenome-
non of physicians receiving medical requests from fam-
ily and friends. Most of these are opinion pieces that
primarily discuss which criteria to apply when treating
these nonpatients.”'* Several surveys have documented
the high occurrence of the phenomenon.?*'> Our
study confirms how common it is, as all participants
shared multiple personal experiences related to manag-
ing requests from nonpatients.

The main reasons offered by international guide-
lines for being cautious when responding to requests
relate to concerns that objectivity may be compro-
mised, taking a history or performing a medical exami-
nation targeting sensitive areas could be inadequate,
and physicians could be inclined to treat problems
beyond their expertise.® Although our participants also
recognized these concerns, they regularly weighed
them against other issues. The decision of whether to
respond to a request is a complex one. The few quali-
tative studies focused on this topic confirm this com-
plexity. A Malaysian study in a primary care setting
identified similar issues involved with treating family
members, such as feelings of social responsibility and
fear of losing objectivity.'® Chen et al'’ interviewed 8
general practitioners about their involvement in the
care of severely ill family members; they reported that
being a physician—family member was challenging,
complicated by the need to manage these 2 conflicting
roles. Expectations from relatives and friends and even
from colleagues can complicate these dilemmas. In a
case study, Fromme and colleagues'” analyzed their
personal experiences with being involved in the care
of a loved one. Their description of a dynamic tension
between personal and professional roles when a physi-
cian—family member gets involved in the family mem-
ber's care was central to this study. They recommend
that physicians ask themselves, “Could [ engage in this
situation without a medical degree?” When the answer
is no, physicians should be more attuned to the risks
related to being medically involved in a loved one's
care. Krall'® explored these issues and reinforced the
advice of La Puma et al,> who offered 7 questions that
physicians should ask themselves before engaging in a
consultation with family or friends.

Discussion about these issues should be contextual-
ized through an understanding of the usual pathways
to care. It is likely that physicians do not give medical
advice to their families more than nonphysicians do.
Family members play a vital role in the help-seeking
pathway and regularly provide health and medical
advice. According to the Lay Referral Pathway to
health care, informal care is routinely sought within
the family to sanction the decision to seek formal
health care." Often, advice from a community expert
is also sought. If the family member or friend happens
to be a physician, then seeking advice from that person
in an informal setting would be a part of the normative
pathway to care. When considering this broader con-
text of the sociology of health access, it becomes clear
that any simplistic application of the current guidelines
to not give advice or treatment to relatives is not fea-
sible. This is a complex space, and physicians require
training and experience to negotiate these issues safely.
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Our study has several strengths. This is the first
focus group study that explores experiences and atti-
tudes of junior and senior family physicians with regard
to medical requests from family members and friends.
The use of focus groups has provided an in-depth
exploration of the complexity involved in decision mak-
ing when it comes to helping these nonpatients with
their medical concerns. Having an independent group
moderator not involved in the participants’ training
or assessment limited the influence of the researchers'
perspectives on the data collection process. We have
enhanced the trustworthiness of our findings by per-
forming independent coding and member checks.

Our study also had some limitations. One risk with
focus groups is that participants are inclined to give
socially acceptable answers. We mitigated this risk by
engaging participants who had a trusting relationship
(promoting frank answers) and by having an indepen-
dent professional moderate the groups. With regard
to generalizability, data collection took place at only
a single family medicine training center and among
physicians already familiar with each other and com-
fortable with sharing personal experiences. Moreover,
we have solely explored experiences in the family
medicine setting, which may make our findings less
applicable to other medical settings.

This study provides a framework to improve the
understanding of the complex processes involved
when physicians decide how to respond to family and
friends requesting medical advice and care. A more
comprehensive understanding requires exploration of
the experiences of the nonpatients themselves, who
are likely to present different narratives. For example,
children of physicians could shed an interesting light
on this phenomenon.

Sharing their experiences was informative for the
participants, increasing their awareness of the various
risks when advising or treating family and friends, and
highlighting the personal and complex considerations
required when making these decisions. Implementing
facilitated group discussions around ethical issues such
as these would likely provide powerful teaching oppor-
tunities for junior physicians. It may help increase their
confidence in dealing with these issues as they formu-
late their own personal strategies regarding advising
and treating family and friends. Lastly, the observed
complexity involved when dealing with requests from
family and friends may justify a careful reconsideration
of the current guidelines on this matter.

To read or post commentaries in response to this article, see it
online at http://lwww.AnnFamMed.org/content/16/1/45.
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