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Preface to the 1st Edition

In 1978, representatives from 134 countries convened in Alma Ata, calling for
“health care for all by the year 2000.” (Declaration of Alma-Ata 1978) This was a
turning point for global mental health care, as this declaration emphasized the
importance of health care near people’s homes, health promotion and disease pre-
vention services alongside curative medical service delivery, and mental health as
an integral component of health. Thirty years later, Barbara Starfield elucidated the
evidence to prove that countries with the best morbidity and mortality figures and
overall health were linked to health care systems based on a strong foundation of
primary care (Starfield et al. 2005).

In 2007, the Lancet published a series on global mental health, which identified
the gaps in mental health care services, particularly in low and moderate income
countries. Key works in this Lancet series (Movement for Global Mental Health
2007), followed by the movement for global health launched on the 2009 World
Mental Health Day, provided the momentum and backing to work toward mental
health care for all (World Federation for Mental Health 2009). WHO and the World
Federation for Mental Health have now joined forces to advocate for policies and
practices to reduce stigma and integrate mental health into primary care systems.

In 2008, the World Health Organization (WHO) and the World Organization of
Family Doctors (Wonca) published a report that delineates the need, describes best
practices, and identifies 10 common principles for successful integration of mental
health care into primary care (WHO and Wonca 2008). This document, along with
the works of Patel, Schirmer and colleagues provides tools, strategies, and best prac-
tices for mental health and behavioral health integration into primary care in low and
moderate income countries (Patel 2003; Schirmer and Montegut et al. 2010).

Since 2001, the Department of Psychosomatic Medicine and Psychotherapy of
the University Medical Center, Freiburg, Germany, maintains exchanges with the
Asian countries China, Vietnam, and Laos, with Iran, with African countries such as
Sudan and Uganda, as well as with colleagues in other European countries and the
USA and Australia. Ongoing classes in Psychosomatic Medicine and psychother-
apy are held especially in Asian countries and Iran. In their feedback, hundreds of
doctors, from young professionals to highly experienced doctors, reported to have
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viii Preface to the 1st Edition

benefitted tremendously from the courses both professionally and in their personal
relationship with patients. The experiences we gained in these last 10 years with
respect to the content, and pedagogical and methodological design of the courses
are included in this book.

This book was written for curious doctors who wish to gain and develop knowl-
edge and skills in Psychosomatic Medicine. The main question is therefore: How
can I learn Psychosomatic Basic Care? Psychosomatic Medicine is a multidisci-
plinary subject involving extensive knowledge. It is not possible to treat all clinical
manifestations in one class and in this textbook. Therefore, basic ways of thinking
and approaches in the most common diseases are presented. The book is organized
according to the three objectives of basic psychosomatic care:

1. Recognizing psychological and psychosomatic conditions and disorders
2. Limited personal consulting and treatment services
3. If necessary, targeted referral to and cooperation with mental health specialists.

The book is divided into a general part and a part with specific clinical manifesta-
tions. The general part addresses topics that are relevant to all clinical manifesta-
tions such as the interaction between mind and body, doctor—patient relationship,
doctor— patient communication, the family interview, and the Balint group. The
second part addresses specific clinical manifestations that are most frequently
encountered in primary care, including depressive disorders, anxiety disorders,
somatoform disorders, posttraumatic stress disorder, alcohol dependency, and psy-
chosomatics of life threatening diseases such as cancer and coronary heart disease.

Each chapter is divided into diagnostics, treatment, and pitfalls. In each chapter,
typical case studies are used to demonstrate the diagnostic and therapeutic steps. As
a result, the book has a high practical relevance, and can also be used directly as a
course book in training in Psychosomatic Basic Care.

Freiburg, Germany Kurt Fritzsche, MD

Michael Wirsching, MD
Rochester, NY, USA Susan H. McDaniel, PhD
Portland, ME, USA Julie M. Schirmer, BA, MSW
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Preface to the 2nd Edition

According to the current studies and the criteria of ICD-10 (10th revision of the
International Classification of Diseases), between 10% and 20% of the world's pop-
ulation develop a mental disorder at least once a year. The most common symptoms
are anxiety disorders, depression, and somatoform disorders. The majority of these
mental disorders manifest in childhood and adolescence, a point in life at which the
course for a life-long history of suffering is set. To this day mental disorders are
often not recognized at an early stage and, above all, are not adequately treated. If
left untreated, mental disorders take a chronic course with enormous suffering for
patients and often also severe effects on their social environment, while causing
enormous costs in the health care system.

The impulse for a new edition of our textbook comes not only from the necessity
to offer new scientific and practical findings in the field of psychosomatic medicine
and psychotherapy also for non-psychiatrists, but also from the rise of a meanwhile
new generation of medical doctors in many different countries and fields, who are
very open-minded towards psychosomatic thinking. A generation of physicians has
emerged who know that the predominant biomedical disease and treatment model is
only one way of practicing medicine and who are increasingly disillusioned by the
economization of modern scientific medicine. Psychosomatic medicine as human
medicine is “subversive” in this sense, since it undermines the theory and practice
of mechanized medicine and teaches doctors a holistic approach to medicine.
Psychosomatic medicine in this sense is not only a special subject but an integral
part of every medical field. We are pleased that the interest in psychosomatic medi-
cine continues to grow and were happy to face the content-related, methodological,
and didactic problems that had to be solved during the conceptualization of the new
edition of this textbook.

Courses for the qualification in psychosomatic primary care were held by us in
many different countries continuously for the past 30 years. Several thousands of
physicians, from beginners to experienced doctors, gave us the feedback on the
classes to the extent that that they had learned a lot from the courses, especially in
their personal way of dealing with their patients. It seemed that by attending the
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Xii Preface to the 2nd Edition

courses both patient satisfaction and the doctors’ satisfaction with their own daily
work improved.

The Textbook

Containing several new chapters and featuring extensively updated contributions
from experts in the field, this title takes a uniquely global approach in laying the
foundations of psychosomatic basic care and provides relevant information about
the most common mental and psychosomatic problems and disorders. An extension
of the cultural aspects of the individual clinical pictures and new contributions from
China, Latin America, Russia, Iran, India, Africa, and Myanmar also about migra-
tion and mental health accompany this revision.

This book is divided into four sections and begins by explaining the relationship
between psychosomatic medicine and primary care. The next part outlines the best
practices for diagnosing the most common psychological and psychosomatic prob-
lems and disorders and mastering the most frequent communication challenges
(e.g., biopsychosocial anamnesis, breaking bad news, dealing with difficult patients,
family and health systems, communication, and collaboration). The following sec-
tion delves into more specific psychosomatic problems such as depressive disor-
ders, posttraumatic stress disorder, addiction, the terminally ill patient and eating
disorders, amongst others. The final section focuses on developing psychosomatic
medicine in international settings. Every chapter integrates basic theoretical back-
ground and practical skills and includes transculturally sensitive material, important
for the work with patients in different nations.

Kurt Fritzsche

Freiburg in July 2019
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Chapter 1
What Is Psychosomatic Medicine?

Kurt Fritzsche, Farzad Goli, and Catharina Marika Dobos

Case Study

Initially, a 59-year-old female patient is hospitalized for removal of benign pol-
yps. During hospitalization, in the context of a thromboembolism in the right
leg, a gangrene of the right toe develops. Other complications such as poor
wound healing and infection lead to emergency amputation of the lower leg.
After surgery, the patient is alert and responsive but appears to be distraught
and feeling helpless. After a few sentences, she starts to cry. She tells the doctor
that when she was being transferred to the ward, she heard the nurses say that
they were overwhelmed by her case. She feels left alone and has little hope for
improvement. She feels like “a funnel into which something is poured at the
top, but everything comes out again at the bottom” (to be continued).

The Biopsychosocial Model

The theoretical basis of psychosomatic medicine is the biopsychosocial model (Engel
1977). This model describes the interactions between the biological, psychological,
and social processes that are involved, to various extents, in every disease (see Fig. 1.1.).

K. Fritzsche (>4) - C. M. Dobos

Department of Psychosomatic Medicine and Psychotherapy, Center for Mental Health,
Medical Center - University of Freiburg, Faculty of Medicine, University of Freiburg,
Freiburg, Germany

e-mail: kurt.fritzsche @uniklinik-freiburg.de; catharina.marika.dobos @uniklinik-freiburg.de

F. Goli
Department of Bioenergy Economy, Energy Medicine University, Mill Valley, CA, USA

Danesh-e Tandorosti Institute, Isfahan, Iran
e-mail: info@iranianhealth.com
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Dimensions

Biological

Intrapsychically

Interpersonally

Socio-cultural

Fig. 1.1 Dimensions of the biopsychosocial model

Physical, emotional, and social factors, in verying proportions, play a role in
every illness. The doctor’s task is to recognize not only the organic components but
also the psychosocial processes involved in the disease and to take these into
account. Only in the framework of a psychosocial anamnesis, psychosocial stress-
ors can be identified by the doctor.

Example 1: “Bronchial Asthma”
Psychosocial factors may co-elicit the onset of an attack of an allergy-related bron-
chial asthma. Conversely, the bronchial asthma of a child often affects the whole
family. For example, a sibling may develop anorexia nervosa to claim his share of
attention; or the mother could suffer a depressive crisis as a result of the great strain
the illness of the child puts on her.

Example 2: “Duodenal Ulcer”

Until 20 years ago, a duodenal ulcer was understood to be the consequence of stress
and specific personality traits, such as passivity and dependence. With the discovery
of the Helicobacter pylori, a somatic explanation was found for the occurrence and
chronification of duodenal ulcer and its eradication by antibiotics. But in fact, 60%
of people over the age of 60 are H. pylori-positive, but only 2% of them develop a
duodenal ulcer. Therefore, the development of a duodenal ulcer after an infection
may also have a psychosocial cause.

Example 3: “Coronary Heart Disease”

Congenital and acquired dispositions and risk factors, elicitors (“Why now?”), and
maintaining factors influence one another: coronary heart disease in the family, car-
diovascular risk factors like smoking, elevated blood lipids, hypertension, fear of
job loss, partnership conflicts with acute irritation, vital exhaustion, lack of social
support, and depression.
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Excursion: Biosemiotics

How do the material body and symbolic mind communicate with each other? How
are molecules and cells translated into thoughts and intentions and vice versa? Having
a mind-body model is very important for clear and accurate clinical thinking and
reasoning. One of the main concepts which psychosomatic medicine has developed
from is the phenomenal world. Jakob von Uexkiill (1982) showed that each organism
creates its own world around itself based on the structure of its receptor and affector
organs. Thus, each organism represents reality as a specific system of meaning which
manages its life in environment. Each organism reacts to stimuli which have meaning
for itself. Therefore, living systems make their own inner world and experience and
behave to others within this field. Von Uexkiill and Wesiack (1979), Thure von
Uexkiill (1981), and von Uexkiill and Pauli (1986) elaborated on the biosemiotic
model in the form of the situational circle model. They illustrated how meanings
assign (perception) and utilize (behavior) through the inner world of ideas (Fig. 1.2).
This model shows that life is a meaning or functional system. The signs in the form
of matter (e.g., atoms, molecules, cells), energy (e.g., electrical signals in nervous
system), symbols (e.g., words, images, machine codes), and reflections (e.g., mindful
moments, metacognitions) can be interpreted and translated into each other (Goli
2016; Goli et al. 2016). So, there is no gap between body, emotion, cognition, and
behavior but a multilingual complex body. Based on this biosemiotic model, we real-
ize how beliefs, relations, and experiences can modify the nervous system, the
immune system, and gene expressions.

MEANING Assignment
(Perception)

SENSE PROBLEM
_ ORGAN SITUATION ~ Z
<C =
2 )
= 2
5 -
£ EFFECTOR 3
ORGAN PROBLEM
SOLUTION

MEANING Utilization
(Behavior)

Fig. 1.2 Thure von Uexkiill’s situational circle
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Case Study (continued)

While talking in the evening, the ward’s doctor first sets the stage for the dis-
cussion. He has about 15 minutes to collect information on the health and life
history of the patient. The patient tells the following: Her father was killed
during the Second Word War; she has no memories of him. The mother was
overwhelmed with raising the patient and her two sisters and had become an
alcoholic. The patient moved to her grandmother whom she experienced as
very strict and emotionally cold. At the age of 23, she married and bore two
daughters herself. Over the course of the marriage, the husband also became
an alcoholic and later died of cirrhosis of the liver. The patient had separated
from her husband, found a new partner and opened a restaurant with him. This
partnership, however, also failed. The restaurant was carried on by her daugh-
ters but was later closed down. Last year, her older sister was diagnosed with
cancer and died shortly thereafter. The patient took over the responsibility and
care for her sister’s son who is paraplegic. (to be continued)

Bonding Experience

Any infant holds the inherent need for attachment to another human being and
clings to this individual. There is a primary need for human contact in any
human being, independent from the need for nutrition, which is as crucial as the
need for nutrition and shelter (Bowlby 1969). The need for emotional bondage is
congenital. The aim is the creation of emotional closeness and security, especially
when the child is tired, ill, insecure, or feels abandoned. Positive bonding experi-
ences influence the mentalization of the brain. Mentalization includes the under-
standing of emotions, thoughts, wishes, and fantasies of another person, but at the
same time, it also means perceiving the own mental states during the interaction
with other human beings (Fonagy et al. 2003).

The life history of the patient is characterized by negative bonding experiences.
In healthy development, there is constant balancing between the attachment and the
exploratory behavior (Fig. 1.3). Bonding behavior is activated in discomfort and
stress, exploration behavior in well-being. Bonding research confirms the impor-
tance of early experiences for the physical and emotional health of a person.
Uncertain, impaired early bonds decide over whether a person can also withstand
serious stress (resilience) or becomes ill (vulnerability). The first 3 years of life are
decisive for the development of the person's attachment style.

If the infant or small child has a mother or another main attachment figure who
responds sensitively with quick and appropriate mimicry and gestures to the
child’s reactions, oxytocin is excreted, which enables the infant to experience
social interactions and feelings as being pleasant. A secure bonding behavior is
promoted in this way. The brain, especially the amygdala, the hippocampus, and
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Exploration ‘|
Behavior

I Bonding
Behavior

Antagonistic behavior systems: bonding vs. exploration

Fig. 1.3 Bonding versus exploration allostatic load (McEwen 1998)

the prefrontal cortex are protected against damage in consequence of excessive
glucocorticoid excretions in stress situations. Secure bonding contributes to an
elevation of the stress threshold and dampening of the stress response. However, if
the mother rejects the child’s bonding needs, the result is an insecure-avoidant
bonding style in the child. If the maternal responses to the child’s signals are con-
tradictory and unpredictable, the child develops a so-called insecure-ambivalent
bonding style.

Psychosocial Stress

A mother who suffers from serious depression after the birth of her child cannot
respond adequately to the child’s bonding needs or empathize sufficiently with the
child. This lack of sensitivity later leads to impairments in the development of the
stress-coping system. Activation of the hypothalamus-pituitary-adrenal (HPA) axis
by increased corticotropin-releasing hormone (CRH) excretions or a lack of corti-
sol inhibition leads to an increased cortisol level and a resultant damage to the hip-
pocampus. Children who suffer great physical or emotional trauma develop
a hyperreactivity of the HPA and locus coeruleus-norepinephrine (LC-NE) axes.
Psychosocial stress in childhood may thus lead to a dysfunction of the stress-coping
system with elevated stress vulnerability in conflict situations.
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Long-Term Effects

Often alcohol, drugs, aggressive behavior and social withdrawal are used in order to
cope with stress. In the long run, the associated common risk behavior such as
smoking, physical inactivity, malnutrition, sleep deprivation, frequent switching of
partners and workplaces lead to physical and psychological illness. Long-term stud-
ies show that the influence of psychosocial stress in childhood increases the proba-
bility of acquiring a psychological or psychosomatic illness by the 5- to 20-fold as
grown-ups. The more stress factors (as shown in Table 1.1) a child is exposed
to (accompanied by negative bonding experience), the higher the risk of acquiring
physical or psychological illness as a grown-up. One single factor, however, will not
increase the health risk (Felitti et al. 1998).

Homeostasis is the maintenance of equilibrium within a narrow framework, e.g.,
oxygen in the blood, pH value, and body temperature.

Allostasis is the maintenance of balance despite adversity, such as the ability to
cope with extreme stressors such as prolonged sleep deprivation, isolation, hunger,
or extreme external temperature fluctuations.

Stress denotes the state of a threatened biological homeostasis or allostasis,
which can be caused by both physical damage or psychosocial burdens. Stress
response or stress reaction is the body’s attempt to reinstate biological homeostasis
or allostasis by means of change and adaptation processes at the neuronal and endo-
crine levels and in behavior (Fig. 1.4). When the stress is over, the adaptation pro-
cesses are deactivated again (McEwen 1998).

Table 1.1 Psychosocial protective factors and stressors in childhood

Psychosocial protective factors Psychosocial stressors

Ongoing good relationship to primary attachment | Ongoing emotionally bad relationship to

figure primary attachment figure

Big family Work stress of both parents from early
childhood on

Adequate early childhood bonding between Continuous disharmony in the family/with

parent and child abuse

Good substitutional care after loss of parents, for | Frequent abuse (i.e., beating, spanking)/

instance, by grandparents sexual abuse

Above average intelligence Divorce/separation of parents

Robust active temperament Mother or father physically ill/handicapped

Female Mother or father mentally ill/alcohol or drug
abuse

Social fostering, supportive caring environment | Death of a parent
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Environmental stressors
(work, home, Major life events Trauma, abuse
neighborhood)

Perceived stress

/’ (threat, helplessness, vigilance) \‘

Behavioural responses
(fight or flight, personal
behaviour, diet, smoking,
drinking, exercise)

\ Physiologic responses 4/

Allostasis Adaptation

Individual differences
(genes, development,
experience)

Allostatic load

Fig. 1.4 The stress response and development of allostatic load (McEwen 1998)

The mediators of this allostatic adaptation reaction are the stress hormones cor-
tisol and adrenalin/noradrenalin and the messengers of the immune system, the
cytokines. An increased release of these hormones has the following immediate
protective and adaptive effects:

* Enhancement of cardiovascular functions.

* Mobilization and renewal of energy reserves.
e Strengthening of immune functions.

* Improvement of cognitive functions.

This stress reaction enables the adaptation to stress situations by influencing the
gene regulation and expression of cells and tissues through mediators. But the same
mediators can also damage the body if they are secreted too frequently, too long, or
too strongly. The regulatory adaptation thus becomes an “allostatic load” with
increasing duration.

In the event of inadequate or excessive activation, stress mediators cause patho-
physiological changes in the cardiovascular system, glucose and fat metabolism,
immune system, and nervous system. These pathophysiological changes can
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develop into manifest diseases such as high blood pressure, arteriosclerosis, obesity,
diabetes, infectious diseases, tumors, and dementia under continuous stress
(McEwen 2007).

In certain situations, stress reactions protect us because they are essential for our
survival. However, too much stress can have a negative impact on us and can be the
cause for disease.

Case Study (continued)

The development of thrombosis with embolization in the right leg, develop-
ment of gangrene at the right toe, poor wound healing, and recurrent infec-
tions may have been an expression of allostatic overload in the patients’ body.
In addition, she might have an increased stress vulnerability due to negative
childhood experiences. (to be continued)

Psyche and the Immune System

Negative life events (e.g. death of a life partner, separation, or divorce) can lead to
temporary loneliness, depression, and anxiety that, as stressors, affect the immune
system. The immune system sends feedback to the nervous system in the form of
cytokines. As part of an infection, they activate the HPA axis in order to curb the
infection-induced immune activation. This produces the familiar feeling of illness
in the form of fatigue, pain, loss of appetite, and body aches.

Overall, stress can promote or suppress the immune system. Short-term stress
responses enhance the innate immune response. Satisfactory interpersonal relation-
ships, physical well-being, and positive personal valuations strengthen the immune
system. Permanent psychosocial stress such as job loss or loss of a significant other,
an accident with long-term consequences, chronic anger, or a chronic health condi-
tion results in a reduction of T-lymphocytes, reducing the activity of natural killer
cells, monocytes, and macrophages leading to a less effective immune response.

Stress and Illness

Research has shown that the outbreak and course of diseases are influenced by psy-
chological stress, because it affects the immune system. The negative effect of stress
on respiratory infections has been documented, also the influence of stress on multi-
ple sclerosis, bronchial asthma, rheumatoid arthritis, and allergies has been studied.

Stress which goes on for days or months leads to a persistent increase on the
LC-NE axis and HPA axis activity and at first to functional and then also to struc-
tural damage of the brain, the cardiovascular, and the immune system. The
hippocampus plays a significant role. Continued overload in this region leads to the
dysregulation of the HPA axis and to cognitive impairments.
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Example: Taking Care of a Relative

A person taking care of his or her by Alzheimer’s disease affected spouse will
develop strikingly less antibodies after an immunization and is more susceptible to
illness for years to follow. In this case an increased amount of interleukin-6 (IL-6)
circulates in the bloodstream, IL-6 activates the hypothalamic-pituitary-adrenal
axis, cortisol is released, and the immune system is inhibited.

Example: Stress and Cardiac Arrest

In some cultures the vernacular says “the heart stops after a shock™ or “the heart
breaks or aches after the seperation from a loved one.” This phenomenon has been
confirmed in studies with patients who were admitted to the clinic after severe
excitement with infarct-like symptoms. The patients had suddenly learned of the
death of a close person (partner, child, or friend), had been attacked on the open
road, or had suffered massive financial losses in one fell swoop. What they all had
in common was a feeling of extreme powerlessness and helplessness. The catechol-
amines in the blood were over 30 times higher than in healthy people. The cardiac
pumping function was massively restricted. Currently this picture is classified as
“stress-related cardiomyopathy” or “Takotsubo cardiomyopathy.”

Example: “Autoimmune Diseases”

The nervous system, endocrine system, and immune system form a unit. When one
system does not respond adequately to a stressor, another system responds in the
form of counter-regulation. If, for example, the cortisol excretion is no longer possi-
ble in response to a stressor, the inflammatory parameters like cytokine, which is
normally inhibited by cortisone, increase in compensation. The negative consequence
of a persistent excessive inflammatory response is a greater susceptibility to autoim-
mune diseases. Examples of reactions to a underregulated HPA axis are fibromyal-
gia, chronic fatigue syndrome, or atopic dermatitis.

Learning Experience and Cognitions

Fundamental assumptions about one’s self and the world are especially relevant for
the patient’s health cognitions. Every person has certain basic convictions, the so-
called patterns. These patterns have their origin in early childhood relationship
experiences and are further formed by cultural and family influences as well as
personal experiences. Thoughts and convictions are not only a consequence of emo-
tional well-being, but can also trigger positive or negative emotions. There is a high
level of interdependence. This has been shown in studies on the role of cognition in
prolonged depression. The focus of the cognitive theory is the assumption that the
patient’s convictions are important to his behavior, his emotions, and also his physi-
cal reactions. The therapeutic work with the patient consists in evaluating the cogni-
tive patterns that lead to the disruptive behavior, distressing emotions, and related
pathological physical responses and then replacing them with more adequate
patterns.
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Example: Learning Experiences ‘“Suppression of Emotions”

Many patients have learned their way of dealing with emotions from a family cli-
mate in which feelings and conflicts are not expressed and irritation, rage, disap-
pointment, and sadness are not even recognized. The affects go “inward”; they
activate the attendant psychophysiological processes, whereby the patient appears
passive and withdrawn on the surface. The psychophysiological reactions lead,
however, to an activation of the HPA axis with increased cortisone excretion, inhibi-
tion of the immune system, and activation of its back-coupling processes to the
central nervous system. Suppression of emotional experience and the related initial
avoidance of conflicts has a transient relief function, but in the long-term, it pro-
motes anxiety, depression and unclear physical complaints, including chronic pain.

Case Study (continued)

For her, the hospital situation triggers a reactivation of early childhood loneliness
and abandonment. She was originally admitted because of a harmless lesion and
then experienced one unsuccessful intervention after another, until finally an
amputation of the right lower leg became necessary. She was accustomed to
fighting and getting back on her feet. Now this active path seems to be cut off.
The ward doctor understands that the patient had always been caring for others
and now suddenly feels left alone with no hope. He summarizes the conversation
in his own words, showing his emotional understanding and assures the patient
that he will be there for her. The patient feels relief after the conversation and can
start smiling a bit again and with adequate pain medication spends a quiet night.
(to be continued)

Salutogenesis and Resilience

Whether a person falls ill with a mental disorder or not depends on the interactions
between stress factors and protective factors. Protective factors can balance out the
negative experiences in the child’s development and lead to a strengthening of the
emotional resilience. Since the neuronal linking in the brain is immediately related
to the first 3 years of the upbringing and socialization of the child, deficits in brain
development can also be offset at this point in time.

Case Study (continued)

The medical history interview revealed that the patient, despite the current hope-
lessness, has good resources of her own in terms of her fighting spirit and social
skills. After a period of mourning over the loss of her leg, she is very actively
involved in the mobilization. The adaptation of a prosthesis is achieved without
difficulties. The patient agrees to attend a rehabilitation clinic. Three weeks later
at discharge from the hospital, the patient is cautiously optimistic regarding her
future and is very grateful for the professional and emotional support by the
ward doctor. The ward doctor also feels appreciated for his efforts and relieved.
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In researching the development of health (salutogenesis), Antonovsky (1987)
sought conditions which enable a person to remain physically and emotionally
healthy in difficult life situations, such as death of a close person, an accident, or an
emotional crisis, or to regain health. By examining holocaust survivors, Antonovsky
reached the conviction that salutogenesis depends on a sense of coherence, that is,
stressful life events are perceived by the person as comprehendible, manageable, and
meaningful. Antonovsky considers the sense of coherence a basic, life-preserving
resource, which the person develops during his life by coping with and overcoming
problems. Resource activation connects to the patient’s positive characteristics,
capabilities, and motivations in organizing his life and his interpersonal relation-
ships. If, for example, the anamnesis reports past or current traumatic events, the
physician can speak directly about the patient’s resources that have enabled him to
cope with such events in the past or could enable him to do so in the future. The ques-
tion is not only “What has made you ill?” but above all “What do you need now to
cope with the difficult situation or to become healthy?” and questions such as “Why
did you become ill only now or what has protected you from an illness up to now?”

Sense of coherence includes the capability of:

e Experiencing stressful events as comprehensible (comprehensibility).
e Feeling able to manage these events (manageability).
e Attributing meaning to these events (meaningfulness).

Psyche and Genes

Genes and Environment

The regulation of gene activity is largely subject to psychosocial influences. Genetic
reaction patterns can be formed through experiences. Organisms, environment, and
genes form a unit. The question “genes or environment?,” which is rarely disputed
anymore, is outdated: both influence each other. Mental health or illness are not
predetermined but develop as a result from our interpersonal relationships, experi-
ences and their influence on the regulation of gene activity.

Gene Regulation

The regulation of gene activity and thus the production of proteins are the decisive
control variable for the cardiovascular system, hormone system, immune system,
and nervous system. The regulation of gene activity is carried out for each gene sepa-
rately by regulatory sequences that are upstream of the gene. So-called transcription
factors bind to these regulatory sequences, thereby regulating the activity of the gene
and the downstream gene. Whether genes are activated via transcription factors thus
depends on signals that reach the gene from outside. These signals can come from
the cell itself, from the entire organism, or from the environment. The regulation of
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numerous genes in the brain is also permanently influenced by signals from the
outside world that modulate neuronal networks in the cerebral cortex. The limbic
system combines this information with emotional and cognitive experiences, evalu-
ates it, and converts it into biological signals. Mental experience is thus “translated”
into biological signals, in which transcription factors are activated and genes regu-
lated within the framework of the signal chains triggered in this way. For example,
the brain transforms dangerous situations into specific biological signals that activate
genes in the alarm systems of the brain stem and the hypothalamus and thus trigger
anxiety reactions. The activation of so-called stress genes has an effect on the cardio-
vascular system and the immune system and can have a direct damaging effect on
nerve cells in the hippocampus during prolonged stress, as described above.

Coping

The outcome of a disease or life crisis is less determined by the type and severity of
a stressful event than by how the patient evaluates the disease and the available cop-
ing resources for crisis management (see Fig. 1.5).

Three main types of coping processes can be distinguished:

» Cognitive processing: finding explanations for the disease in books, magazines,or
the internet, minimizing the threat with sentences like “It can’t be that bad, others
have survived it as well”, but also exaggerated self-observation, maximum atten-
tion to all symptoms and sensations.

o Affective processing: moods, affects, and emotions ranging from normal fear or
grief reaction to severe psychopathological states such as panic attacks, depres-
sive withdrawal with suicidal tendencies, or aggressive behavior.

* Processing at the behavioral level: taking action, looking ahead, actively
approaching doctors and other people, surrender and avoidance, and retreat.

Availabe defense and Emotions
coping mechanisms thoughts

l

Strain from cancer Reaction
diagnosis

Subjective Behavior
valuation body

Fig. 1.5 Coping
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Factors influencing the processing of the disease can be:

e The severity of the physical illness and the resulting impairment.

* The personality of the patient. Does the patient view his/her own life and the events
and stresses that occur in it as understandable, significant, and manageable.

e The concept of control convictions. Does one’s own behavior has an influence on
life events (internal control) or are life events predominantly experienced as
externally determined (external control)? Successful coping with earlier life-
threatening events or illnesses increases the ability to cope with stress; whereas
“learned helplessness” (repeated experience of no control and helplessness over
challanging life events) reduces the ability to cope with stress.

* Social support. Most important is the social support perceived by the patient,
e.g., through close caregivers, in the doctor-patient relationship, or through hos-
pital care.

Psychosomatic Medicine in Primary Care

The theoretical basis of psychosomatic medicine is the biopsychosocial model (Engel
1977). This model describes the interactions among the biological, psychological,
and social processes that are involved, to various extents, in each disease. In many
Western countries, basic knowledge about recognizing psychological and psychoso-
matic disorders and problems, counseling and providing emotional support, and pro-
viding referrals to health specialists are included in the training of medical students
and postgraduate doctors. The objectives of the psychosomatic approach are to build
bridges between the various clinical disciplines to overcome the mind-body dichot-
omy and to stress the importance of understanding the interactions among biology,
psychology, and social factors in every patient, independent from the primary
pathology that is treated. These objectives imply both a system-based perspective
and individual knowledge of the biological, psychological, social subsystems, and
their interactions. The psychosomatic approach focuses on the doctor-patient rela-
tionship and on an integrative strategy for diagnosing and treating patients. Educating
somatic clinicians in integrating psychosomatic aspects of medical care into their
daily work has become a well-accepted priority for medical training and research.

Psychosomatic medicine in primary care has primarily been influenced by psy-
choanalysts and internists who emulated Michael Balint’s (2000) approach, which
stressed the integration of psychosomatic and holistic perspectives into the medical
practice.

This integrated biopsychosocial treatment includes the following advantages:

* The physical examination is integrated into the consulting hour. Beginning with
the patient’s presentation of complaints, the doctor assesses both somatic and
emotional concerns. As a result, both physical and psychosocial problems are
addressed in diagnosis and treatment.
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* Many patients do not feel as embarrassed about conversations regarding
their mental or interpersonal conflicts in the primary care setting compared to
a separate session with a mental health professional.

e Conversations in the primary care setting usually occur in the context of long-
standing, trusting doctor-patient relationships. Such relationships have been shown
to be important factors in the healing process. Family conflicts and past crises of a
patient are usually familiar to the doctor who treats the entire family. When a new
conflict or symptom arises, it can be placed in a personalized context.
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Primary Care

The aim of psychosomatic primary care is to overcome the dualism in medicine and
health care by making overall diagnoses. Physical and psychological symptoms, as
well as subjective experience and its processing, are described in the context of
present and past relationship experiences and, above all, in the current doctor-
patient contact where their significance for the current symptoms is assessed. The
basis of this process is a trusting and empathic doctor-patient relationship. Further
goals of the basic therapy are solution-oriented problem clarification, help in over-
coming life crises, specific treatment for various psychological disorders including
psychopharmacotherapy, and preparation and initiation of further psychotherapeu-
tic treatment in an inpatient or outpatient setting.

A very special communicative competence is necessary for the diagnostic pro-
cess and for all the basic therapeutic services within the framework of psychoso-
matic medicine. The primary goal of communication is not the record keeping of
facts but the creation of a common reality between the patients and their helpers. In
a successful doctor-patient relationship, a common reality emerges through mutual
permanent coordination processes. Everyday life in medicine looks rather different;
patients regularly complain about the communication deficits in therapeutic rela-
tionships in hospitals and medical practices. Compliance is understood one-sidedly
as adherence to medical instructions by the patients.
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The targeted skills of psychosomatic medicine in primary care include the recog-
nition of mental disorders, basic interventions, and collaboration with mental health
specialists.

Targeted Skill: Recognition of Mental Disorders

Mental disorders and psychological problems should be identified by using the psy-
chosocial anamnesis.

The selection of mental diseases to be taught in medical training depends on the
frequencies of these diseases. The following diseases have been deemed most impor-
tant: (1) various forms of depression; (2) anxiety disorders; (3) somatoform disor-
ders; (4) adjustment disorders to severe life-threatening diseases, such as cancer and
coronary heart disease; (5) posttraumatic stress disorder (PTSD); and (6) depen-
dence syndrome.

Targeted Skill: Basic Interventions

* Promoting a helping alliance among the doctor, patient, and family members;
this skill also includes identifying possible barriers on the part of the doctor,
patient, or family and stressing the core skills of empathy and sensitivity.

* Improving the patient’s problem-solving skills, including providing information
about self-help groups, supporting the management of adverse life events (e.g.,
severe illness, loss, separation, or divorce), and avoiding unnecessary medica-
tion, diagnostic procedures, and surgery.

The basic therapeutic approaches integrate psychodynamic approaches,
cognitive-behavioral models, systemic family therapy, and communication skills,
such as empathy, unconditional positive regard, and congruence, to develop good
doctor-patient relationships (Rogers 1997). Examples of the use of cognitive-
behavioral models include the vicious circle model in the area of anxiety disorders
and the influence of negative thinking and avoidant behaviors in depression. In the
treatment of patients with somatoform disorders, the disease model of the patient,
which has traditionally focused on physical causes, is gradually expanded to include
alternative concepts of illness, and the attention is refocused on potential psychoso-
cial stressors. In systemic thinking the interaction between the patient and his/her
social systems (family, partnership, coworkers at the workplace) replace reduction-
ist notions of cause and effect.

The teaching of doctor-patient communication skills includes learning interview
techniques that are both doctor centered and patient centered, allowing time for the
patient to talk at the beginning of the interview, not interrupting the patient, asking
open questions, offering verbal and nonverbal encouragement to encourage the
patient to keep talking, summarizing what has been said in your own words, and
reflecting emotions.
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An ideal method for understanding doctor-patient interactions is the Balint
group, in which the focus is placed on difficult interactions between the doctor and
the patient.

The goals of the interventions in psychosomatic basic care are:

* Creating a viable doctor-patient relationship.

e Promotion of patient autonomy through the focus on his/her resources or those
available in his/her environment.

* Solution orientation through problem clarification, acceptance, or coping.

*  Symptom relief or healing.

* Informing the patient (psychoeducation).

* Prevention of unnecessary measures such as non-indexed medication intake,
doctor consultations, surgical interventions, and inpatient stays.

* Assistance in overcoming life crises such as serious illness, loss, and
separation.

*  Specific treatment of  various mental disorders including
psychopharmacotherapy.

e Preparation and initiation of indicated further specialized therapy (specialist psy-
chotherapy, psychiatric treatment, psychosocial counselling centers).

e Cooperation with self-help groups.

Targeted Skill: Collaboration with Mental Health Specialists

Motivating patients for psychotherapeutic treatment and referring them to experts.
Additional skills in this area include collaborations around consultations and case
management with psychotherapists and other psychosocial service providers.

The fourth learning objective involves referrals to mental health specialists and
cooperation with mental health services. Even in countries with well-developed
support systems, these collaboration processes are not optimal. Primary care physi-
cians have an important guiding function in the mental health-care system. They
must decide whether basic psychosomatic care is sufficient or expert assistance
should be requested. They also have to decide which expert is best suited to address
the patient’s problem. The primary care physician should inform the patient of the
need for more intensive psychotherapeutic and/or psychopharmacological treat-
ment. He/she should also motivate the patient to accept such an offer and should
refer him/her to the appropriate physician or facilities.
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Traditional Chinese Medicine

Traditional Chinese medicine (TCM) is one of the oldest healing systems. Most of
the principles of TCM originated in the philosophical ideas that contributed to the
development of Taoism and Confucianism. In TCM all natural phenomena are cat-
egorized into yin and yang (the dualistic principle) and the five elements (wood,
fire, earth, metal, and water) and the universe as well as the human body is con-
stantly changing towards dynamic balance or harmony. This knowledge was applied
to understand, prevent, and cure diseases.

TCM includes chinese herbal medicine, acupuncture, moxibustion, mas-
sage therapy, nutritional therapy, and physical exercise (such as shadow boxing). It
is estimated that 40% of health care in China is based on TCM, with a higher
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proportion in rural areas. Every city has a hospital practicing TCM, and the govern-
ment plans to have one in every county in China as well. In 95% of hospitals practic-
ing Western medicine, there are departments of TCM, most of them have patient
beds. When patients arrive at the outpatient department, they can choose between
Chinese and Western treatment. In Western medicine hospitals, around 40% of the
treatment is traditional. TCM herbs are used much more frequently than acupunc-
ture (Tang et al. 2008).

According to TCM, disease occurs as a reaction to a disturbance in yin-yang and
flow of qi or blood or because of disharmony in the organs caused by personal (e.g.,
sadness, joy, and lifestyle) and climatic factors (dampness, heat, cold). The treat-
ment aims at expelling or suppressing the cause and restore balance.

The integration of TCM in Western medicine has been widely promoted and
studied in China and in Western countries. Eventually, integration aims at combin-
ing these two systems. Physicians who have received training and passed the exami-
nations can treat patients in both disciplines. Over a third of the training
which students receive in TCM schools concerns knowledge about Western medi-
cine. But also Western medicine schools offer some training in TCM. Globally seen,
this has been taken a step further by the World Health Organization’s inclusion of
TCM in its 11th revision of International Statistical Classification of Diseases and
Related Health Problems (ICD) for the first time (https://icd.who.int/browse11/1-m/
ene). The ICD 11 includes TCM diagnoses such as liver qi stagnation, damp heat,
and qi deficiency, amongst others. This move may improve recording of epidemio-
logical data regarding disorders of ancient Chinese medicine in parts of the world
like China, Korea, Japan, and in many other countries. The ICD 11 was presented to
the World Health Assembly in May 2019, but this move has not gone without criti-
cism from others: Scientific American describes the step as a “bad idea” and blames
the WHO for legitimizing TCM practices which they consider as being not
evidence-based.

The WHO, however says, incorporating is not a judgment on the validity of a
condition or the efficacy of treatment but is an important aspect of mapping how
humans live and the types of health care they receive.

Research is needed to determine which illnesses are best treated by one approach
or the other. In China, Western medicine is often regarded as being more effective
in an acute situation or in cases in which the etiology of the illness is known, whereas
TCM is more effective for immune disorders, chronic illnesses, or illnesses with an
unknown etiology.

Psychosomatic Aspects in TCM

TCM has a holistic view on the body and mind and accepts that somatic presenta-
tion of emotion is common. This is a similarity to modern psychosomatic approaches
(Tseng 2001). The heart was thought to house the superior mind, the liver to control


https://icd.who.int/browse11/l-m/en
https://icd.who.int/browse11/l-m/en

3 Traditional Medicine and Psychosomatic Medicine 23

the spiritual soul, the lungs to host the animal soul, the spleen to host ideas and intel-
ligence, and the kidney to host vitality and will.

According to TCM, when vital air (qi) is concentrated in the heart, joy is created;
in the lungs, sorrow; in the liver, anger; in the spleen, worry; and in the kidney, fear.
Thus, it is considered that various emotions are stirred through the visceral organs. In
accordance with these medical attributions, in daily life, many organ-related sayings
are used in common language such as an “elevated liver fire,” “losing spleen spirit,”
“hasty heart,” “angry liver,” or “exhausted kidney,” to describe emotional states.

TCM has some special features in the treatment of psychological and psychoso-
matic symptoms:

1. TCM patients prefer a holistic view of their illness and do not like the separation
of physical and psychological causes.

2. Even if patients are aware of psychosocial stress being an underlying cause of
their condition, they rather choose a more somatically oriented way to describe
and treat their symptoms.

3. Patients expect the doctor to ask about their physical symptoms, perform a phys-
ical exam, and take their pulse. They feel uncomfortable when doctors ask them
about psychosocial aspects of their illness.

Ayurvedic Medicine

The term “Ayurveda” comes from Indian Sanskrit and is composed of the words
Ayus (life) and Veda (knowledge). Ayurveda claims a holistic approach in that
human health and disease are seen as the interaction of physical, mental, emotional,
and spiritual aspects (Kutumbiah 1962).

Different temperaments or vital energies called Doshas are distinguished:

e Vata (wind, air, and aether), the concept of movement.
e Pitta (fire and water), the concept of fire and metabolism.
* Kapha (earth and water), the concept of structure.

In a healthy organism, the Doshas should exist in a harmonious equilibrium. In
a consultation the doctor will determine the current relationship between the Doshas
for the patient by means of pulse diagnosis and with the help of the patient’s horo-
scope. To balance the Doshas and to drain accumulated waste, certain cleansing
procedures (Panchakarma) are employed. These Panchakarma procedures include
fasting, baths, enemas, vomiting, and bloodletting, and also massages, yoga and
breathing exercises, color and music therapy, and the use of Ayurvedic medicines.

The goal of Ayurvedic medicine is to prevent serious disease by trying to under-
stand the cause of a disease and to eliminate unhealthy habits. The diagnosis is
made after taking the result of an examination of the whole body (including pulse
check, urine tests, and an examination of tongue and eyes) into account.
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Ayurvedic medicine also includes special dietetics. Food is considered to be
information for the Doshas. Ideally, this information is converted into Ojas, an
intangible superfine substance that is also produced when making positive experi-
ences. Ojas strengthens the body’s natural defenses and connects the body and mind.

Diseases are divided into three groups: physical, accidental, and mental. Physical
disease arises from abnormal conditions of the body. Accidental diseases are caused
by the action of spirits, poisons, wind, fire, and violence experienced by the body.
Mental diseases are caused by unsatisfied basic emotional needs. Pronounced anger,
sadness, fear, and anxiety are an expression of a mental imbalance. In Ayurvedic
medicine it is clearly apparent that emotional distress is recognized as a cause of
disease. In addition to treatment with herbs and drugs, Ayurvedic medicine includes
a detailed description of psychotherapeutic techniques for the treatment of mental
disorders.

Mental health is seen as an integral part of life. Firmly rooted is also the notion
that emotional ties, love, and affection of closely related persons are just as or even
more effective in the treatment of mental disorders than doctors and their treatment
methods.

Possibly, parts of the Ayurvedic theory and some drug preparations have been
adopted from the Greek medicine. In Plato’s system, health is based on a harmonic
balance between the three elements Pneuma (air or Vata), Chole (bile or Pitta), and
Phlegm (or Kapha). On the other hand, the Greek medicine has influenced the
Galenic-Islamic medicine.

Ayurveda got lost almost completely with the fall of the Vedic culture and was
only recently since the 1950s revived by the Government of India. In Sri Lanka, it
has been consistently applied and preserved until today. Sri Lanka is not the only
country that offers state-funded Ayurvedic medicine as a complete health-care sys-
tem. In India, too, Ayurveda plays an important role in public health care. It is —
arguably the most important — one of the seven Indian systems of medicine officially
endorsed by the Ministry of AYUSH. In many Western countries, Ayurveda is used
as an alternative and complementary therapy.

Iranian Traditional Medicine

There were three schools of medicine in Iranian traditional medicine: methodism,
empiricism, and dogmatism. The methodists focused on symptomatic treatment,
and they did not care about etiology and pathology. The empiricists claimed that
management plans should be obtained through experience and concrete observa-
tion. They emphasized a disease-oriented approach and believed that each therapy
which had been effective in a patient evidently would be effective for other patients
with the same disease. This school of medicine is the origin of modern biomedicine.
The dogmatists believed that there was no doubt that sense and experience were the
facts, but they had to be derived through thought and analogy. In spite of the empiri-
cists, the dogmatists did not believe in generalization of management plans to all
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cases of a disease. In addition to signs and symptoms and nosological classifica-
tions, dogmatists carefully mentioned illness experiences, individual differences,
humoral and psychological states, family support, and occupational and environ-
mental parameters in their management (Ibne-I Hindu 1989). Evidently, this
approach is a precursor of psychosomatic medicine.

The traditional medicine of Iran is based on Unani medicine and was developed
by the great physicians of the Middle Ages such as Abu Zayd al-Balkhi (850-934),
Razi (865-925), Ibn-e Sina (Avicenna) (980—1037), and Jorjani (1042—1137). Like
most of the comprehensive traditional medicine systems, it relied on the concept of
“equilibrium” of nonlocal natural forces and qualities (humors; Bannerman and
Bannerman 1983). Disease is defined as an imbalanced outcome of internal/external
forces. Treatment in this approach is not focused on the removal or alternating of the
local pathogenesis but is organized around managing the natural forces of the body
and environment.

There is no dualistic border between mental and physical illness in this healing
system, and both of them are analyzed as systemic imbalance of the natural forces.
Moreover, psyche is nothing but the function of the soma which can act indepen-
dently and is autogenous in some way.

The “health calendar” of Ibn-e Botlan (2003) is a typical example of this view on
the world. According to this calendar, each person, illness, part of the body, food,
remedy, mental or physical activity, time, place, color, and order has its special
temperament, and we should conduct these natural forces prudently into our life to
maintain and promote our dynamic equilibrium of the forces.

For maintaining and promoting mental health in Iranian traditional medicine,
you should first recognize the temper of the brain and then the temper of the disor-
der, and then you can manage the health condition. For example, a person with
a warm and wet brain is supposed to be prone to headache and nightmares. Their
wits are not so blunt, they sleep deep and long, and they have difficulties in obtain-
ing and retaining information. So, wet and warm foods, remedies, and weather reso-
nate this. Furthermore, in this system, each disorder has its own specific nature
(Ibn-e Botlan 2003). For example, it is believed that two main deviations from a
normal and balanced brain are anxiety restlessness and depression weakness; the
first one arouses from excessive warmth and/or dryness, and the second one is
caused by coldness and/or wetness of the brain (Jorjani 1966).

Phobia, worry, impulsivity, and paranoia signify warmth of the brain, and one is
supposed to manage these conditions by consuming cold foods and drinks, as well
as mental and physical activities. One of the ways in which one can diagnose the
brain temperament is by dream analysis. For instance, a colorful dream signifies
humor; red spectrum is induced by blood, yellow by bile, and white by phlegm.

In Iranian traditional medicine, the heart is the place for mind and emotion regula-
tion. Hence, physicians must have a deep knowledge of the pulse and its states so that
they can understand functions of the body as well as tune and balance of the psyche.
Therefore, knowing music is one the basic skills of healers because they should dis-
tinguish about 50 normal and abnormal pulses as Avicenna explained in canon and
resalat fi nabz (Morewedge 1973). Various musical modalities of pulse were explored
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as rthythm, frequency, range, tension, color, and harmony, and evidently, in such a
medical model, music therapy plays a very important role in reorganizing both men-
tal and physical disharmonies. During a traditional music therapy session the main
cue for the adjustment of the music to obtain ultimate psychosomatic balance is the
monitoring of the pulse. In addition to remedy-based interventions and lifestyle
modification for balancing mal-temperament (so-e-mizaj), some founders of Irani
medicine utilized psychosomatic methods systematically; among them was Abu
Zayd al-Balkhi, known as the first psychosomatic physician (Deuraseh and Abu
Talib 2005), who employed psychotherapy and emotion regulation to treat patients.

Religious and Spiritual Healing in Africa

In most African societies, healing goes beyond the alleviation of individual history
and includes mending of social divisions which exist both within and between com-
munities. Health is traditionally defined as harmonious relationships between
human beings and their natural surroundings, between them and their ancestors, and
among themselves and illness as encompassing relations between the universe,
ancestors, and God.

The social world (comprising the spirits and the living) and the physical world
are united within a larger cosmology. If this harmonious state breaks down, it is seen
as a result of malevolent intervention or a sanction by the ancestors and/or God for
incorrect or inappropriate social behavior. Although a large proportion of Africans
have converted to Islam and Christianity, these two world religions have been
assimilated into African culture, and many African Christians and Muslims main-
tain traditional spiritual beliefs. Furthermore, African cultural practices contain ele-
ments of indigenous religion. Thus, traditional African cosmologies and beliefs
continue to exert significant influence on Africans today. The power of spiritual
entities remains paramount in the causation and treatment of mental disorders. It is
by means of spiritual understanding that people can restore meaning and a sense of
balance to their lives following traumatic experiences (see Chap. 13). Appeasing the
spirits, for example, is a mechanism for redressing the wrongs of the past and restor-
ing well-being.

Religious/spiritual practices that can be of benefit to the health worker’s medical
practice and well-being:

* Open prayer (ecumenical prayer): This can be held with clients in the patients’
waiting room each morning before formal treatment begins.

* Personal reflection (on personal life, life of others, nature).

e Promotion of humanitarian service (give back to humanity).

» Forgiveness or self-forgiveness.

* Acceptance that some of the problems are beyond your control and that you need
to surrender them to a “higher being”.
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e Adaption of some of the spiritual rituals/practices such as singing and
dancing.

e Undertaking physical exercise and self-care.

* Promotion of positivism, self-efficacy, and self-actualization.

Attitudes Toward Indigenous Healing Practices

Some medical doctors regard folk healing as merely “superstitious” and “primi-
tive,” insisting that such out-of-date practices should be discouraged or prohibited.
Other doctors consider these folk practices to be interesting subjects for academic
study. They want to examine the therapeutic elements that they utilize and why such
supernaturally orientated therapeutic exercises are still popular among some groups.
Other doctors or community health workers believe that due to shortage of profes-
sional personnel available in the community, the existence of “folk™ therapies
should be supported (Tseng 2001).The joint declaration on primary health care
made in 1978 by the World Health Organization and the UNICEF at Alma Ata,
Kazakhstan, led to international recognition of the positive role of indigenous prac-
titioners. Any folk healing practice that proved to be helpful to the client and useful
to the community deserves the support and encouragement of clinicians as well as
administrators. The collaboration of indigenous healers and modern clinicians
should be encouraged to provide maximal mental health services for the
community.

Cultural Responsibility and Humility

Every physician should be “culturally responsible” when dealing with a patient with
emotional problems from a different cultural background. Cultural responsibility
starts with cultural competence—that is, one’s ability to work with people from dif-
ferent cultural backgrounds. Cultural responsibility means going beyond cultural
competence and taking responsibility for the way we view culture. It means that
people of all cultural backgrounds work together respectfully and effectively with
knowledge and awareness. It includes attitudes, behaviors, skills, policies, and
procedures.
Cultural responsibility might include:

e Understanding and/or learning from the cultural group you are dealing with.

e Building links between health services and culture-based community organiza-
tions or other organizations that serve a specific community and recognizing the
experiences and expertise of cultural organizations and leaders in our
communities.
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e Providing helpful, tailored information in a language that is understood by the
patient.

e Recognizing the role of cultural, medical, or health practices.

* Considering importance of religion and spirituality in the management and treat-
ment of mental disorders.

* Considering extended family network in the management and treatment of men-
tal disorders.

* Looking at the whole person beyond cultural or any other borders.

» Looking at the bigger picture and recognizing that it is difficult to separate men-
tal problems from larger concerns, like poverty or lack of housing.

Cultural humility can be conceptualized as the ability to maintain an interper-
sonal stance that is other-oriented (or open to the other) in relation to aspects of
cultural identity that are most important to the other person. Aspects of cultural
humility that may be useful for the clinician include:

» Lifelong committment to self-evaluation and-self critique.
* Being able to fix power imbalances where they should not exist.
* Developing partnerships with people and groups that advocate for others.

Summary

Medical tradition often has its origin in a religious world view, which assigns gods
the power to afflict illness on people. During the fifth century before Christ, Greek
medicine tried to understand illnesses based on the laws of nature. The teachings of
the four elements and the four humors were created, and an independent medical
science developed therefrom. The basis of all life is seen as an equal interconnected-
ness of the four elements or basic substances: fire, water, air, and earth. Any living
being and the entire universe is made of these. This holistic perspective shows paral-
lels to Chinese medicine, to Ayurveda, and the Persian-Islamic medicine. It is obvi-
ous that there has been a far-reaching cross-cultural parallelism of traditions for
more than two millennia. In addition, medical science is closely tied to the societal
and economic conditions of life and how people view life, as Paul Unschuld aptly
described in his book What is Medicine? Western and Eastern Approaches to
Healing (Unschuld 2009).

Over the millennia, the knowledge of the power of the gods, our ancestors, and
demons have largely determined human actions in all cultures. This type of thought
was alive and is still alive parallel to the development of modern life sciences.

Until this day, many ideas of holistic medicine are found in home remedies and
folk medicine of Western countries. There are departments for natural healing at
universities. Additional study programs are offered in homeopathy and an
independent approach to healing that is based on a religious world view such as the
medical anthroposophic medicine.
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The Doctor—Patient Relationship b
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Doctor as a Contact Person

If the doctor is perceived as trustworthy and helpful by the patient, a good founda-
tion for any following medical treatment is formed. If we define communication as
sharing meaning, relationship is the context and framework of communication. It is
evident that this intersubjective context, which profoundly depends on the doctor’s
and the patient’s emotions and traits, can determine the meanings of illness and
treatment. Doctor—patient communication and interventions are focused more on
acting as a therapist, while doctor—patient relationship is focused on being a healer.
Often the basic care physician is the only expert with regular and frequent contact
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to the patient. He is told about interpersonal conflicts, fears, and needs, people of all
age groups, social classes, and nationalities are burdened with as a result or cause of
physical or mental suffering. The quality of the doctor—patient relationship is the
decisive factor for the treatment success. Doctors who combine empathy with an
reassuring demeanor and comprehensible information have better treatment out-
comes compared to doctors with a more distant and formal demeanor.

Basic Attitudes

Carl R. Rogers’ humanistic psychotherapy describes three basic attitudes that pro-
mote successful relationship formation: empathy, congruence (authenticity), and
unconditional appreciation (Rogers 1951).

Empathy

Empathy means being able to gain an understanding of how another person feels or
thinks; putting oneself into the other person’s shoes. In the medical setting it means
listening attentively, pausing, and waiting. Empathy means understanding why
someone cries, why someone does not consent to an operation, or why someone
prefers natural treatments. Empathy means showing the patient that the doctor is
interested in him and that he wants to understand the personal experience of the
patient and his motives.

This interest is shown through expressions such as: “I would like to understand
this better.” “What do you associate it with?”” “Can you explain to me where your
opinion comes from?”

Authenticity

Authenticity in therapy means finding a professional attitude that does justice to
one’s own personality. This attitude answers questions such as: “May I cry with the
patient when their fate makes me sad?” “May I show my worries even if I actually
want to leave the decision about the treatment up to the patient?” “How do I deal
with feelings of disgust towards a patient’s behavior?” Authentic therapists do not
necessarily have to hide these reactions. It is the doctor’s duty, however, not to let
his/her own emotions become the basis for the decisions on treatment-relevant ques-
tions. The doctor is responsible for the course of the conversation and for the treat-
ment process and should always return to the factual treatment level. Professionalism
and humanity belong together.
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Unconditional Appreciation

Unconditional appreciation means signaling to others that they are still valued and
taken seriously as a person, even if they do not meet their own or others’ expecta-
tions in some areas. Unconditional appreciation does not mean to share or approve of
the patient’s opinion. It simply means respecting that there are valid reasons for
patient’s opinion or behavior. For example behind a xenophobic opinion might lie a
fear of losing one’s job.

The Doctor as a Diagnostic Instrument and as a Drug

Every doctor has had the experience that his or her presence already does more good
for the patient than the medicine itself. The perception of the doctor himself/herself
as a drug is a key task in dealing with patients. The doctor tries to understand how
the patient’s behavior affects his/her reactions and vice versa. This division of atten-
tion between dealing with the patient and the doctor’s own arising emotional reac-
tions and their impact on the doctor’s behavior towards the patient is an unusual
task, which requires patience, concentration, and constant training. The doctor him-
self/herself facilitates to a great extent, whether the patient will be able to open up,
talk about himself/herself, or whether he/she is withdrawing and only provides
monosyllabic answers to questions (Balint 2000).

Just as a doctor uses a stethoscope to examine the heart and ultrasound to exam-
ine the abdomen, his own emotional reactions can tell him something about the
patient that no other diagnostic method can tell him. His own state of mind, his
thoughts, and his fantasies are like the sound of a resonating body, which is made to
vibrate by the conversation.

Feelings, that arise in the doctor as a reaction to the patient, influence his behavior
toward the patient. It is impossible to be a neutral observer: One’s own subjectivity
shapes the course of the conversation. If the doctor thinks the patient is sympathetic,
he will react differently than if he feels annoyed and attacked by him/her. He will
take up topics offered by the patient, reject them, or overlook them. He will ask ques-
tions or hold back. He will feel inspired or paralyzed by the patient. He will find that
the patient’s behavior or problem remains unclear or that he reacts nervously, inse-
cure, or bored in conversation with the patient. This means that the doctor will expe-
rience that his behavior is susceptible to the impressions the patient makes on him.

These, often unconscious interactions between doctor and patient, can be explained
by the psychoanalytical concept of transference and countertransference:

e Transference refers to all the thoughts, feelings, fantasies, and behaviors of the
patient in the relationship with the doctor. The doctor asks himself: “How does
the patient treat me? Is there a connection to the patient’s life story? Who do I
stand for?”
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* Countertransference refers to all thoughts, feelings, fantasies, impulses, and
behaviors that the patient triggers in the doctor: “Why does the patient make me
so angry? Why do I feel such a strong tiredness? Why am I not interested in the
patient? Which person in my own biography does the patient remind me of?”’

Case Study

An elderly patient in poor nutritional and general condition is ventilated in the
intensive care unit due to pneumococcal sepsis. She develops an anxiety dis-
order and refuses to be weaned by ventilation. The anesthetist on duty feels
helpless during the night shift and turns off the ventilator with the feeling of “I
will force her to breathe.” Then the patient panics, becomes cyanotic, and has
to be intensively ventilated again quickly. The small advances in weaning that
had been made before were thus destroyed.

Michael Balint, a Hungarian psychoanalyst who later trained GPs in psychoso-
matic medicine in England, called the doctor’s alignment to the patient “tuning-in.”
When the doctor discovers that he can listen to his patient and capture the unspoken,
he will begin to listen to himself in the same way and see himself as a diagnostic
instrument. Such a change of attitude takes time. It requires the doctor to be willing to
be touched and stimulated by the patient and his/her story. One way to better under-
stand the doctor—patient relationship is to participate in a Balint group (see Chap. 16).

Types of Doctor-Patient Relationships

Because of the doctors’ professional knowledge and training and due to their respec-
tive roles, the relationship between doctor and patient is asymmetric at the core. The
asymmetry intensifies with rapid advances in medicine, but it also reduces with new
information sources (such as the internet) arising and is less pronounced in patients
with a high level of education. Therefore, the doctor needs to be highly flexible and
must have a very good intuition for adapting his/her behavior to each individual
patient’s needs. Thus accessibility of knowledge, severity and acuteness/chronicity
of illness, attachment style, and timeframe predetermine the form of relation-
ship between patient and doctor. Evidently, chronicity, secure attachment, and lesser
time limitation reduce the asymmetry.

The Paternalistic Model

The paternalistic model arised from hippocratic thinking. Accordingly, the doctor,
by virtue of his (paternal) authority, is in the position to make decisions for the
patient (who is deemed incompetent), for the benefit of the patient. According to
this model, the doctor is viewed as being the expert who knows what is best for the
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patient. He/she violates the autonomy of the patient, based on the conviction that
this is happening to the patient’s benefit.

In the conversation between the doctor and patient, the doctor determines the
topics. The interview is used to query diagnostic criteria that cannot be directly
observed in the examination. It focuses on somatic findings. Often, the complaints
are registered through closed or standardized questions. In this model, the doctor
may be guided optimally by the best scientific standards when treating a patient.
The doctor’s contribution to the conversation is his/her medical expertise. The
patient is merely told about the treatment plan that is derived from the findings. The
patient’s compliance with medical instructions is assumed.

Case Study
A 36-year-old patient is in a cardiac outpatient clinic to discuss the findings of
an examination the the attending physician.

Physician: “According to the findings, it is a high-degree aortic stenosis
which absolutely requires surgery within the next few weeks. I already sched-
uled an admission date at the surgical clinic for February 13. In the meantime,
please refrain from any physical activity. Continue to take your medication.
After surgery, you will be staying in the intensive care unit. When in stable
condition, you will move to the floor. Subsequently, we will request a rehabili-
tation therapy for you.”

This approach has advantages (especially in specific urgent situations) and dis-
advantages which are listed in Table 4.1.

The Service or Consumer Model

Medical care becomes a service, the doctor is seen as the service provider and the
patient as the consumer. In this model, the doctor is an expert, but the decision-
making authority remains with the patient. The physician’s role is limited to

Table 4.1 Advantages and disadvantages of the paternalistic model

Advantages Disadvantages

Diagnosis is brief, factual, guided by closed | By focusing only on somatic information,

questions additional diagnoses or other important
informations are overlooked

With a definite diagnosis the patients get Lack of compliance of patients. Most patients

the best treatment in a short time frame build trust only when they feel seen as a person
and not just as a sick body

Suitable for patients who expect a -

paternalistic doctor and come with great

confidence in the doctor’s expertise
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providing the patient with the necessary information and to carry out the decisions
made by the patient. Since the doctor is liable for the treatment, the rules of medical
science must be followed. Not everything that the “patient as the customer” may
desire is carried out by the doctor.

In the doctor—patient consultation, patient satisfaction is paramount. The attitude
of the patient is characterized by mistrust, which the doctor is looking to overcome
by friendliness and expert advice. The doctor thus satisfies the needs of the patient
for freedom and independence and of being informed, respected and receiving pro-
fessional attention. The patient has the right to make demands; the physician, how-
ever, should remain friendly even if the patient exaggerates.

Case Study

61-year-old patient with severe aortic stenosis and aortic aneurysm.

Physician: I can tell that you are not thrilled about the news about the neces-
sary surgery. I can assure you that we will operate carefully and
with utmost professionalism. Foregoing surgery, however, leads
to a high health risk that you would have to bear.

Patient: The scheduled date, 3 weeks from now, is too early. I'm traveling
on a business trip and would like to go on vacation afterward.
Can we reschedule the surgery for a later date?

Physician: This is difficult; according to the findings, the surgery should be
carried out soon. Of course, you can wait; in the meantime, we
reduce the health risk with the help of drugs; however, a signifi-
cant risk remains that you would have to bear.

Advantages and disadvantages of this model are listed in Table 4.2.

The Partnership Model

The partnership model is based on the cooperative effort between two equal part-
ners. Only if both work together and complement each other, the treatment can
lead to a successful outcome. The patient is respected as a mature person who
makes life decisions autonomously (principle of autonomy). The doctor is the
expert. His/her mission is to inform the patient so that he/she is capable of mak-
ing reasoned decisions. In this model, the patient can, may, and should contribute
his/her own questions and positions to the conversation with the doctor. They
work together to find the best possible solution (shared decision-making). The
patient has the right to refuse any treatment, if done in full awareness of the con-
sequences of doing so. The doctor has to accept this. In this negotiation process,
doctors and patients are collectively responsible for all decisions. This is true even
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Table 4.2 Advantages and disadvantages of the service model

Advantages Disadvantages

Patient satisfaction; the patient can | Risk of carrying out treatments which are not indicated
talk about worries and problems
that are not disease related

Doctor satisfies social needs of the | Often, the doctor must confront patients against their will

patient to a greater extent with unpleasant but necessary decisions. The patient
possibly turns to another doctor, who fulfills his/her
wishes. Many patients expect emotional involvement

Compliance problems are rare -

People with severe need for -
autonomy are satisfied with this
type of relationship

if one or both had envisioned something different or considered something else as
being more desirable.

Case Study

Coronary artery bypass grafting surgery

Physican: I have shared the results with you and would now like to
know your thoughts and whether you agree with the sug-
gested decision of my colleagues.

Patient: For once I am shocked that I have to undergo surgery immedi-
ately; I would have preferred having a bit more time.

Physican:  Yes, I see that the finding is very surprising to you and you still
have to get used to the situation. I would be happy to explain once
again the advantages of an early surgery and the risks of
waiting.

Patient: Please go ahead.

Advantages and disadvantages of the partnership model are listed in Table 4.3.

The goal of shared decision-making is a jointly made decision of two, in princi-
ple, equal partners. To achieve this, both sides must be willing to share relevant
information, come to a joint decision and accept it.

For the patient it is important to obtain the following information:

* Basic information about the disease and giving an idea on the prognosis

e Information on the course of examinations and possible treatments (suggested
treatment and alternatives)

¢ Information on the consequences of examinations and treatments (in some cases
including the most relevant side effects)

e Available support (within the health care system/support groups) and ways the
patient can support his/her own healing

e Ways to avoid complications
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Table 4.3 Advantages and disadvantages of the partnership model

Advantages Disadvantages

Patient takes responsibility; compliance It is difficult to inform the patient in a manner so

problems are avoided that he/she will be able to take the full
responsibility

Doctor is relieved of some of the pressure | Takes more time; this way of communication
of decision making because he/she does not | might result in unpaid additional efforts

have to decide on ethical questions on
behalf of the patient

Subsequent treatment might be shortened | —
because the patient already built trust in the
doctor

Especially useful during prolonged -
monitoring of patients

The doctor may ask the patient to explain his/her decision in his/her own words.
Supporting graphics can be used, which serve both the perceptual information and
the clarification of risks.

It is the decision of each doctor to what extent he/she includes the models
described in his/her professional identity. The partnership model requires the doctor
to be highly flexible and to be able to listen. Psychological or social problems are
often addressed only reluctantly and in disguised form. If the doctor does not notice
the hints of his/her patients, psychosocial issues are increasingly being excluded from
their conversation. The decision to walk the more difficult path of being more flex-
ible toward the patient will be rewarded with more grateful patients and an increased
job satisfaction in the long run.

Characteristics of a ‘““Good Doctor” in Psychosomatic Basic
Care

* Considers not only the somatic findings but also the patient’s life and disease
history

e Is aware of the importance of the doctor—patient relationship and has the ability
to constructively solve difficult doctor—patient interactions

e Has a high level of communicative competence and can pause and listen actively

e Is aware of his emotional reactions to stressful experiences (such as being con-
fronted with the life-threatening disease of a patient, death and dying) and can
process them

e Can recognize, analyze, and constructively solve social conflicts within the treat-
ment team

e [s aware of his/her own limitations and the inevitability of mistakes. He/she can
admit mistakes and asks patients, relatives, and colleagues for forgiveness

e Recognizes his/her own limitations on handling stress and ensures timely physi-
cal and mental compensation
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Pitfalls

e Doctors may have high expectations on themselves to implement the above mod-
els perfectly, but the attitudes described are ideals that can rarely be matched
one-to-one. Therefore, go ahead and experiment with these models.

e The expectations of patients for autonomy, trust and security are being consid-
ered too one-sided. The doctor should not forget his/her own needs as well as
physical and mental constrains.

Cultural Aspects

While in much of the Western world a family doctor is the first contact who, if nec-
essary, will refer the patient to a specialist, “doctor shopping” takes place in many
parts of the world. In case of dissatisfaction, doctors will be switched, or various
practitioners will be consulted parallelly. This does not foster sustainable care and
may result in misdiagnoses. Depending on the cultural background, patients show
different attitudes toward proposed treatments. Doctors should reflect on their own
system of values as well as that of their patients in order to be able to deal with pos-
sible deviations.

Asia

In the USA, a cooperative doctor—patient relationship, based on the values of indi-
vidualism, autonomy, and service, is predominant. In contrast, in many Asian soci-
eties, the doctor—patient relationship is structured according to the model of a
hierarchical relationship (Nilchaikovit et al. 1993). Here, the doctor is the virtuous
authoritarian figure, caring, and responsible for the welfare of the patient. In return,
he/she receives a high level of respect. If an Asian patient is treated by an American
doctor, it may result in cultural misunderstandings due to the different interper-
sonal models the encounter is based on. If, for example, certain expectations are not
met, the patient will probably not tell the doctor outright. The doctor might even get
the impression of a passive—aggressive, non-complient patient. Often, therapies are
prematurely terminated, and the patient starts “doctor shopping.”

Latin America

Medical doctor—patient interactive practices in the Latin American continent are
marked by a strong oral tradition rooted in the native indigenous inhabitants’ oral
culture. This creates a high expectation and demand on the oral interaction in any
profession. Thus, the doctor is expected to be very empathetic, and it would, for
example, be considered rude if the health professional were too direct and too
straightforward in the announcement of certain illnesses. Among the poorer, less-
educated individuals, the doctor is still taken as being somebody of unquestionable
higher knowledge, and he/she is considered to have a certain superior capability to
sort out any kind of physical or mental health problem; here the belief that what the
doctor says is “right” (Garaffa and Albuquerque 2001) prevails.
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The Private and the Public Health-Care System

Doctor—patient relationships are also affected by the type of health-care system.
There are mainly two types: the private and the public one. Public health care means
free medical care for all. This overloads the public system and promotes serious
deficiency of quality in the public sector. This situation promotes a rapid expansion
of the use of the private sector, already reaching 25% of the population in Brazil, for
example. Evidence shows both systems are putting doctors and other personnel
under stress with time constraints and low salaries, which is resulting in more and
more cuts in the time doctors spend with each patient. Consequently, in a culture that
relies mostly on orally oriented practices, this brings a reasonable amount of dissat-
isfaction affecting the interaction quality between doctor and patient significantly.

New Media

Patients’ easy access to information is resulting in an increased number of patients
who come to the doctor with self-diagnosed illnesses and ready-made solutions for
their treatments. This, at times, has proven to be strenuous in cases where there is no
real need of prescribed medication or where the diagnosis is very different from the
one supposed by the patient.

Africa

In Uganda, there are barriers that may restrict the clinician to just one model—the
paternalistic model. The dominant health-care system in Uganda is the Western
or modern health care; the Western-trained doctor has the Western views of health
and disease, while the patient has cultural views or beliefs about health and dis-
ease. Any model that gives powers to the patient is undermined when the patient
and the doctor have different views or beliefs about the problem, and yet the
dominant health-care system favors the views/beliefs of the Western-trained
doctor.

There is low health literacy and generally low education. This puts the doctor in
such a high and powerful position as compared to the patient who may be poor and
has low education and a poor social status. The doctor is therefore seen as being
omniscient. Any attempts to try and devolve power to the patient is met by remarks
such as “Doctor, you are the one who knows best.” The situation of a heavy burden
of communicable diseases such as HIV, malaria and other parasitic diseases, pneu-
monia, diarrhea, and tuberculosis coupled with a very limited number of doctors
persistently leaves the doctor with no choice but to be paternalistic in the relation-
ship with the patient.

In a collective society, there is minimal focus on individual psychological func-
tioning, a lesser focus on individualized human rights, and the associated tendency
toward overriding patient autonomy, as, for example, a wife will at best wait for her
husband to make decisions that affect her own health; or even the whole clan could
have a say in her medical matters.

On the other hand, the few urban educated patients with access to the internet
may consult with Google diagnosis and management. Establishing trust and a thera-
peutic relationship may be a challenge as they come with information that have been
tinted from the media.
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Table 4.4 The BATHE technique (McCulloch et al. 1998)

Background (What is going on in your life?) Redirects patient from somatic to emotional
issues; this elicits life circumstances and
potential stressors

Affect (How do you feel about that?) Helps patient to talk about feelings

Trouble (What about the situation troubles you | Focuses on the meaning of the situations for
most?) the patient

Handling (How are you handling that?) Provides an assessment of functioning and

what the patient has done including googling

Empathy (That must be difficult for you. No Normalizes the patient’s reactions and
wonder you are feeling that way and demonstrates the clinician’s understanding
are looking for answers)

Below are suggestions of how the clinician can handle the situation:

e Validate their efforts by acknowledging it.

e Use the BATHE technique (see Table 4.4) to help them verbalize their feelings.

e Build on their understanding of what the problem is.

e Suggest additional resources that can guide them in correcting false information
and improving their knowledge.

e If as a clinician you have limited knowledge, acknowledge your limitation.

e Psychoeducate them about the dangers of self-diagnosis.
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ence with him and determines their judgments and decisions. Words evoke emotions and
are the general means of influencing people among themselves. So we will not disdain the
use of words in psychotherapy and we will be satisfied if we can be listeners to the words
exchanged between the analyst and his patient (Freud and Strachey 1953).

A patient’s cooperation and thus the success or failure of medical treatment depends
on the quality of the doctor-patient communication. The most important diagnostic and
therapeutic tool of a doctor is the medical interview. In the course of his career, a doctor
conducts up to 200,000 interviews with his patients and their families. In most special-
ties, one-third of the doctor’s time is taken up by interviews. Seventy percent of all
diagnoses can already be correctly made based on the anamnesis interview only.

Frequent Deficiencies and Errors in the Doctor-Patient
Consultation

The following list shows common mistakes and deficiencies in the doctor-patient
discussion:

 Interruption of the patient’s description, on average after 18 seconds.

e Lack of structuring of the conversation.

» Restriction of the patient by suggestive questions and closed questions.

 Failure to respond to emotional remarks.

e Unclear and misleading explanations of examination findings, disease diagnoses,
and therapeutic recommendations.

e Vertical communication: The physician in his function as teacher — adherence to
orthodox medical knowledge.

e Too rapid psychologization of the problem with out psychosomatic disease
understanding of the patient’s disease.

Patient-Centered and Physician-Centered Communication

For a successful and satisfactory doctor-patient conversation, it is necessary as a doctor to
know and be able to apply different forms and phases in order to guide the discussion. In
the first part of this chapter, the basics of a patient-centered and a doctor-centered inter-
view are presented. In a patient-centered conversation, the guidance is given to the patient,
and he/she can develop descriptions of complaints, concerns, worries, or questions, while
the doctor “only” has the role of supporting and listening. Especially for the collection of
a biopsychosocial anamnesis, a patient-centered conversation is important to start with,
also in conversation situations in which a patient is very stressed or psychosocial topics
and problems are addressed. Conversely, a patient-centered conversation enables the
patient to address the stress or psychosomatic aspects of a disease in the first place.

On the other hand, it is important that the physician then takes the lead again to ask
for details of the symptoms and/or the biography of the patient or to structure the con-
versation as required in a doctor-centered conversation. Depending on the topic of a
conversation (anamnesis, visitation, information, couple and family conversation) or
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the setting (doctor’s room, patient’s room, emergency room, home visit), a more doc-
tor-centered or a more patient-centered conversation may be necessary. Both partners,
doctor and patient, should participate in the course of the conversation comparable to a
joint dance, in which sometimes the patient and other times the doctor takes the lead.

In the second part, the application of these interview techniques will be presented
using the example of biopsychosocial history and dealing with aggressive and
demanding patients.

Patient-Centered Interview

Clarification of Task

Approximately 30% of the patients in a general practitioner’s practice want a purely
somatic, disease-oriented treatment and do not want to talk about psychosocial
stress. These are mainly patients with acute complaints and relatively minor limita-
tions. 70%, however, signal more or less clearly to the doctor that they would like to
talk about psychosocial problems in addition to physical complaints. In order to
clarify what the patient wants to talk about and whether this can be done within the
scope of the medical consultation, the doctor should be clear about his mandate.

Case Study
Clarification of the Task

Mr. K. has been suffering from tension headaches for a long time. Recently,
the attacks of pain have increased. If the pain is particularly severe, his family
doctor prescribes a painkiller. As consultations have become more frequent
recently, the doctor suspects psychosomatic involvement. He wants to clarify
whether the patient agrees on giving an extended treatment contract.

Doctor “You’ve been here a lot lately because of the headaches. Have you
ever thought about the reason for this?”

Mr. K. “I don’t know, but you say it’s muscle tension. Maybe I sit in front of
the screen too much.”

Doctor “Mhm, you sit in front of the screen a lot?”

Mr. K. “Yes, I’ve had my new office for three months now. Since then, I've
often had to work until late at night and spend most of my time in
front of the computer.”

Doctor “This means that the conditions at work could aggravate the
headaches?”

Mr. K. “Yes, there is a lot of stress at work, although I am also very happy
not to be in the field anymore. So the worst thing is sitting at the
computer.”

Doctor “It can also be that you tense up because of too much stress, worry,
or strain and then you get a headache. Can you imagine that this also
has an influence on you?”
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Mr. K. “Well, there’s this stress at work, but I’ve always had it. But what has
now been added are the planned rationalization measures, which will
result in the loss of 300 jobs. I'm already afraid of that.”

Doctor “Would you like to tell me more about it?”

Mr. K. “It is difficult for me to talk about it. I immediately notice how I
begin to sweat on the subject and everything cramps up on me. Well,
I am a trade union representative on the works council...”

The doctor suspects a psychosomatic connection, which the patient does not take
up at first but explains by sitting at the computer. After a further cautious offer
from the doctor, the patient then begins to talk about his/her professional burdens.
Only now can both agree on a psychosocial treatment contract.

Active listening is the most important method in patient-centered interviews. The
doctor plays the role of the listener, but is definitely not passive. He/she concentrates
on the question of what contents are relevant for the patient. The doctor is also
active, since he/she makes it clear to the patient with listener signals (“mhm,” “yes”)
and postures that he/she is following the narrative. This style is recommended in the
first part of the interview and especially in emotional situations, or if the patient
himself talks about psychosocial stress.

Active listening is part of the conversational psychotherapy according to Rogers
(Rogers 1951). Rogers names three basic attitudes of the therapist/doctor which help
the patient to grow, heal, or unfold: an unconditional appreciation or acceptance of
the patient; an empathic understanding of his problems; and an “authenticity of the
doctor” in speaking and behavior. These attitudes in humanistic psychotherapy are
of great relevance for the medical conversation, as they create a space in the doctor-
patient relationship in which the patient can express him/herself and his complaints
and feel understood. The doctor-patient relationship itself realized in this way is
effective in healing and supports the patient in coping with the illness.

The techniques of patient-centered interviews, which will be explained in more
detail below, are:

e Let the patient finish talking.

e Use open-ended questions.

e Pause.

* Encourage the patient to continue talking.
e Paraphrase.

e Summarize the contents.

* Reflect the patient’s emotions.

Let the Patient Finish Talking, Give Space

Studies show that doctors interrupt patients for the first time after 15-20 sec-
onds already. Usually an open-ended first question (like “What brings you here
today?”) signals the patient that there is space to speak. It has been found that patients
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are more cooperative, keep their comments shorter, and only talk about relevant
things, if the doctor lets them finish speaking first. The average patient speaking time
at the beginning of an interview is 92 seconds, and 78% of patients stop within 2 min-
utes (Langewitz et al. 2002). During the investigation, the doctors were asked not to
interrupt their patients. Only 7 out of 335 patients spoke for more than 5 minutes.
According to the attending physician, however, the given information was so relevant
that it was worthwhile not to interrupt. Patients have a positive experience of being
allowed to explain. In addition, the patient’s complaints and symptoms are discussed
more fully in a coherent narrative, and seemingly unimportant aspects can be relevant
for the patient’s diagnosis. This particular knowledge of the patient is often difficult
to acquire in a doctor-centered conversation.

Open-Ended Questions

Open-ended questions are those that cannot be answered with a simple yes or no
(closed questions) or a single word (half-open questions, alternative questions).
Open-ended questions invite the respondent to report comprehensively on every-
thing that is relevant to the subject in question.

Example
Doctor “How would you describe the pain?”

Instead of
Doctor “Is it a stabbing pain?”

By using open-ended questions, the doctor provides space to the patient and sig-
nals that he is interested in the patient’s point of view. The more reflected, struc-
tured, and communicative a patient is, the more questions can be asked openly. If,
however, the patient cannot find the right words, it can be useful to help him with
closed questions (e.g., lists of adjectives to determine the quality of pain). No addi-
tional questions or explanations should be added after an open question has been
asked, since the question will then lose its supportive, patient-centered function.

Pause

During breaks in conversation, the doctor often feels embarrassed, as if he doesn’t
know what to do next. Together with the high time pressure, this makes the use of
these techniques more difficult. A short pause of about 3 s has been found to be effec-
tive. In short periods of silence, the patient may remember something he/she had
previously forgotten to mention. The pause allows the patient to continue speaking if
there is something to add. The patient may express thoughts he/she had hesitated to
address. The pause lowers the inhibition threshold for speaking about psychosocial
matters. The deliberately used pause signals the patient to continue telling if there is
anything to add. During the pause, the doctor emphasizes by listener signals (“hmm,”
“yes”) and by his/her posture that he/she is listening to the patient and wants to give
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the opportunity to continue speaking. Contrary to the fear that pauses might be inter-
preted as incompetence, pauses act as a relief. It is pleasant to be able to think about
something briefly. The doctor appears interested, calm, and secure.

Case Study

“Pause”

Doctor  You briefly mentioned stress at work; can you tell me more about
that?

Patient Hmm, yes. The problem is that the company is not in a very solid
position. And now there was a large recall action that had to be
dealt with quickly to prevent further damage. This meant we all
had to work overtime; that takes a lot out of you.

Doctor Hmm... (3 s pause).

Patient ...to be honest, I just can’t go on. I have trouble dragging myself
out of bed in the morning and trouble falling asleep at night. And
there often are arguments with my wife. And I can’t blame her.
When I come home at night, I'm often irritable and don’t have
energy to do much of anything. Actually, I could do with a week’s
vacation, but that’s impossible at the moment.

Encourage the Patient to Continue Talking

Nonverbal signals like nodding, when the patient hesitates, indirectly encourage
him to continue speaking. Eye contact signals attention and interest and also encour-
ages patients to continue speaking. Posture facing the patient emphasizes the doc-
tor’s presence. Through eye contact, you can also see whether a patient wants a
speaker change or is still thinking about a question or a topic. A change of speaker
is usually initiated by eye contact, while thinking about personal topics is usually
accompanied by looking down. Verbal possibilities to encourage the patient to
speak are short expressions like “mhm” or “ah yes.”

Case Study
Patient “I had to go to the toilet and had blood in my stool.”
Doctor “Ah yes.”

Patient continues  “And that reminds me...”

Echoing

Echoing is another way to encourage further speaking. Here, individual words are
taken up and repeated literally. The function is very similar to a simple “mhm,” but
it draws more attention. However, there is no interpretation of the contents, as there
is deliberately no search for other words.
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P In addition to my stomach ache, I also lack the drive at the moment. I always
feel tired.

A Constantly tired.

P Yes, I mean I drink hardly any alcohol and usually go to bed early, but I sleep
very restlessly and usually feel as if I've been on the move all day. The worst
time is in the morning when I want to get up.

Applied as a “technique,” echoing sometimes seems artificial to the doctor him-
self. However, the other person usually does not notice this but feels encouraged to
continue talking.

Paraphrase

Paraphrasing means repeating what has been said by the patient in one’s own words.
The doctor takes on the patient’s point of view and only focuses on the patient’s key
messages. Using paraphrases is a good way to support the patient in emotional or
personal topics. Questions tend to disrupt. Paraphrasing often offers the patient new
perspectives that lead to what can be astounding solutions.

Case Study

“Paraphrase”

Patient Couldn’t we postpone the next chemotherapy cycle?

Doctor  You would like to have a longer pause?

Patient  Yes. You see, it’s like this: My sister lives in the USA and is coming
for a visit in 2 weeks. I can’t visit her at the moment, and the medi-
cations make me so tired. Well, it would be really dumb while she
is here.

Doctor  Ah yes, you don’t want to be hampered while your sister is here?

Patient  Yes, that’s it. Actually, I don’t want her to realize so much that I’'m
sick. I mean, she knows it, of course, but she shouldn’t have to be
confronted with it.

Doctor Mhm, you don’t want your sister to see you as sick.

Patient Yes, I don’t want her to pity me. You see, I’m the older one and I
was always there when she needed me.

Doctor OK, I understand. You don’t want pity and help from your little
sister.

Patient  Well, if she helps a little that’s OK, but no pity.

While the first paraphrase focuses on the treatment, the doctor then
addresses the stress and the patient’s personal background. Often, the patients
themselves will then come to a new solution. If this is not the case, the doctor
can help.

Doctor Could you imagine telling her that you don’t want pity?

Patient Actually, it’s silly. I’'m still strong enough to deal with my sister’s
sympathy and I can tell her that I don’t want her to pity me.
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Summarize the Contents

With paraphrasing, the doctor only picks up on the most important parts of the mes-
sage, whereas summarizing covers a larger segment of the discussion. The doctor
repeats in his own words what he/she has understood. The patient can then add
information he had forgotten. This leads to agreement between the doctor and the
patient. The doctor checks whether he/she has understood what the patient said.

Summaries are also a suitable means of transition to a new discussion or to
announce the end of the conversation by summarizing the most important contents.
In this way, it is also a doctor-centered communication technique.

The physician can further increase the patient’s involvement by reassuring him/
herself after the summary by asking the following question: “Have I understood this
correctly?”

Reflecting the Patient’s Emotions

Reflecting emotions is very similar to paraphrasing. However, it refers primarily to
emotional contents. Sometimes, these emotions are addressed directly. Sometimes,
the response to emotions is based on an observation of body reaction or refers to
what is said between the lines.

The patient’s emotional expressions should be taken up in the sense of a proposal
that does not restrict the patient, but can be rejected or corrected by him.

Case Study

“Reflecting Emotions”

Patient I’'m afraid it could be a malignant tumor.

Doctor  You are anxious and worried about what the examination will
reveal.

Patient My mother had a fatal accident 8 years ago (cries).

Doctor  You become very sad when you think of your mother’s accident.

The doctor then waits to see whether the patient permits the doctor to pick up on
his emotion. In the pause, he/she can reflect on his/her own feelings. Once the
doctor has described the feeling, the patient has the possibility to talk further or
change the subject.

After an intensive emotional statement, it is especially important that the doctor
pauses and does not immediately soothe the patient or change the subject. This ini-
tially represents a considerable stress test. For the patient, it is important that he
does not feel dismissed but rather gains the doctor’s interest and sympathy. He expe-
riences that emotions are acceptable and don’t have to be answered by immediate
defensive maneuvers. The sympathy can be supported by small gestures, such as
handing a handkerchief when the patient cries. For example, at the bedside of a seri-
ously ill patient the doctor can hold the patient's hand.
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Doctor-Centered Interview

The physician is responsible for the time and organizational framework of the inter-
view. He/she has to focus on certain topics and details for the diagnosis and to steer and
control the conversation and has to inform the patient about certain aspects and provide
well-structured information. Therefore a doctor-centered interview includes many
structuring techniques. They help to focus and streamline the interview.

Transparency

The basic instrument for keeping within time limits is the transparency of the inter-
view contents, the time frame, and the transitions between various interview phases.
The transition to a new interview phase should be clearly emphasized. Important
techniques for providing transparency are:

Transparency of content

e Provide information about the treatment steps that you have planned for this
appointment.
e Provide the necessary technical information.

Transparency of the environment

» Point out potential difficulties.
¢ Provide information about the timeline of the interview.

Transparency of the interview phases

e Make it clear if you expect from your patient long explanations or short answers.
 Indicate transitions between a patient-centered and a doctor-centered interview.
* Announce the end of the interview well in advance.

Case Study

In the patient-centered phase of the anamnesis, the patient talks about being

burdened by her job and children, and that she receives little support from her

husband. Against this background, the lower abdomen complaints may repre-
sent this strong burden.

Doctor “OK, I understand that you are very busy with your children and
your work. You are also a little frustrated that there is hardly any
support from your husband. And now there’s the pain, too.”

Patient ““Yes, exactly.”

Doctor  “In order to better classify your pain, I would like to ask you a few
questions about your complaints. I proceed on the basis of this
anamnesis sheet. If you come up with anything important that goes
beyond that, we will have time to clarify it afterwards. Is this pro-
cedure OK for you?”

Patient “Yes of course, I would like to know what I have.”
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Questions in a Doctor-Centered Interview

Table 5.1 lists the question types that serve to structure a doctor-centered interview.

Case Study

“Counter Questions”

Doctor

In my opinion, general anesthesia is suitable
for your child because she is too young to
remain calm under a local anesthetic.

Patient (slightly aggressive) Would you do the same to your own child?

Doctor

Patient

Doctor

I’ll answer your question in a moment; first,
can you tell me beforehand what’s behind
your question? (Counter question).

I would like to know if the risk is really justifi-
able, you see. If you are not personally
affected, such decisions may be too simple.

I have children of my own and would do the
same for them also. But for me it is more
important to know, which risk can you your-
self justify? (Alternating the level of

discussion).

Table 5.1 Question types to structure a doctor-centered interview

Closed-ended
questions

Alternative
questions
Knowledge
questions

Opinion
questions

Counter
questions

Leading

questions

Behavioral
questions

Questions that can be answered with yes, no, or a short statement
Allows to query specific information

“Are you vaccinated against tetanus?”’

Already provide a list of potential answers

“Is the discharge green, brown, or yellowish?”

A doctor can provide more targeted information when he queries the
knowledge of the patient in advance

“Have you yourself looked for information about how one can cure your
pain?”

Find out about belief systems

Problems can be anticipated; priorities regarding the course of treatment may
be set

“How do you feel about taking medication?”

In case of patient questions with unclear intention

Provide more information before you answer

Often particularly useful in case of aggressive, difficult patients

The interviewee is given a specific answer

“You certainly also don’t want to feel any pain?”

Overall these questions should be avoided, only if it is considered to be
appropriate after careful weighing, for trying to convince a patient
Request the patient to do something specific

“Can you summarize this in your own words once again?”
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Interrupting

Over the course of the interview, it may be necessary to stop the flow of speech of
some patients in order to stay focused. Interrupting is usually perceived as impolite
and must be done in a way so that the patient can accept it and will return to the topic.

The Four Elements of Interruption

e Direct interruption
The doctor addresses the patient by name, directly looking at him/her, while
mybe even touching his/her arm and in this way draws the patient's attention.

e Summarizing
The doctor signals that he/she has understood that the topic is important to the
patient, even if the discussion cannot be continued at the current moment.

e Repeat interview goal
The doctor repeats the goal of the interview.

e Obtain agreement
At the end, the doctor asks if the patient agrees to the planned procedure. This
makes it possible for him/her to remind the patient of the agreement if other inter-
ruptions occur.

Example

Doctor Mrs. Dunhill (direct interruption), I hear it is very important for you to
report very detailed on all your complaints (summarizing). It would be
important to me, however, that you answer my questions as briefly as pos-
sible, as otherwise there would not be enough time to ask all the neces-
sary questions (repeat interview goal). Do you agree that we should
continue like this (obtain agreement)?

The first element, the direct interruption, is very important; it’s practically a wake-
up call. In situations where patients talk incessantly, they lose contact. The doctor first
has to reestablish this contact; he/she in a way has to tear the patient out of the mono-
logue. The second element, summarizing, then makes the interruption socially accept-
able. By signaling that he/she understands the patient, the doctor remains in an
empathic, appreciative mindset towards the patient. Thirdly, by repeating the inter-
view goal, the physician benefits from the transparency that has been achieved so far.
If he/she has already pointed out the contents and goals of the conversation, it becomes
more easy to remember. The fourth element, obtaining the agreement, is particularly
important when looking towards the future. Once an agreement has been made, it can
then be repeated again and again: “Mrs. Dunhill, now we have gone into great detail
again, may I remind you of our agreement?”

Metacommunication Comments

Metacommunication comments are comments about the way the interview is being
conducted. The content or how something is being talked about (process) are
addressed. It can refer to verbal and nonverbal information.
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The aim of any metacommunicative comment is to reflect on the way the conversa-
tion is being conducted in order to correct it. Since such utterances are usually only
used in very problematic situations (‘T will not be spoken to like this!,” “I ask you to
speak to me in a different tone!”), it is particularly important to keep the utterance neu-
tral and to formulate it as an “I”’-message: “I experience the conversation as being very
tense.” There should be no reproach in the voice; otherwise the relationship will quickly
become strained. The use of metacommunicative comments can help structure an inter-
view, but it requires a clear distance from one’s own feelings, since the reason for meta-
communicative messages is usually associated with anger, impatience, or rejection. If
the aim of the interview is also mentioned (“I would like to return to a factual exchange
in order to complete the information”™), its effect as a regulative is intensified.

Metacommunicative Comment on the Topic
Metacommunication via content is the simplest form. Here it is emphasized which
contents are particularly in the foreground or which contents may hardly be
addressed.

If the metacommunicative utterance mainly serves the purpose of structuring, it is
advisable, as with the interruption, to finally obtain an agreement for the structure.

Case Study

“Metacommunicational Comments”

Doctor It occurs to me that we got side-tracked, although I had expected
that the subject would be at the center of our conversation.
(Metacommunication with mention of the goal of the
conversation)

Patient Well, yes, it’s true. I’'m also pretty nervous just thinking about it.

Doctor  Shall we postpone the interview? (Closed question)

Patient No, at some point we have to discuss it.

Doctor  Well, if you notice that it’s too much for you, please tell me. We
would also have the opportunity to end the conversation tomorrow
morning. (Transparency on the framework)

This form of comment is particularly suitable for patients overflowing with
information. In this case it should not be questioned why the conversation
behavior is shown, as this would further escalation. With these patients it is
important to offer and keep a structure.

The advantage of metacommunicative comments in conversations with extremely
talkative persons is the surprise effect. It almost always leads to an irritation for a
short period of time, because the change of the level of conversation comes unex-
pectedly. The first reaction is therefore usually a rather short answer. This pause in
the flood of words can be used to make the structure clear. If this technique is
repeated, the surprise often turns into a humorous reaction, which makes the
pocess much easier.
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Doctor Now we are talking about diseases of other people
(metacommunication).

Patient (Laughs) You’re right, I really am a little confused. What was the
question again?

Metacommunicative statement on positions

If patients take up other positions than their physician, these are not always
expressed directly, but show up in nonverbal communication. Since these are
also contents, this form is less problematic. On the contrary, patients are often
grateful when the doctor recognizes their reluctance and takes it seriously.

Doctor I have the impression that you react very hesitantly to the suggestion
of taking antibiotics (metacommunication).

Patient Yes, what you have noticed is true. I’'m reluctant because I've just
taken a cure to regenerate my intestinal flora, and now it’s all going
to be destroyed again?

Doctor Ah yes, I see, you have the impression that you are doing yourself
more harm than good (metacommunication).

Pitfalls

» Several questions are asked at once.

e The transition from one topic to the next is unclear.

e The interruption occurs too late; the doctor’s anger at the patient becomes
apparent.

* Metacommunication comments are phrased as allegations rather than
observations.

Depending on the situation and the patient’s personality, the interview style may
be more patient-centered or more doctor-centered. In a medical emergency, the
doctor must obtain an overview of the situation and make a tentative diagnosis by
asking the patient specific short questions: “Are you in pain? Are you a diabetic?
What medications are you taking?”. In situations of emotional crisis, the doctor
provides the patient with an opportunity for emotional relief, summarizes what he/
she heard in his/her own words, and reflects the emotions of the patient. The fol-
lowing two typical interview situations are presented, where both patient-centered
and physician-centered interview techniques are necessary in a balanced manner.
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The Biopsychosocial Anamnesis

The anamnesis is the most frequent discussion form in the hospital and practice. A
different procedure is needed in emergency admissions in a hospital than in the fam-
ily doctor’s office. The phases presented here are based on the case in which the
doctor has hardly any previous information about the patient and there is no imme-
diate need for treatment (as for example in acute pain). Depending on the task at
hand, the doctor is forced to choose certain phases or to omit them entirely and
come back to them later.

Greeting

The greeting gives the impression of how attentive and interested the doctor is in the
patient. Does he/she greet the patient with a handshake and name; does he/she look
him/her in the eye; does he/she look inviting and cordial or does he/she hide behind
a file or the computer screen and seem inapproachable; or does he/she read the name
from the file card? For the doctor, it is a professional routine, but for the patient, the
appointment is connected to a number of hopes and fears. An increase in blood pres-
sure in the doctor’s office (“white coat hypertension”) is not unusual. Some brief
small talk facilitates the first contact. One or two sentences about the family, the
weather, and the trip from the patient’s home to the hospital or office bridge the feel-
ing of strangeness and provide the physician with some information in a format that
is comfortable for the patient and family. It is also part of the greeting that the doctor
briefly introduces him/herself and his/her function.

Patient-Centered Phase of the Anamnesis

The patient describes his matter. With the patient-centered interview, the doctor sup-
ports the patient’s presentation. He should not interrupt in this phase, unless some-
thing is unclear. In this phase, the doctor receives information about the complaints,
the patient’s personal circumstances, and quality of life and how this has changed
due to the illness. Finally, the doctor can learn something about the patient’s per-
sonal understanding of how the disease came about and is maintained and about the
resources available to the patient to cope with the disease.
The doctor can ask, for example:

e “Where do you think your complaints come from?”

e “Why do you think you got sick at this point in your life?”

* “What are your worries, fears, and anxieties about the disease?”

* Have you already thought about certain treatment measures yourself?
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In this way it is possible to reconcile one’s own ideas about diagnostics and
therapy with those of the patient or to identify and name discrepancies.

If the patient in this phase makes hints about psychosocial burdens without fur-
ther elaborating on them, he/she is probably uncertain whether they are allowed to
give this information.

Case Study
“Patient-Centered Anamnesis”
Doctor  You have just indicated that it’s not easy for your children to deal
with your illness. I’d be interested to know more about this.
The patient may be irritated, since it has been his/her experience that doc-
tors block such topics. He/she may react as follows:
Patient I don’t know. There’s nothing I can do about it anyway.
The doctor can then explain why he/she thinks it’s relevant and leave it to
the patient whether he/she wishes to further speak about it.
Doctor I don’t know whether we can change anything about it. But it’s
important to me that you have as little stress during the treatment as
possible. If you want to, you can tell me more.

Psychosocial Anamnesis

In an initially somatic-directed anamnesis, information about the life history, such
as serious illnesses or hospitalizations in childhood or stress from the illness or
death of a parent, may be expressed (see Fig. 5.1). This information enables the doc-
tor to form first hypotheses about a relationship between early stress and the current
complaints:

Fig. 5.1 Biopsychosocial 1. Complaints, reasons

anamnesis modified for coming

from Bréutigam: (symptoms)
6. Image of the 2. Exact start of the
personality medical complaints
and inner conflicts

s v

5. Life history review 3. Life events at the start
(childhood, relationship of the medical complaints
with parents, development (change, heavy impact,
of profession, sexuality, stressors)
etc.)

\—/ 4. Physical examination
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* Psychosocial topics.

e Individual anamnesis.

e Family.

* Family environment: parenting style of the parents, emotional climate, relation-
ship between the parents, relationship among siblings, etc.

* Diseases, disease risks, disease management, and health behavior in the family.

» Early childhood development: specific diseases, hospitalizations, etc.

» Typical threshold situations like graduation, moving out of the parents’ home,
choice of profession, marriage, retirement, etc.

e Current life situation, for example, job, family changes in occupational and pro-
fessional life.

* Forms of coping with disease, such as active or depressive coping, denial of the
severity of the symptoms.

* Subjective understanding of the cause of disease.

» Consequences, expectations regarding treatment and course.

Doctor-Centered Phase of the Anamnesis

In the doctor-centered phase of the anamnesis, the doctor asks specific closed ques-
tions in order to obtain the information he/she needs to make the diagnosis as
quickly as possible. The commonly used check lists help to ask all the questions
necessary and signals the altered interview style to the patient. If a patient is still
talking very verbosely during this phase, it is helpful to make the changed form of
conversation transparent to the patient.

Doctor “I notice that you answer my questions in great detail. I still have some
questions for you and would like to ask you to answer them briefly and
concisely. If there is anything else you would like to talk to me about, I
would like to take the time to do so when we are at the end of the anam-
nesis. Do you agree?”

Physical Examination

Even in the physical examination, there are verbal and nonverbal exchange pro-
cesses between the doctor and the patient. Touching during the physical examina-
tion can be experienced as an advance by a stranger which violates bodily limits and
is intimate and/or penetrating. For example, in an examination of the abdomen, the
degree of tension needed depends on the examiner’s sensitivity and the trust the
patient has in the situation. The patient may experience feelings of resistance, fear,
shame, or pain.
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Practical Tip
Sharing of the doctor’s perception of the patient’s reactions during the physi-
cal examination may help the patient to relax, gain trust, and feel that the
doctor understands him/her.

“I notice that you tense up your stomach when I touch it. Is being touched
on this spot unpleasant to you?”’

Treatment Planning

The goal of treatment planning is to together with the patient find a treatment strat-
egy that combines the patient’s wishes with medical necessities to the greatest
extent possible (shared decision-making, also see Chap. 4). What we know of com-
pliance is sobering. In family practice, only 33% of the patients take their medica-
tions correctly. So, it is highly relevant whether the patient can and wants to follow
the treatment at all.

Example
Doctor “There are different treatment approaches that are possible. If you wish,
I will inform you about them, and we will then decide together what is
best for you. If you like, I can also make the decision for you from my
expert’s point of view.”
The answer could be:
Patient “You're the expert, you should decide.”
Or:
Patient ““Yes, it would be nice to hear about the alternatives.”

Conclusion

The concluding phase serves as a review. The doctor again summarizes, bringing
together the topics that were discussed and the most important points. Here, the
patient has the chance to add anything important. The doctor then decides whether
the additions should be clarified immediately or at a later date. Only if the new
information is highly relevant, the treatment can be changed or clarified very briefly
should the doctor include it immediately. Otherwise, it makes more sense to keep to
the schedule and make a new appointment.

Doctor “Today we talked about your continuing complaints. We agreed to draw
blood again and whether the blood values do not indicate anything against
starting with the medication. You also talked about the problems with
your wife/husband. We will make a new appointment during the next few
days to discuss this. At that time we will also discuss the blood values.
Are there any questions that we have forgotten now?”
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Pitfalls

* Switching between patient-centered and physician-centered approach is not
announced. This can irritate and confuse the patient, because he/she may not
understand the interview structure.

e The doctor does not end the interview in time. Right before the conclusion of the
interview the patient brings up another important topic for discussion. The doctor
addresses it and exceeds the time frame.

Dealing with Negative Emotions (Fear, Anger, Rage)

Dealing with angry or agitated patients is a particular challenge in everyday medical
life. In the following a model is presented, which can help to understand and to
relieve such emotionally loaded situations beyond the already presented patient-
centered discussion guidance.

Interviews with Challenging and Aggressive Patients:
The CALM Model

Case Study
“Mr. G”

Mr. G. is summoned to the doctor’s office of the cardiology department.
He is facing junior doctor Dr. B.; Mr. G. pauses, looking questioningly at Dr.
B., then around the room, then back at Dr. B. Dr. B. asks Mr. G. to take a seat.
In response, there is only a clearly impatient and rude question: “Where is
Prof. K.? I had an appointment with her.” Quickly and apologetically, Dr. B.
answers, “Prof. K. is attending an international conference at which she was
invited to give the opening speech.” Dr. B. cannot finish the last sentence,
because Mr. G. bursts out, and with a reproachful, loud voice he complains,
insults the clinic, the lack of organization, and, eventually, Dr. B. who feels
more and more uncomfortable.

The CALM model is a graduated model which is used to de-escalate conflict-
prone discussions. Generally, the stages should be run through in ascending order.
The two lower stages conserve or strengthen the relationship, while the two top
stages are agreements that constitute a compromise in the form of a lowest common
denominator between the clinician and the patient. If the stages are implemented
skillfully, the top of the pyramid is only reached in rare cases (Fig. 5.2). Usually the
first step is enough to return to a constructive working relationship. In some cases it
can happen that the lower levels no longer correspond to the escalation level and are
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The CALM-Model
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Fig. 5.2 The CALM model

immediately entered at level 3 or 4. Here it is up to the doctor to weigh up the situ-
ation. The first two levels can only be achieved if the patient’s behavior respects
certain limits of the doctor.

Stage 1: Contact

The purpose of Stage 1 is to maintain contact with the patient in spite of his/her
aggressive or degrading behavior. In doing so, it is essential to keep the aggressions
at bay and to remain calm and objective. Initial aggression should be allowed to
surge and ebb away like a wave, and it should under no circumstances be sup-
pressed. It may be helpful to accept the fact that the patient is in a difficult situation
or else he/she would not behave in such an inappropriate way. They may launch
bitter accusations at you, but the initial focus should be on the patient’s situation,
and no excuses should be made. The body language is particularly important to
allow the aggression to surge. A relaxed posture and facial expressions, possibly
even friendly body contact, can relax the situation. Afterwards possible mistakes
can be admitted. It should be emphasized that the patient’s concerns are understood
and will be considered. The interrelationships that led to the unpleasant situation for
the patient should be explained as far as possible.

These procedures are usually sufficient to appease the situation. Should this not
be the case, follow up with Stage 2.
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Case Study

“Contact”

Patient That really is the limit. I have a seri-
ous heart condition and drove
200 km to get to this clinic, and then
you tell me that everything is in
vain? Last time, everything was so
urgent, and now we are canceling the
appointment just like that? Do you
think I drive this far to see just any
doctor that is available? Are you
even a real doctor?

Doctor (quiet and approachable) Mr. G., I'm very sorry; I thought you
had been informed that Prof. K. is
out of town. Let’s have a seat.

Patient (a little calmer) Hmm (louder again), this hospital is
a case of the right hand not knowing
what the left hand is doing.

Doctor Please have a seat; then, I would like
to explain everything, as far as I can.

Patient (breathes and then sits down) But don’t think that this matter can
be resolved easily.

Stage 2: Appoint

The purpose of the second phase is to name the observed emotion directly. The anger,
the frustration, and the disappointment are addressed directly (e.g., “You are angry.”).
Often, directly addressing the emotion causes a temporary aggravation of the latter.
However, you should be aware of this and “ignore it.” The level of the emotionality
will then quickly drop considerably. This is the time to focus on the patient’s self-
revelation and to address the emotions responsible for the aggressive behavior. Raw
emotions are usually the result of fears or worries. If the latter are addressed, the qual-
ity of the discussion can rapidly change. From incomprehensible rage becomes appro-
priate dismay, and afterwards inadequate demands and fears emerge. In rare cases,
patients refuse to cooperate on this level. If this happens, you will have to move to
Stage 3 and look for the lowest common denominator to carry on the collaboration.

Case Study

“Appoint”

Patient You think you’ll just get away this? You are
absolutely wrong. I have many influential
friends and contacts with hospital manage-
ment. I’1l let them know what’s going on here.



5 Doctor-Patient Communication

Doctor
Patient

Doctor

Patient (a bit calmer)

Doctor

I understand that you are very outraged.
Outraged, yes, you can say that. I am outraged,
yes.

Hmm... (Brief pause).

I have every reason to be. This is about my
health, perhaps, even about my life, and I sim-
ply expect the best treatment. Do you think I
would come here otherwise?

There is also a lot of fear. I wonder what should
happen next.

Patient (now thoughtfully) Yes, that’s no easy task when it comes to the

heart. You see, I have confidence in Prof. K.
because I know I am in good hands.

Doctor That is what this is about, that you feel safe
with her.
Patient Yes, at least I felt this way. Prior to this incident.
Doctor Yes, your trust is shattered for now.
Stage 3: Look Ahead

65

The next stage is designed to emphasize the professional relationship between the
clinician and the patient. The relationship has a goal and this should be considered
again. This stage is about clarifying how the collaboration should proceed. The key
in this phase is to make the patient aware of the common goal and to make him/her
an offer that will be upheld, irrespective of his/her frustration. The limits are speci-
fied and the rules of the encounter established making a collaboration possible. It is
essential that this is done without resentment.

Case Study
“Look Ahead”
Doctor

Patient
Doctor (interrupts)

I realize how angry you still are. To me, the question
arises, how do we proceed from here.

Proceeding. Proceeding, how...?

I would like to point out once again that Prof. K. has
told me all the findings. I am well prepared for the con-
sultation with you, and I would like to walk you through
the findings. At the next appointment with Prof. K., you
can discuss the operation before deciding on a treat-
ment option. Thus, your trip would not be in vain, and
you could still discuss all relevant steps with Prof. K. I
would be glad if this approach could resolve this issue
at least to a small extent.
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Stage 4: Make a Decision

During this phase, the patient will be presented with a “contract” he/she may or may
not sign. Consequently, the patient is put in charge of his/her further treatment, and
he/she will have to make his/her own decision. Reaching this stage means that the
escalation has progressed to an advanced stage. It is not easy for the patient to real-
ize and accept that the physician is not going to go into the content of the accusa-
tions or demands, but expects a decision. Therefore, it may be helpful to offer the
patient time for reflection, by taking a walk or by sleeping over the decision.

Case Study

“Decision-Making”

Doctor Mr. G, I think any further discussion won’t lead us anywhere. I
would like to offer you to discuss the findings with you, but you
must decide whether you would like this or not.

Patient What do you mean by deciding? How should I decide? I don’t even
know you.

Doctor I think I've told you all I can say. If you need some more time, you
may take a seat in the waiting room or take a walk. When you come
back, I'll see you as quickly as possible.

Patient Okay, a walk might be a good idea, but you better not make me
wait for long.

Doctor Please see the receptionist; I'll let them know to notify me
immediately.

Attitude

It requires some practice to adopt a different attitude and — as described above — not
to oppose aggression, but to let it expire. The best way to do this is to consciously
try to pay attention to the patient’s self-revelation. There is a reason for aggression
and this is usually understandable. Counterattack or justification then quickly
becomes understanding.

Pitfalls

* The doctor fails to distance himself/herself from his/her own troubles. While
being superficially friendly, a hidden sharp tongue is apparent in his/her com-
ments. This is enough to complicate the interview even more. It is therefore
important that one’s anger is actually overcome.

e The switch to level 3 is too fast without having recognized or resolved the issues
of the emotional level sufficiently. This increases the likelihood of discontinua-
tion of treatment on the part of the patient.
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Cultural Aspects

The manner in which patients present their symptoms initially depends largely on
their cultural background and the associated patterns and norms as to how to talk
about diseases and mental health issues in general. In many cultures, emotional
issues and personal feelings are considered a personal matter. Talking about them is
equivalent to publicly exposing oneself. Even family conflicts are widely regarded
as internal matters which are not communicated externally. To ask for sexual habits
and difficulties presents a particularly large hurdle for doctors. In Asian countries,
the anatomical terms “penis” and “vagina” are largely avoided and replaced with
coded phrases. Even the sexual act is described with different expressions and dis-
guises depending on the culture. Male impotency is a taboo for most lower educated
patients. Patients tend to avoid addressing the problem directly. In these cases, doc-
tors have to be very skilled to address such culturally delicate matters.

Other taboos include death and dying. For example, in Micronesia asking about
the reason for the death of parents involves the fear of punishment. It is also impor-
tant not to discuss mistakes and omissions of the parents in front of children, because
this could hurt the image of parents as authority figures.

Also, questions about the financial situation, costs of certain purchases, or even
age can hurt the image of the person being questioned.

Latin America

A survey and ethnographic study on doctor-patient interactions, developed by the
University of Sao Paulo Medical School, evidenced that doctors still rely mostly on
oral orientations (only the prescription of medicine is written), regardless if it relates
to a first visit of the patient or not. The study identified two main modes of doctor-
patient interactions; in one mode, doctors spend some of the time talking about
trivial matters with the patient within a frame of the doctor’s friendly attitude, which
in the survey has also shown a high score of satisfaction by the patient. In the other
mode, doctors adopt more objective procedures of interaction with exclusive con-
centration on physical examinations and history, strictly focused on the problem
presented by the patient; this mode has also evidenced high satisfaction by patients.
As regards to the communication skills used by the doctors, the study observed that
doctors have been careful in making themselves understood to the patient, using an
adequate language in the explanation of more specific medical issues such as exams’
interpretations, also making use of colloquial language with less educated patients.
As for the time spent with the patient, it is as low as 4 min with each patient
(Kiyohara et al. 2001).

The cultural trend of lack of assertiveness in general habitual everyday commu-
nication tends to make doctors take a more paternalistic attitude by adopting smaller
steps in the communication of certain illnesses; depending on the case, the doctor
even opts to talk to the nearest relative(s) or guardian first. It even creates certain
tabus mostly in the more primitive cultures, which can be traced back to the original
native inhabitants’ beliefs that certain illnesses have a kind of “sacred aura” that
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must be preserved and/or taken into account; thus, at times, instead of saying the
name of the illness, there is abundant use of paraphrasing. Studies have evidenced
the relevance of the bond established between doctor and patient and relatives for
the effectiveness of doctors’ work; for this empathy demands are crucial, for which
some themes related to doctor-patient relationship were pointed out as follows: use
of adequate communicating skills, establishment of adequate bond between the
doctor and patient, adequate therapeutic approach, family inclusion in the interac-
tion, consideration to the suffering status, and the differences in communication
abilities (Silva et al. 2011).

Iran

At the moment there is no certain curricular course for doctor-patient communica-
tion for medical students and residents in Iran. There are only some continuing
medical education (CME) programs and some topics on communication and clini-
cal reasoning. Using proper didactic tools such as live interview, role plays, and case
discussion are not common in clinical education. In recent years, many studies have
been done in this field in Iran, and almost all the physicians saw the need and real-
ized its influence on patients’ satisfaction, adherence, and effectiveness (see Yazdi
et al. 2008; Zamani et al. 2004). On the other hand, patients currently are more
sensitive to communicative aspects of care and want to have more participation in
decision-making (Asghari et al. 2008). In parallel to these positive changes toward
development of communicative rationality in the health system, utilizing electronic
health records (EHRs) made some barriers between family physicians and patients
(Ajami and Bagheri 2013; Ayatollahi et al. 2014). We should possibly think about
new communication skills by including the computer as an independent character in
our practice scene. According to these trends in the clinical discourse in Iran, it
seems that realizing the inclusion of communication skills not only as a curricular
course but also as a part of clinical training in all settings is not so far away.

References

Ajami S, Bagheri T. Barriers for adopting Electronic Health Records (EHRs) by physicians. Acta
Inform Med. 2013;21(2):129-34.

Asghari F, Mirzazadeh A, Fotouhi A. Patients’ preferences for receiving clinical information
and participating in decision-making in Iran. J] Med Ethics. 2008;34(5):348-52. https://doi.
org/10.1136/jme.2007.021873.

Ayatollahi H, Mirani N, Haghani H. Electronic Health Records: what are the most important bar-
riers? Perspect Health Inf Manag. 2014;11(Fall):1c.

Freud S, Strachey J, In: Freud A, In: Rothgeb CL, Richards A, Scientific Literature Corporation.
The standard edition of the complete psychological works of Sigmund Freud; 1953.

Kiyohara LY, Kayano LK, Kobayashi MLT, Alessi MS, Yamamoto MU, Yunes-Filho PRM, et al.
The patient-physician interactions as seen by undergraduate medical students. Sao Paulo Med
J.2001;119(3):97-100.

Langewitz W, Denz M, Keller A, Kiss A, Riittimann S, Wossmer B. Spontaneous talking time at
start of consultation in outpatient clinic: cohort study. BMJ. 2002;325:682-3.


https://doi.org/10.1136/jme.2007.021873
https://doi.org/10.1136/jme.2007.021873

5 Doctor-Patient Communication 69

Rogers C. Client-centered therapy: its current practice, implications and theory. London:
Constable; 1951.

Silva C, Rodrigues C, Lima J, Juca N, Augusto K, Lino C, et al. Relagdo médico-paciente em
oncologia: medos, angustias e habilidades comunicacionais de médicos na cidade de Fortaleza
(CE). Ciénc Saude Coletiva [online]. 2011;16(Suppl 1):1457-65.

Yazdi NA, Tavafian SS, Emadzadeh A, Kazemnejad A, Ghofranipour F. Communication training
and patient satisfaction: a randomized trial study from Mashhad. Iran Patient Prefer Adherence.
2008;2:137-42.

Zamani A, Shams B, Moazzam E. Communication skills training for physicians as a strategy for
enhancing patients’ satisfaction: a model for continuing education. Iranian Journal of Medical
Education. 2004:4(1):15-22.



Chapter 6 )
Family-Oriented Primary Care b

Werner Geigges, Kurt Fritzsche, Catharina Marika Dobos,
Susan H. McDaniel, Xudong Zhao, Catherine Abbo,
Sonia Diaz Monsalve, and Farzad Goli

W. Geigges
Rehaklinik Glotterbad, Glottertal, Germany
e-mail: w.geigges @rehaklinik-glotterbad.de

K. Fritzsche (2<)) - C. M. Dobos

Department of Psychosomatic Medicine and Psychotherapy, Center for Mental Health,
Medical Center - University of Freiburg, Faculty of Medicine, University of Freiburg,
Freiburg, Germany

e-mail: kurt.fritzsche @uniklinik-freiburg.de; catharina.marika.dobos @uniklinik-freiburg.de

S. H. McDaniel

Department of Family Medicine and Psychiatry,

University of Rochester Medical Center, Rochester, NY, USA
e-mail: susanh2_mcdaniel @urmc.rochester.edu

X. Zhao
Department of Psychosomatic Medicine, Shanghai East Hospital, Tongji University,
Shanghai, China

Mental Health Center Affiliated to Tongji University, Shanghai, China
e-mail: zhaoxd @tongji.edu.cn

C. Abbo
Makerere University, College of Health Sciences, Kampala, Uganda
e-mail: cathyabbo@chs.mak.ac.ug

S. D. Monsalve

Department of Psychosomatic Medicine and Psychotherapy, Center for Mental Health,
Medical Center - University of Freiburg, Faculty of Medicine, University of Freiburg,
Freiburg, Germany

ZMG Centre for Medicine and Society, University of Freiburg, Freiburg, Germany
e-mail: sonia.diaz-monsalve @uniklinik-freiburg.de

F. Goli
Danesh-e Tandorosti Institute, Isfahan, Iran

Department of Bioenergy Economy, Energy Medicine University, Mill Valley, CA, USA
e-mail: info@iranianhealth.com

© Springer Nature Switzerland AG 2020 71
K. Fritzsche et al. (eds.), Psychosomatic Medicine,
https://doi.org/10.1007/978-3-030-27080-3_6


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-27080-3_6&domain=pdf
mailto:w.geigges@rehaklinik-glotterbad.de
mailto:kurt.fritzsche@uniklinik-freiburg.de
mailto:catharina.marika.dobos@uniklinik-freiburg.de
mailto:susanh2_mcdaniel@urmc.rochester.edu
mailto:zhaoxd@tongji.edu.cn
mailto:cathyabbo@chs.mak.ac.ug
mailto:sonia.diaz-monsalve@uniklinik-freiburg.de
mailto:info@iranianhealth.com

72 W. Geigges et al.

Case Study
Family A

Mrs. A., 33 years old, married to Mr. A., 36 years old, is a mother of a
daughter (age 9) and a son (age 11). She is diagnosed with Hodgkin’s disease,
stage CS IV. At the beginning of the illness, the family stuck together closely:
The husband canceled all leisure activities, was very committed to the chil-
dren, and visited his wife regularly during her hospital stays. Complementary
relationship patterns were evident: When Mrs. A. showed signs of weakness,
her husband demonstrated strength by assuming the role of a primary care-
giver and filling in. The children also responded to the mother with a notice-
able upbeat attitude, providing her with cheerful children’s drawings. Conflicts
were played down, and harmony and stability were stressed. Ten months after
the initial diagnosis of cancer, the family dynamic changed: The 11-year-old
son was becoming increasingly aggressive and experienced a drop in school
performance. The doctor invited the family to a family interview.

(to be continued)

Definition

“We define family as any group of people related either biologically, emotionally, or
legally, i.e., the group of people that the patient defines as significant for his/her
well-being. The family-oriented practitioner gathers information about the family
relationships, health and illness across generations, emotional connections with
deceased and geographically removed members, and significant life events, in order
to understand the patient within his/her larger context. In other words, the family-
oriented clinician mobilizes the patient’s natural support system to enhance health
and well-being” (McDaniel et al. 2005, p. 2).

Relevance

Family-orientated primary care and psychosomatic medicine have many similarities
in their approaches and methods. Both treat patients while considering biological,
psychological, social, cultural, and spiritual aspects. Both have community-based
and family-based approaches. Furthermore, when we look at their history, they both
have a backbone on system theory.

Relatives of a patient will significantly influence the health and illness behavior
of the patient and his/her interaction with the doctor and the health care system.
Therefore, the family perspective is an important aspect in the context of a biopsy-
chosocial understanding of disease.
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Fig. 6.1 The concept of the life cycle
Theoretical Background

The concept of the life cycle (Carter and McGoldrick 1989) assumes that families
throughout their lives go through different phases such as pairing, parenting, aging,
etc. (Fig. 6.1). Each of these phases represents a potential threat to the existing orga-
nizational structure of the family. New members join through birth, adoption,
friendships, or marriages, while others leave the family through separation, divorce,
or death. The stages that families pass through are not arbitrary, but can be divided
into phases. Each phase has its characteristical problems.

A successful completion of the phases is vital for growth and development in
families. The phases that families go through can be divided into stages, having
characteristical manifestations with signature issues. The ability to manage such
issues depends largely on how successfully previous issues have been managed by
the family. Sometimes, when a family has a hard time adapting to changing condi-
tions, a family member develops symptoms and seeks medical attention. It is always
helpful to consider the developmental stage of the family at the time of the occur-
rence of disease in a family member.

The Young Couple

The relationship of a young couple, which is in the process of replacing the family
of origin and building a new family system, is often threatened if one partner
becomes seriously ill. The affected person can fall back into the dependence and
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intimacy of his/her family of origin, who may take care of upcoming decisions
without including the new partner adequately.

Families with Adolescent Children

The main task of this phase of development is the gradual but definite separation of
the children who turn more and more to their peer group and are looking for their
own identity and their own life goals. In such a situation, a serious illness of a family
member can easily lead to termination or suspension of the separation dynamics.
Regression trends and dependency-autonomy conflicts can result. Individuation
efforts are often associated with guilt (the separation guilt).

At Old Age

In the later phase of aging, the spirit of partnership among parents and interaction
with their adult children depends largely on how the phase of adolescence and its
troubles have been managed. Being separate with a simultaneous feeling of togeth-
erness is very important for this phase of older adulthood. Grandchildren later often
take on the function of bringing the generations closer together again. In working
with seriously ill elderly patients, the relationship with their grandchildren is often
seen as one of the key coping resources, closely linked to the feeling of “still being
needed.”

Family as a Resource and Support System

Family-based interventions, such as a change in eating habits or the reduction
of cardiopulmonary risk factors, are more successful and cost-effective than pro-
grams that focus only on the individual patient. Spouses or significant others have
greater influence on health-related habits than any other person, including the
attending doctor. In particular, children with diabetes and asthma benefit from thera-
peutic family interventions (Campbell and Patterson 1995) regarding blood sugar
levels, lower seizure frequency, medication reduction, and sick days.

In case of severe disease, the partner and family can play a positive supporting
role through the following:

» Experience of being accepted and loved by others despite the disease.

» Experience of being useful and helpful within the partnership or family despite
the serious illness.

e New common ground through dialogue and joint activities.
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¢ New emotional closeness.
» Allowing feelings of grief and love.

Family as a Burdened System

The transition from an acute to a chronic disease with the need to care for chroni-
cally ill patients both at home and in the hospital places increasing stress on fami-
lies. Mental diseases as well as severe physical diseases of the parent influence the
relationship between parent and child in many ways and can result in lasting dam-
ages in the psychosocial development of a child. Particularly in cancer and neuro-
logical diseases of a parent, maladaptive coping patterns can be found in up to 50%
of the children. In case of a disease, the following stressors can occur in families and
partnerships:

* A shift of balance between give and take, and change of the distribution of tasks
within the partnership.

* Unresolved conflicts come to light, that can no longer be avoided or suppressed
under the burden of the physical disease.

* Feelings of alienation through physical and mental overload of both partners,
and behavioral and personality changes in the patient.

* Increased helplessness, aggression, feelings of disgust, and associated guilt in
the patient and/or caregiver.

In collaboration with patients and their families within the health care system,
we consider families both as a support system and an important resource in manag-
ing disease, and as a system burdened by diseases.

The Family Dialogue in the Medical Context:
Useful Strategies

In the medical context, McDaniel et al. (2005) suggest the therapeutic strategies
listed below for couple or family dialogues.

Disease: An Explanation of the Diagnosis, Treatment, Disease
Progression, and Prognosis

The disease and its impact on the family members (rather than the family conflict as
in psychotherapeutic interviews) are at the center of the family interview. The physi-
cian may begin with an explanation of the disease, its prognosis, and the probable
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impact of the disease on the family as a whole. Then psychological and social inter-
actions are related to the medical problems. The therapeutical focus lies in support-
ing the coping competences and resources within the family.

Inquiring About Medical History

If, as part of a family dialogue, we—the doctors—Ilisten to the medical history
of the patient and understand it, we enter the world of the patient and his/her
family. Like the autobiographical narrative, the family narrative, as a collection
of stories about family experiences in coping with life events and life crises, is
a reality construct that shapes the reactions of families to threatening diseases
over generations. In addition to the content of these stories, this approach builds
trust for joint work with the family. Important questions in a family dialogue
include:

e How does the family cope with and overcomes life events and life crises?

e Are there typical patterns within the family on how to deal with illness?

e Is there support across generations in dealing with the illness of a family
member?

e Which constructions of reality in terms of etiology, course, and management of
disease and successful healing strategies are included in these stories?

Focus on Concerns of the Family

When dealing with a family coping with the stress of a serious illness, it is impor-
tant not to criticize from the beginning or disqualify their coping mechanisms,
even when they appear rather dysfunctional from an outsider’s perspective.
Instead, acknowledge their attempts to cope with the current situation and the
effort of the individuals to support the functioning of the whole family. This
approach serves to reduce blame and guilt and causes an immediate emotional
relief. It often happens, for example, that some family members put their own life
tasks completely on the back burner and put themselves entirely at the service of
the sick family member. Others distance themselves and are therefore often con-
demned as ungrateful and tend to be expelled within the family itself. From a
systemic perspective, it may be possible to describe both aspects as important
tasks within the family system during the crisis.

Promotion of an Open Communication Between the Parties

Give the family time to process information about the prognosis, the disease pro-
gression, and the treatment plan. Offer the opportunity to continue the dialogue, and
encourage them to ask critical questions and express any concerns.
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It is particularly important to acknowledge that the current issue concerns all
family members and to help them to express any possible feelings of dismay. These
emotional reactions often induce fears in family members: losing their role within
the family, appearing psychologically disturbed, and becoming socially excluded.
The shame of not being able to communicate their emotional reaction to others is
usually noticeable and leads to thoughts and feelings being held back from both the
treating physicians and the own family. Emotional reactions often result in strong
uncertainty and helplessness among family members. This is where therapeutic sup-
port can help. First, it can help to talk about the process of the emotional reaction.
Second, the psychotherapeutic support can convey the significance of the emotional
reaction to successful coping. Third, this conversation can help to reinterpret the
emotional instability of the patient or other family members as a positive coping
aspect. The acceptance and handling of, directly or indirectly expressed feelings,
ultimately helps the affected individuals to return from their individual reality to the
social reality of the family or the environment.

Dealing with directly or indirectly expressed feelings helps the concerned per-
sons. Confrontational statements should be avoided. The focus is on emphasizing
and affirming the strengths and special charactersitics of a family.

The Doctor as the Moderator

If the doctor understands his/her role in the family interview as a discussion modera-
tor, without giving advice, an open exchange within the family can be facilitated. The
family will feel able to support their loved one’S course of therapy in a positive way.

Phases of the Family Dialogue

Phase 1: Joining

Joining means to connect with each family member and to show that each person’s
opinion is valid and important in this setting. The dialogue starts after the doctor has
greeted each family member (even the younger children) with a handshake, asked
for their names, and perhaps the age of each of the children.

Case Study (continued)

Joining 1

Doctor  “Hello. Thank you all for coming today. I have seen you, Mrs. A.,
now several times and we have talked about your illness. I thought
it might be helpful to talk to you and your family about your situa-
tion and see how the disease has impacted all of you. Together we
can talk about how all of you can support your mother and each
other in this situation.”

(to be continued)
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As a next step, explain the focus of the conversation and how long it will last.

Case Study (continued)

Joining 2

Doctor  “I have known you, Mrs. A., and you, Mr. A., for many years.
However, I just barely know your children. Who would like to
introduce your family a bit more in detail? Please give me your
childrens names and ages again? Maybe each of you can say a few
words, about the person sitting next to you.”

(to be continued)

If children are involved in the conversation, the doctor should briefly estab-
lish personal contact with them as well. This is important in order to set a sign
of equality of all family members from the very beginning. This way smaller
children in particular do not get bored and distracted right away. It is also impor-
tant to have a small play corner in the room or to alternatively ask the parents to
bring a toy or painting materials so that the children can keep themselves busy
during the conversation. If you directly address the children with questions, you
should ask the parents for permission to talk to their children first. Furthermore,
you should and grant them a “veto right” in dealing with difficult topics. In fam-
ily conversations it is easy to touch on topics that the parents do not want to
discuss in the presence of their children.

Phase 2: Context and Mission Clarification
Institutional context:

» Especially in the hospital setting, it is important that the doctor who is respon-
sible for the diagnostic and therapeutic process is directly involved in the joint
dialogue with the patient’s family. Otherwise there is a high risk of being con-
fronted with varying professional perspectives on the disease and its conse-
quences, which can be confusing and an additional burden to the patient and his/
her family.

* Clarification of the suggested treatment plan of the interviewing doctor as well
as different health professionals who take care of the family. It should be clarified
which other doctors, psychotherapists, and health professionals are involved in
the health care of the whole family, and how these other professionals assess the
current situation of the family.

» Expectations of the family toward the interviewing doctor.
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Case Study (continued)
Context and mission clarification

* “Anna, what needs to be discussed today, for you to feel it was worth while
to come here?”

e “For whom was it the most difficult to come here?”

* “Who in the family was most looking forward to, or skeptical of, the idea
of a joint family interview?”’

e “Paul, how did your father convince all of you to come here today?”

(to be continued)

The questions are intended to encourage direct communication within the family.
The initiated family interactions offer the opportunity to closely observe how the
family members communicate with each other, who supports or criticizes whom,
how is the family hierarchy presented, and who plays which role in the family. It is
important that everyone has the opportunity to express his/her needs and expecta-
tions as well as fears and worries.

Phase 3: Questions About Family Dynamics and Psychological Resources and
Threats — Various Views on the Disease and Its Impacts
Disease

*  What has changed within the family since the onset of the illness?

e What has the family tried already in order to help the patient?

e What has helped the most?

e What does the family know about the diagnosis?

* What is your understanding of the therapeutic intervention and the side
effects?

e What is your belief about the prognosis?

Threat to Family Relationships and Future Plans

* How are roles, relationships, and communication patterns defined within the
family?

e How are decisions made within the family, currently and before the
disease?

*  What are the objectives and plans of the family, and how does the disease affect
them?

* How does each family member view the changes that were triggered by the
disease?
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Available Resources

* What financial resources are available, for example, if one income is lost?
* What are the resources within the social network of the family: extended family,
friends, support groups, etc.?

Previous Experience with Similar Situations

*  What are the coping strategies used by the family in previous times of crises?
e What is the family’s medical history and the associated experiences in dealing
with past illnesses?

Phase 4: Treatment Planning
By joining, continuous assessment of the health problems and the associated rela-
tionship realities, an idea about possible change is shaped.

Case Study (continued)
Treatment planning
Doctor  “What would be a good final result of our family discussion?
Do you have specific ideas about what could be changed, and how
it could be accomplished, so that all of you feel better?”
(to be continued)

Phase 5: The Conclusion of the Interview

Family therapists take a break of approx. 10 minutes after approx. 60—90 minutes of
family interview. During this time they can process the received information, test
their own hypotheses, reflect on the impartiality, and develop a final commen-
tary. The therapist can structure the interview by holding the silence during a break
in the conversation, summerizing the talking points so far and making agreements
on the further course of treatment.

The final intervention consists of several elements:

Positive assessment: Each person will be acknowledged in a positive and appre-
ciative way in relation to the family and to the presented problem and the function-
ing of the family as a whole. Problematic behaviors should be described in terms of
understandable but suboptimal attempts to cope with the situation. The goal is the
loosening of rigid behavioral patterns and one-sided views.

Homework: In the final phase, the meeting and the main conclusions are summa-
rized. The family’s positive resources and strengths are emphasized. Unresolved issues
and topics are named. Specific tasks are distributed among the family members.

Case Study (continued)

Homework

Doctor  “At the moment I am under the impression that the illness is perma-
nently looming in your living room—is there a way you could send
it for a walk for a few hours?”
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The end of the dialogue also includes support and advice, such as:

* Information about local support groups for patients and their families.
e Information on how other families have mastered a serious illness.

During a family interview, the basic attitude is impartiality. The doctor is guided
by the assumption that, in principle, there is a range of individually experienced
realities in any family. In the course of dialogue, each subjectively perceived real-
ity must be respected, and the doctor should be wary of one-sided assessments and
one-sided partisanship.

Practical Implementation

The Genogram

The routine use of disease-related genograms proved to be a simple and straightfor-
ward technique in the context of family diagnostic and the formation of hypotheses.
Genograms are graphic representations of a family constellation spanning across
multiple generations. It helps visualize biographical information such as the birth
order, deaths, diseases, symptoms, and life events within a family. They are assessed
as part of a medical history interview with individuals or families (Fig. 6.2).

The genogram can be introduced by the doctor in the following way: “We have
talked in detail about your problem. Now I would like to get an overview of the
diseases that have occurred in your family. As you tell me about it, I will take
notes so I can remember all the information at a later point.” By constructing a

Fig. 6.2 Genogram

The most commonly-used symbols and their meaning

|:| Man —~— Separation
O Woman —#— Divorce
A Unknown ~_ Lives apart from family
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—— Married ( group)
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family genogram, there will be numerous opportunities to enter into an in-depth
discussion with the patient.

Practical Tip
Questions for the genogram

*  Which diseases run in your family?

e What “counts” as a disease?

* Who is affected by these diseases?

* Who takes care of the sick?

* What does the caregiver get in return for helping?

* How did your family deal with illness and death?

e What was the cause of death?

*  Which coping strategies does your family use for illness, or grieving?

The creation of the genogram takes place in three steps:

1. All members of a family and their relationships to each other are recorded. It
starts with the core family. Then, the extended family is added. Overall, if pos-
sible, at least three generations should be included.

2. In the second step, information about the family history is added: age, marriage,
divorce, miscarriages, death, and serious diseases as well as critical family
events.

3. Finally, the quality of relationships among family members may be particularly
highlighted.

Techniques for the Family Interview

A structured interview can be very helpful to the family dealing well with the prob-
lematic situation. Different questioning techniques are useful to keep a balance
between spontaneous statements of the family and a structured approach. Asking
questions not only serves the gathering of information, it also shows new ways of
thinking and perspectives within the family.

Direct Disease-Related Questions

Direct questions relate to facts, causes, and ways of behavior and experience that are
easily accessible to the individual. Some examples include:

e “When did the first symptoms appear?”

* “Who noticed these symptoms first?”’

e “How did your relatives react to your illness?”

* “Who are you talking to about your symptoms? With whom do you rather not
about your illness?”
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Indirect or Circular Questions

By questioning family members in a circular manner about their own take on the
disease and its impacts, interesting information can be obtained. For example, the
doctor asks, “Anna, what do you think your father thinks about the disease of your
mother?”

Through circular questions, caregivers, but also family members, learn about the
different perspectives of each person in a playful way. The questions invite the family
members to enter into the mindset of others and to consciously talk about the relation-
ships within the family. Circular questions foster understanding for others’ thoughts
and views and relizing the mechanisms of the own family dynamics. So, in addition to
their diagnostic value, circular questions can help people to see things differently,
reveal unspoken differences in opinion, and take the first steps in resolving conflics.

Hypothetical Questions

Hypothetical questions are also helpful. They allow the interviewer to introduce
new options, try out new narratives, and therefore counteract the fear of change. The
new paths playfully addressed in the questions do not have to be realistic in any way,
not even feasible, but nevertheless they indirectly strengthen the self-efficacy of the
individual family members.

Some examples of hypothetical questions include:

e “Suppose the migraine attacks of your wife would occur much less frequently,
what would your wife and your family gain, what would this mean for your rela-
tionship in everyday life?”

e “Suppose one of your children would choose to move back home to take care of
you. Who would be most likely to do that?”

e “Suppose we met again in 5 years, what do you think, will your parents still
be together? What will have changed? What will remain the same? Will Eva
choose to stay with her boyfriend? Will Richard still live at home?"

Solution-Oriented Questions

e “How often (how long, when) did the symptoms not occur?”’
e “What did you and others do differently during those times?”

Pitfalls

¢ Confrontational statements usually lead to distrust and withdrawal of the family.
Instead, the focus should be on the strengths and special characteristics of the
family.
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e In the medical context, one should speak of family interview and not of family
therapy, since the latter is often misunderstood by family members in the sense
of “Oh, now, not only our daughter, but we as a whole family are sick or possibly
to blame for her illness!” Such attitudes encourage families to defend themselves
strongly against offers of conversation.

e Insufficiently structured interviewing: couples or families reveal communi-
cation patterns that have formed in everyday life of the relationship. If the
doctor does not structure the dialogue quickly and sets some ground rules for
successful communication, there is the risk of old patterns reoccuring, coali-
tions forming, and individual family members “checking out” mentally from
the conversation.

Cultural Aspects

While in Western cultures family members are usually only included in medical
cases of children and elderly patients, the involvement of family is a given in many
other cultures.

Asia

The Chinese culture is a “high-context culture,” where family members are highly
dependent on each other and pay very much attention to taking care of each other.
Familism embodies this culture and individualism is a rarely used word in China. A
family is viewed as a small state and the state is viewed as a large family. Therefore,
interpersonal relations can be reduced to the following basic rules from
Confucianism:

e The monarch rules his minister.
e The father rules his sons.

Accordingly, the ruling and ruled people should follow five basic virtues:

e Humanity

* Responsibility
e Courtesy

* Wisdom

e Trustfulness

Confucianism requests a person to control himself/herself and to obey social
norms, to respect and take care of other peoples’ interests at any time, to develop
and maintain interpersonal relationships with a modest and polite attitude, and to
improve himself/herself through continuous practice. Familism is closely bound
with moralism.

Outstanding Issues in Modern Chinese Families
Changes of family structure resulted in the nuclear family becoming the main fam-
ily pattern. Extended family structures have lost their social support functions.
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Women have equal legal and economic status in the family. But some families
(especially husbands and their mothers) have difficulties adapting to these develop-
ments to new gender roles. Traditional values contradict the contemporary social
reality, so that the so-called generational gap is very common within families.
Anxiety about the uncertain future and fear of unsuccessful parenting makes the
parent-child relationship much closer, which impacts the individuation process. A
lot of children have to be brought up by their grandparents or institutions instead of
their parents. This is a very important factor that influences psychological and
behavioral disorders of adolescents, marriage crises, and sexual problems. Stressful
lifestyles and dysfunctional coping styles are harmful for the family life. Major
burdens are financial problems, finding a job, purchasing apartments, childcare, and
managing the childrens’ education. There is little time for family life and face-to-
face communication.

Examples of Culture-Related Family Problems
Cultural Differences Between Generations

The parents are still stuck with traditional views and behaviors and have difficul-
ties to adapt to the fast-paced changes in consumption and lifestyles in the context
of globalization. The younger generation quickly adopts to new lifestyles and val-
ues, with a tendency to ignore old viewpoints, or even to despise them. Parents are
confused and helpless, do not know how they should behave, and perceive a thread
to their parental dominance and disciplinary power.

The Roles of the Daughter-in-Law in Asian Families

In the traditional Hindu family, the focus is the mother-son relationship. The
daughter-in-law has a subordinate position within the family. As a result, the
daughter-in-law is often abused and punished, both physically and mentally, by the
family members of the husband, especially, if she violates the rules of conduct with
respect to the mother-in-law.

Violence Against Parents in Japan and China

Often boys are brought up by their mother, while the father is absent due to his work
or because he is perceived as weak and vulnerable. Violence against the mother or
both parents is understood as an attempt to gain distance, mainly from the mother.
As part of the one-child policy, this behavior is observed more and more frequently
in China. As a small child, many boys are spoiled by their parents and grandparents,
and as a teenager they react with violence if their wants and needs are not met
immediately.

Africa

In traditional African societies, extended families and associated social support that
comes with it are positive and protective factors against stressful life events. The
sense of belonging to the community, the perceived connection to other members of
the community, ancestors, and the land, as well as the collective response to suffer-
ing, all somehow lift the burden of stressful live events from the individual. With
globalization, the communal living seems to be disintegrating, especially in urban
areas.
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Latin America: The Young Patients

For young patients the doctor-patient relationship is mediated by the nearest rela-
tive. Nonetheless, a survey study carried out in the pediatric unit demonstrated that
there is a lack of satisfactory communicative relationship between the parents, the
patient and the doctor. The study found that there is a need for training to improve
doctors’ communicational skills as a tool for more ethical behavior (Garrafa and
Albuquerque 2001).

Iran

Family physician programs (FPP) had been initiated in 2005 as one of the main
policies of the Ministry of Health and Medical Education and are continued up until
now. The programs were focused on rural areas and small towns (<20,000). But in
2011, Fars and Mazandaran provinces were selected to be the pioneers for imple-
menting FPP at the whole service levels of the province. From 2015 onwards, all
medical universities have been asked to launch the integrated health system (SIB)
which is applied by family physicians.

Family physicians (FP) should have the necessary skills in screening, diagnosis,
treatment, referral, and communication and the ability to analyze biological, psy-
chological, and social aspects of the patients and their families.

Over time, various training programs have been launched to train skillful FPs in
Iran. At the moment, there are continuous medical education, modular, and resi-
dency programs (Ferdosi et al. 2018).

There is still a great need to improve family physicians’ competencies in doctor-
patient communication, psychosocial interventions, and family-based management.
Fortunately, after a 3-year research and training program which was funded by
DAAD (German Academic Exchange Service) and the international congress on
family-oriented primary care in 2017, in Isfahan, some educational research train-
ing, residencies, and teacher training programs were carried out. Currently, a
national program on psychosomatic basic care is being designed by Psychosomatic
Research Center of Isfahan University of Medical Sciences and Danesh-e Tandorosti
Institute in cooperation with the Department of Psychosomatic Medicine and
Psychotherapy, Albert-Ludwigs-University Freiburg.
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Case Study 1

In the group, a doctor reports that she had been annoyed lately about a patient
suffering from diabetes mellitus, who treated her increasingly arrogantly.
When entering the doctor’s office, the patient already welcomes her with con-
descension: “Well, how are you today, doctor? Today you don’t look good.”
Now, she gets annoyed by just seeing the patient. (to be continued)
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Definition

Balint groups are case studies with particular emphasis on the doctor—patient relation-
ship. A doctor presents case of a patient who is on his/her mind for various reasons.
The group reflects on the doctor—patient relationship from various angles. This method
allows the doctor to obtain new insight into the patient’s problem through the eyes of
others and uncovers interfering unconscious influences as well as his/her own contri-
bution to the problem. This creates a new understanding and a new level of relation-
ship. These new perspectives lead doctors to a better understanding of themselves and
the patient and provide the impulse for a more satisfactory course of treatment.

At the centre of medicine there is always a human relationship between a patient and a doc-
tor. (Balint 2000)

What Is a Balint Group?

e Its primary task is to promote further understanding of the relationship between
doctors and patients.

e The method is an exploration of the relationship between a particular clinician
and a particular patient.

* A Balint group presents the opportunity for an in-depth exploration of a puzzling
clinical case.

e It allows for professionals from different backgrounds to get to know and under-
stand each other and their work.

Relevance

A good doctor—patient relationship is the most important factor for a successful and
satisfactory treatment. For successful diagnosis and treatment, the doctor has to
observe the behavior of the patient exactly but also explore his/her own thoughts,
feelings, and behavioral impulses.

Doctors are important attachment figures for the patient, to whom positive and
negative thoughts, feelings, hopes, and desires are transferred. The doctor must be
aware of this, without interpreting the patient’s thoughts and feelings right away.
The patient’s behavior and feelings influence the doctor’s thoughts, feelings, and
actions and may, in extreme cases, confuse him/her and make him/her unable to act.
The doctor, too, has his/her history of emotional development with strengths and
weaknesses, which he/she must recognize.

Positive effects of Balint group include an improvement in the capacity to empathize
(Cataldo et al. 2005); a change in conversational behavior, combined with a willingness
to listen more when talking to patients; an improvement in psychosomatic skills and
self-confidence; fewer brooding thoughts about patients; greater work satisfaction; indi-
cations of an improved doctor—patient relationship; as well as a significant reduction of
burnout parameters (Benson and Magraith 2005; Rabin et al. 2009; Bar-Sela et al. 2012).
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A qualitative study on general practitioners showed that Balint work can improve
the doctor—patient relationship, and the doctor’s psychological health (Taghavi et al.
2017).

Theory

Historical Background

Michael Balint was born in 1896 in Budapest as the son of a general practitioner
(GP). After studying medicine, he trained as a psychoanalyst. Very early on, he
became interested in psychosomatic diseases and focused on the importance of
an adequate psychological understanding of these diseases within the medical
profession. He wanted to raise awareness in GPs that mental processes also play
a key role in disease symptoms. His focus laid on the close observation of the
doctor—patient relationship and the desired effects and side effects thereof. In
his collaboration with GPs, he wanted to empower them to consciously create
relationships with their patients and to use these as a healing method. His best-
known book is The Doctor, His Patient and the Illness, published in 1957 (Balint
2000).

Basic Principles of Balint Work

1. Most mental processes are unconscious, at first not accessible, but
influenceable.

2. It is not a question of what is right or wrong, not of either/or, but of both/and.
Contradictory thoughts and ideas can be expressed and it is important to endure
these ambivalent feelings.

3. Itis not crucial to know everything about the patient. It is what has been forgot-
ten and omitted in the narrative that often has a crucial meaning. Childhood
experiences are important. They shape our relationships as adults.

4. Doctors are important reference persons for the patient, to whom positive and
negative thoughts, feelings, hopes, and desires are transferred. The doctor should
be aware of this.

5. The behavior and feelings of the patient influence the thoughts, feelings, and
actions of the doctor and in extreme cases can confuse him/her and make him/her
unable to act. Also the doctor has his/her own history of emotional development
with strengths and weaknesses, which he should know.

6. Just as words have multiple meanings, so can the patient’s descriptions and
symptoms of illness be understood on multiple levels that are not mutually
exclusive.

7. The success of a Balint group depends on the sincerity, respect, and mutual sup-
port of the members of the group. The content of the Balint group work is confi-
dential. The longer a Balint group lasts (months, years), the stronger the group
cohesion and trust in each other becomes.
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What Do Doctors Learn in the Balint Group Work?

Case Study 2

The doctor introduces a case from his practice to the group. He talks about a
young female patient with severe anorexia nervosa, who drives him to despair
and devalues any treatment suggestion. After the group discussed various
aspects of the patient’s behavior, and also made proposals for treatment, the
presenting doctor was included in the dicussion again. He then says that all
the ideas and propositions were of no use to him. He was convinced that the
group discussion did not help him at all. He did not feel understood at all.

These were exactly the words he introduced the patient with initially. Now,
he could sense how the patient must feel about her illness and the various
treatment attempts. He felt her hopelessness, her insecurity, and her despera-
tion. After taking on the perspective of the patient, he was able to express his
wishes to the group and to better accept the proposals of the group.

A parallel process between the presented doctor—patient relationship and the
relationship between the presenting doctor and the Balint group took place. The
Balintgroup workmadeitpossibleforthedoctortobetterempathize withthe patient
as a person with all the accompanying feelings. By experiencing the patient’s
perspective, the doctor could better understand the patient and the interaction
between him and her. The concept of Balint group is specifically targeted at rais-
ing awareness on this countertransference phenomenon, the patient initiates
in the doctor. The feelings of countertransference are usually also made visible
by the group. Feelings of countertransference can be used professionally as
valuable information on diagnostic perception and understanding of the patient.
This may develop into further therapeutic interventions.

Countertransference

In psychoanalysis, countertransference is defined as a form of transference that
occurs as a result of the influence of the patient on the doctor’s thoughts and feel-
ings. Countertransference is present when the doctor directs his/her own feelings,
prejudices, expectations, and desires onto the patient. The therapist leaves his/her
neutral position. For this reason, in the early days of psychoanalysis, countertrans-
ference was considered a disruptive influence the therapist must become aware of
and resolve. Modern psychoanalysis sees the feelings of the therapist toward the
patient as a “sounding board,” by which he/she can gain information about the
patient and his/her interpersonal relationship patterns.

Objectives of the Balint Group

e Openness for both interview content and one’s own reactions, in the form of feel-
ings, fantasies, and bodily sensations evoked by the interview (e.g. nervousness
or sleepyness)
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e Practicing listening and patience

* More sensitivity for recognizing emotional disorders or psychosomatic
problems

* Loosing the own axiety in dealing with patients’ emotional and social problems

* Reaching a better understanding of the interactions between doctors and patients

e Implementing this understanding in diagnostics and therapy

e Altered attitude and altered behavior of the doctor toward his/her patients

e Better understanding of unconscious processes

* Emotional relief and prevention of burnout

* Recognition of doctor’s own feelings toward seemingly “problematic” patients
(countertransference)

e The doctor develops a more analytical way of thinking

e The doctor is more aware of his/her personal influence on the patient

Environment and the Course of a Balint Group

A Balint group is made up of 8—12 participants. The group leader is a psychoanalytic
psychotherapist, is familiar with group processes and has experience in the manage-
ment of Balint groups. The group meets on a regular basis (weekly, fortnightly,
monthly or even once a year). A session lasts approximately one and a half hours.
The presenting doctor describes a doctor—patient relationship from his/her mem-
ory, without using any notes. An impression of the speaker, the patient, and their
relationship to each other arises. The other participants then talk about their impres-
sions, their feelings, and their thoughts about what they have heard. This discus-
sion results in a complex picture of the doctor—patient relationship that the speaker
can observe quietly from a distance, without intervening in the group discussion.
Ideally, he/she gets a new point of view on the problem; blind spots are illuminated.
The clinician recognizes his/her effect on the patient and his/her own behavioral pat-
terns. Balint group work enables the doctor to gain self-awareness, but the doctor
also learns to not only think about the patients desease, but to keep the patient’s
entire personality in mind. The treatment then proceeds in a more relaxed atmo-
sphere. The patient and the doctor might become more comfortable with each other.

Procedure of a Balint Group

Group leader calls for a case

Presenting doctor describes his/her case (without notes)

Group has time to ask clarifying questions

Now the presenting doctor has time to listen and reflect while the group starts

working on the case (the group talks about what might lay underneath the behav-

ior of the patient and how the doctor and the patient might feel and what thoughts

they might have)

5. The group leader closes the discussion

6. In the end the presenting doctor gets the chance to comment or ask the group
questions

7. Then the group leader summarizes the discussion and marks the end of the

session

Sl
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Tasks of the Group Leader

The group leader’s task is to make these ask questions which reveal the thoughts and
feelings underlying the presented doctor-patient relationship. The group leader
might ask some of the following questions to the group:

e What do you think the patient was feeling at that moment?

e What kind of a person is the patient?

e What do you know about his/her life situation, his/her current family, and his/her
family of origin?

*  What feelings does this patient elicit in you?

e How does the patient shape his/her doctor to his/her needs and vice versa?

e Is there an underlying “disrupted fit” between the patient and his/her environ-
ment and how is this reflected the doctor-patient interaction?

e How do you think the patient sees his/her doctor and what does he/she think of
him/her?

e Why did the doctor behave as he/she did in this situation and what did he/she
want to achieve with this behavior?

¢ Is there something the patient is missing in the doctor and perhaps in his/her life
as well?

Practice

Tasks of the presenting doctor

e Listen to the group discussion about my presented case, and pay attention to my
thoughts, feelings, body perceptions, and fantasies.

* You may feel angry, misunderstood, frustrated and want to say something.
Or you feel relieved that you were able to pass this case on to the group, and you
are glad that the group is taking so much time for discussing your case.

* You might also develop very intense feelings about how your colleagues deal
with your case: in addition to relief, curiosity, worry, anger, fear, despair, and
confusion.

Case Study 1, Continued

The group will discuss the annoyance of the fellow doctor about the patient suf-
fering from diabetes mellitus. Is the patient’s condescending behavior an uncon-
scious attempt of not having to respond to unpleasant topics? Encouraged by
the free discussion in the group the doctor shared her fantasies about the patient:
She experienced him like a struggling elderly gentleman. This was, however,
quite contrary to the lively and cheerful entrance of the patient into the treat-
ment room.
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At the next visit, the doctor was brave enough to show the patient the con-
tradiction: “Amazingly, Mr. Miller, you come in here appearing quite cheerful
but at the same time I have in my head the picture of an elderly man struggling
to cope with every day tasks.” The patient then got a very wry face and said,
“Have we ever talked about my wife, how she constantly tantalizes me with
her cleanliness compulsion, and how she is trying to make me part of her
cleaning mania?”” He also said that he often eats sweets out of frustration, and
he was embarrassed to talk about it with the doctor.

At the next meeting with the patient there was a much better atmosphere
between doctor and patient.

Family Sculpture in the Balint Group Work

Family Sculpture is a method in couples and family therapy. A family system
or work team (e.g., hospital team) are represented by a sculpture consisting of peo-
ple who are placed in the room. A sculpture of a system enables access to tensions,
conflicts, and positive and negative relationships within the system. After presenting
a case, the presenting doctor first selects persons from the group as representatives
of the most important persons involved in the presented case such as the patient, the
patient’s mother, partner, father, child(ren), mother- or father-in-law, boss or col-
league, and so on. The symptom/s or the disease can also be represented by a group
member. Then the doctor positions the representatives in the room. He/she plays the
role of the doctor (respectively him/herself).

The Balint group leader supports this process by asking the positioned partici-
pants, “Whom do you see? How do you feel standing there?”. The trainer can inten-
sify the process with further questions about physical and emotional perceptions, by
requesting the person to make a typical gesture or to summerize his/her feelings in
this role in a sentence. After the presenter has arranged the representatives of his/her
case, he/she only acts as an observer. The amazing thing about this method is that
from being positioned in the room in a certain way, the positioned representatives
can relate to and better comprehend the feelings and relationships of the family (or
team members) involved. The goal is to recognize conflicts between the family
members (or team members) and find new solutions for them. In the end the trainer
encourages all representatives to find a new order in which every person is comfort-
able in their position.

The family sculpture may be included into the Balint group work as another way
to help the group to visualize the family dynamics and facilitate a new perspective
on the doctor’s relationship with the patient, as well as the environment of both, the
doctor and the patient. The impact of the family, the staff, and the environment plays
a crucial role in the relationship and communication between the patient and the
doctor and thus in the diagnosis and the treatment or therapy. The environment may
be the family and significant relationships of the patient, the patient’s and the doc-
tor’s lifestyle and financial circumstances, and the clinical context of the conversation.
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Like Balint group work, sculpting can foster empathy as well as flexibility and plu-
rality of perspectives in the therapist.

Change in the Doctor’s Attitude

During continuous Balint group work the participating doctors undergo a change in
attitude towards their patients’ psychological problems as well as a better under-
standing of their own psyche. The change in attitude takes place in the context of a
longer-term learning process. Although the Balint group is not primarily a therapy
group, the Balint group participants also gain considerable knowledge about them-
selves through their emotional involvement: “Why do I react in this way in this situ-
ation? What does this behavior remind me of in relation to previous life events?
Why do I always talk about similar patients?”. The change of attitude leads to a
different way of handling challanging doctor-patient interactions. Over time, the
doctor gets to know many difficult doctor—patient constellations and increasingly
gains experience and confidence in dealing even with very difficult patients.

Cultural Aspects

Asia

Some of the publishers of this book (Michael Wirsching and Kurt Fritzsche) have
started to introduce Balint work in China, Vietnam, Laos, and other countries and
have adapted the classical Balint group work into the Asian setting (also see Chap.
20). For the Balint group participants, the introduction of family sculpture as a modi-
fying element of the Balint work enabled a symbolic way of working with thoughts
and feelings. Using sculptures led to dissolution of the rigid structures. Introduction
of family sculpture into the Balint group work arose from previous experiences in
Vietnam and Laos. In these two countries, more than in China, it is not customary to
directly talk about personal feelings. This was repeatedly confirmed in the first dis-
cussions of Balint group work between participants and their trainers. The partici-
pants would feel overtaxed or intruded upon by the instruction to freely express their
thoughts, fantasies, and feelings. The situation appeared completely different when
sculpting was introduced. The participants became completely absorbed in their
roles, spoke of their fears, their anger, and their sadness. Hidden conflicts became
emotionally palpable; ideas for possible solutions arose.

Latin America

Balint groups are becoming more and more part of doctors’ training programs in
Latin America. This is noticeable due to the increase of research on this field and from
the amount of advertisement for Balint group training courses offered within and
outside the university realms (Missenard et al. 1994).
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Balint group is also used for professional development of health care profession-
als. Balint group work might be considered a beginning of establishing the “espaco
para a palavra” (space for the word), even in cases where working conditions are not
in favor of this possibility (Brandt 2009). The “espaco de palavra” (space of the
word) creates an adequate group atmosphere and the possibility of the doctor to
acquire a differentiated professional status with more respect, more adequate
autonomous creativity, and more assertive decision-making capability. The profes-
sionals who attended Balint group work showed more autonomy within and outside
the working context, with an added quality of a humanistic approach whenever
occupying leadership positions. Moreover, Balint group work has shown to be effi-
cient, whenever used in neutral environment without the influence of the working
organization, for the development of empathy; thus, promoting prevalence of
humanistic ethics. Brand’s findings evidenced that it is possible to reeducate leaders
so as to turn them into democratic humanists to become healthy models of identifi-
cation as outcome of Balint group work.

Iran

Balint groups in Iran started arising in 2009 in Danesh-e Tandorosty Institute and
Psychosomatic Research Center of Isfahan University of Medical Sciences in one
of the courses of “Globalization and Health” — an interdisciplinary cooperation
project between Germany and Iran. This program included Training of Trainers
(TOT) of psychosomatic basic care and postdoctoral and family physician Ph.D.
programs. At the moment, there are also Balint programs in Razi Society and
Rouzbeh Hospital.

Studies on effectiveness of Balint work on job satisfaction among nurses (Marofi
etal. 2017) and on general practitioners (Taghavi et al. 2017) have been conducted.
Also an experimental Balint group was performed with a focus on relationship
between clinical teachers and medical students (Yazdankhahfard et al. 2018).
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Case Study

Mr. Miller, a 30-year-old law student, visits his general practitioner (GP)
because of tinnitus. He complains about chronic fatigue and vertigo for some
time. He is complaining about difficulties to concentrate when studying for
his final exam. He can only focus for a short amout of time, and then his mind
wanders off. He feels like he is not able to finish any single thought, as his
mind runs in circles. Mr. Miller also feels restless and cannot sit still. He
hardly goes out anymore, is not meeting up with any of his friends lately, is
afraid of them asking whether he is making progress with studying, and feels
ashamed and is mad at himself. Everything seems to be hopeless to him.

Mr. Miller grew up in a very strict and achievement-oriented home. When
he was 14 years old, his father lost his job, a shock his father never overcame.
His father started drinking and withdrew more and more from his family and
friends. One year later, Mr. Miller found his father dangling from the roof
beam where he had committed suicide. Mr. Miller will not talk about this
incident, even though he apparently has nightmares about this. In secret, he is
reproaching his mother for not being present and caring enough for his father;
to him, his father might still be alive if there had been more empathy. (to be
continued)

Theory
Definition

As apparent from the case study, depressive symptoms are expressed at various
levels (Table 8.1).

Relevance

Depression is the most frequent of all mental disorders. Over time, every sixth per-
son suffers from depression, the risk is twice as high for women compared to men.
Depression can negatively affect the treatment success of physical illnesses or can
even be the cause for somatization. Despite their high relevance, depressions are
scarcely recognized by GPs or consulting physicians. Nearly half of all depressive
disorders remain undetected. This is particularly dramatic because of the high risk
for suicide.

Symptoms

Some of the symptoms are depicted in Figs. 8.1 and 8.2.
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Table 8.1 Depressive symptoms at four levels

101

Behavior

Feelings

Body

Thoughts

Powerless and bent
posture; slow
movements; sad facial
expression; face
sometimes like a mask/
stone-faced; speech:
soft, slow, and
monotonous; reduced
activity with limited
radius of movement

Dependent; sad;
hopeless; helpless;
alone and anxious;
hostile mood
toward others;
inner restlessness;
feelings of
isolation; feelings
of guilt

Physical weakness;
apathy; loss of
appetite; sleeping
problems; reactions to
weather changes;
increased sensitivity to
pain; loss of libido;
multiple vegetative
complaints such as
pressure in the head;
gastric complaints and
impaired digestion

Determined by a negative
attitude toward self and
the future; pessimism;
permanent self-criticism;
lack of self-confidence;
concentration problems;
impaired memory;
anticipation of
catastrophes; thoughts of
hopelessness and
purposelessness of own
life; suicidal thoughts;
expectation of
punishment; delusions
such as impending
poverty; and compulsive
high level of expectations
on self

depressive

mood

lack of drive

|

loss of appetite

|

\
\

anxiety

l endless pondering ‘

-

insomnia

Fig. 8.1 Main and secondary symptoms of depression

joylessness
|

Feelings of guilt
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headache

chest:
pressurc
tightness back:
pain

cardiovascular: :
tension

dizziness
breathing difficulties

— sexual organs:

man: erectile
dysfunction
woman: menstrual-,
orgasmic disorder

gastrointestinal:
loss of appetite
pressure
sickness
constipation legs:
heaviness of the
limbs

Fig. 8.2 Physical symptoms of depression

Main Symptoms

* Depressive mood

* Lack of interest and/or joylessness, even in situations that are usually perceived
as being pleasant

* Apathy, easily exhausted

Secondary Symptoms

* Reduced concentration and attention span

* Reduced self-esteem and self-confidence

* Feelings of guilt and worthlessness

* Negative and pessimistic perspective on the future
* Suicidal thoughts/actions which imply suicidality
e Insomnia

* Reduced/increased appetite

The inclusion criteria for the diagnosis of a depressive episode are met when
several of the abovementioned symptoms are present for at least 2 weeks.
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Diagnostic Categories

In the international classification systems, depressive disorders are described within
the diagnostic category of “affective disorders.”

The most frequent affective disorders are depressive episodes (ICD-10: F32,
F33) and dysthymia (ICD-10: F34.1). Manic episodes (ICD-10: F30) and bipolar
affective disorders (ICD-10: F31) are described in textbooks on psychiatry.

Depressive Episodes (ICD-10: F32; See Table 8.2)

We can differatiate three degrees of severity: mild, moderate, and serious depressive
episodes:

e Mild: Two main symptoms and two secondary symptoms (F32.0).
*  Moderate: Two main symptoms and 3—4 secondary symptoms (F32.1).
e Serious: Three main symptoms and >4 secondary symptoms (F32.2).

The presence of other emotional disorders (i.e., addiction, anxiety disorders, and
eating disorders) is a risk factor for chronic depressions and suicidal tendencies.

Table 8.2 Checklist Guiding symptoms
depressive episode
(ICD-10 F)

Depressive mood

Loss of interest and/or pleasure
Decrease of motivation/strong signs of fatigue

Additional symptoms

Impaired concentration and attention

Impaired self-esteem and self-confidence

Feelings of guilt/worthlessness

Negative and pessimistic future perspectives

Suicidal thoughts and actions which imply
sucidality

Insomnia (early wakening)

oo ooooo ogd

Decreased/increased appetite and/or weight,
decreased libido

Psychotic symptoms

Delusions (catastrophes, fear of impoverishment) | []

Hallucinations (accusing/defaming voices) O
Psychomotor impairment—stupor O

A depressive episode should be diagnosed if a minimum of
two of the main symptoms and two additional symptoms
are identified and if symptoms persisted for >2 weeks.
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Severe depression
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Fig. 8.3 Comparison between severe depression (a) and dysthymia (b) over time

Dysthymia (ICD-10: F 34.1)

This disorder was formerly called neurotic depression. The characteristics are:

* Long-lasting depressive mood which is expressed in a way that the criteria for a
depressive episode are not met (Fig. 8.3b)
* Onset in early adulthood. Duration of several years, sometimes lifelong

Typical symptoms: fatigue, insomnia, being easily exhausted, pondering, com-
plaining, and feeling of inadequacy.

Differential Diagnosis
Adjustment Disorders

Depressive symptoms also are found as a reaction to severe psychosocial stress or
certain life events, e.g., diagnosis of a life-threatening illness. A difference is made
between short depressive reactions, which do not last longer than 1 month, and
longer depressive reactions, which do not last longer than 2 years (ICD-10: F 43).

Depression/Grief
Sadness or grief is a normal feeling like rage, joy, or fear and belongs to the basic

human emotions. The capacity for sadness is biologically designed. Feelings of sad-
ness are usually transient. Sadness or grief is often the result of the loss of a
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significant other. Feelings of self-doubt, hopelessness, and helplessness, that are
associated with depression, can also occur in grief. As part of grieving, these feel-
ings usually do not have the same intensity, and the loss of self-esteem is usually not
as drastic. In contrary to a depression, sadness can often be interrupted by positive
feelings and activities. Grief is transient with