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Preface

This volume offers an important compliment to the current texts about consultation-
liaison psychiatry. Readers should understand that consultation-liaison is the clini-
cal derivative of psychosomatic theory. The book discusses both and weaves into its 
chapters how the role of the individual with unique hopes and fears, with a biopsy-
chosocial perspective, may collaborate with clinicians and family and others.

The book is divided into three parts. The first part starts with the historical roots 
of psychosomatic theory which are addressed with the current mandate to incorpo-
rate valid, efficient, and clinically useful screening methodologies to identify indi-
viduals in distress from common psychological maladies and how to follow them 
with clinimetric assessment.

The second part of this volume focuses on topics that are rarely covered in depth 
in other texts. It is essential to understand “who” the patient is as well as “what” 
symptoms or disease they present to their physician or what they think may be prob-
lematic. Cultural background understanding is essential to best organize the com-
plaints with which a patient presents and how to organize such information. To 
conserve dignity in the seriously ill is essential for good care but is too often ignored. 
Topics about rehabilitation and prevention in psychosomatic medicine are discussed 
and remind the reader that psychosomatic concepts as well as psychiatric consulta-
tion interventions are important in public health constructs. The techniques of com-
munication and establishing relationships are also highlighted.

The final part of this volume ends with the mandate for integrated care consider-
ing both psychiatric and psychological perspectives along with the medical bio-
medical approach. The unique specialty of psychosomatic medicine in 
German-speaking countries offers an insight into a different form of healthcare 
delivery from the traditional partition of psychiatry and internal medicine. The vol-
ume closes with an important contribution about training in consultation-liaison 
psychiatry in our field. The consultation psychiatrist is to be the true link between 
biomedicine and psychosocial interventions in offering patient-centered care, but all 
physicians and other healthcare professionals must know what is offered in this 
volume. This book will be of great value to all who understand this essential union.

Ferrara, Italy Luigi Grassi
Ann Arbor, MI, USA Michelle B. Riba
Falls Church, VA, USA Thomas Wise
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1The Role of Patient-Centered 
and Recovery-Oriented Models 
in Medicine: An Introduction

Luigi Grassi, Thomas Wise, and Michelle B. Riba

Abstract
As medicine achieves new scientific findings regarding disease causation and 
treatment, a human element has receded in actual clinical practice. This has lim-
ited the importance of the doctor-patient relationship which has serious implica-
tions for medical care as both patient and health-care provider exist in a 
biopsychosocial matrix. Various international health organizations are now work-
ing together to better integrate person-centered and recovery-oriented approaches 
into general medical care. Such a comprehensive approach to clinical patient care 
as well as medical research is more than mere psychosomatic medicine but 
requires attention to issues of functionality in an autonomous manner as well as 
participation in social groups. Dignity conservation, reaffirmation, and spiritual 
needs are necessary elements of the doctor-patient relationship. This requires 
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appropriate communication abilities which include such psychosocial informa-
tion in addition to careful review of biologic systems in both health and disease. 
The psychosomatic legacy is only part of the journey toward a true patient- 
centered model. This volume attempts to provide a rationale for its importance 
and provides clinical and educational examples about how to achieve such goals.

1.1  Introduction

The World Health Organization (WHO) defines in its Constitution health as “a state 
of complete physical, mental and social well-being and not merely the absence of 
disease or infirmity” [1]. In turn, the WHO defines mental health as “[...] a state of 
well-being in which every individual realizes his or her own potential, can cope with 
the normal stresses of life, can work productively and fruitfully, and is able to make 
a contribution to her or his community” [2]. In this way, the WHO asserts that the 
aim of medicine is to help people to regain a state of physical, psychological, and 
social health—and we can add spiritual health [3]—that is far more complex than 
an absence of any disease. The WHO also states there is no universally accepted 
“definition” of well-being which should be interpreted within the sociocultural con-
text of the individual. Thus there are different possible connotations for different 
individuals and groups (e.g., it could include the notion of happiness or content-
ment, or absence of disease, or economic prosperity), nevertheless well-being is 
part of what we need to purse in medicine. In fact, WHO also considers it manda-
tory to relate both well-being and mental health to a series of other concepts that 
have been the focus of attention of research related to clinical practice. These 
include resilience, as the capacity to cope with adversity and stressors; sense of 
coherence, which encapsulates factors that enable a person to use resources opti-
mally; optimism; social engagement; satisfaction; autonomy; and achieving goals 
and expectations, all of which encompass the conceptualization of quality of life.

WHO indications are particularly important in the present time in which the 
increasing scientific reductionism and the focused attitude of medical practice upon 
technology have transformed the relationship of health-care professionals with their 
patients. This has resulted in dehumanized and exclusively disease-centered encoun-
ter with an individual that is ill that is, with a limited interest in the psychological, 
social, and spiritual well-being, as, in contrast the WHO strongly affirms. As chronic 
noncommunicable diseases such as diabetes, cancer, and cardiovascular and respi-
ratory illnesses and severe mental disorders tend to become increasingly chronic 
burdens for the individual patient, new challenge for the medicine of the future will 
arise as patients’ psychological and other elements of quality of life become more 
apparent and longer lasting. Currently and in the future, the personal experience and 
representations of the illness and the impact of these disorders on the individual 
patient life (i.e., the emotional, psychological, spiritual, and interpersonal levels of 
life) are an essential mission of what medicine must incorporate [4].

Finally, it has become clear, over the last 30 years of research, that every disease, 
whether somatic (e.g., cancer, diabetes) or mental (e.g., schizophrenia o bipolar 
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spectrum disorders), is the result of multiple codeterminants and co-variables that 
are biological, psychological, spiritual, and social. All these variables together 
should be the target of prevention and treatment in all settings of medicine. Only 
then can medicine achieve its goals of reducing suffering and maximize both func-
tioning and quality of life, in the biopsychosocial dimensions of the ill patient.

1.2  Person-Centered Medicine and Recovery-Oriented 
Approaches in Medicine

The above concepts are what both general medicine and psychiatry have proposed 
as central paradigms for promoting health and well-being of total individual, 
whether coping with a chronic disorder or terminally ill.

In general medicine, the person-centered approach has increased in the last years 
by the consideration of the reductionist limitations of current knowledge base of 
medical care and the urgency to reconquering the human side of medicine, which 
seems completely lost in the health system in all countries. As Cloninger states [5], 
the practice of person-centered medical care requires doctors to examine basic 
questions about the scope of medical responsibility, the nature of the therapeutic 
doctor-patient relationship, and the types of procedures that are appropriate in treat-
ment and health promotion, when well-being is the goal to be reached. Thus a bio-
psychosocial framework for understanding both ill- and positive health, based on 
the need to promote the autonomy, values, and dignity of every person who consults 
a physician, as well as the diversity of patient populations, in their different socio-
cultural contexts is at the center of person-centered medicine [6].

In mental health and psychiatry, similar concepts have been expressed by the 
recovery-oriented movement, which strongly pursues an approach that should focus 
attention not to treat only the mental disease (or reduce the psychopathological 
symptoms) but to recover all the dimensions of the person, by seeing people beyond 
their problems—their abilities, possibilities, interests, and dreams—and by helping 
them to rehabilitate their social roles and relationships that give life value and mean-
ing [7–9]. In this sense, recovery is affirmed in terms of existential constructs (e.g., 
sense of hope, empowerment, agency, as well as spiritual well-being). Furthermore 
functional actions (e.g., obtaining and maintaining valued societal roles and respon-
sibilities), physical health (e.g., better health and a healthy lifestyle), and social 
engagements (e.g., enhanced and meaningful relationships and integration with fam-
ily, friends, and the wider community) are issues to appreciate and improve [10].

A significant influence to both person-centered and recovery-oriented approaches 
has been given by positive psychology, which started in the 1990s by abandoning 
the exclusive disease model of illnesses and focusing attention on the need for peo-
ple to live a meaningful life, to be oriented toward self-acceptance, autonomy, and 
purpose in life [11]. The scientific study of positive human functioning is flourish-
ing on multiple levels that include the biological, personal, relational, institutional, 
cultural, and global dimensions of life [12], which are in fact coincident with what 
recovery proposes for mentally ill people and what person-centered medicine advo-
cates in medicine in general [13, 14]. This has led positive psychiatry to emerge as 
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the science and practice of psychiatry that seeks to understand and enhance well- 
being through assessments and interventions involving positive psychosocial char-
acteristics in people with mental or physical illnesses [15].

Although the recovery-oriented approach in the context of patient-focused care 
was originally in mental health settings, general medicine has begun to utilize this 
positive approach. Initially focused on mental health, the World Psychiatric 
Association evolving collaboration with the World Association of Family Practice 
and the World Medical Association offers a larger vision for a medicine having the 
patient within as the center and goal of clinical care and health promotion, by articu-
lating both a scientific and humanistic approach in order to optimize attention to 
both the objective factors of the disease in an ill person but also positive psychologi-
cal and health aspects of the person [16, 17].

Therefore, in all the spheres of medicine and in all the medical specialties, the 
goals should not be restricted to merely curing one disease, or to symptom reduc-
tion when the disease is not curable, but to enhance patients’ positive psychosocial 
characteristics is a way to reach and improve well-being when facing with disease 
(being it somatic or mental). This does not relegate the new scientific discoveries 
based on superb technology to a secondary position but implicates the shift from a 
sole disease-centered approach to personalized therapeutic intersubjective rela-
tionship of that particular health-care professional (as a person) with that particular 
patient (as, also, a unique person with spiritual and psychosocial needs) [18–20].

1.3  The Psychosomatic Legacy and the Person-Centered 
and Recovery-Oriented Approach

Many echoes of these approaches are evident in both the internal medicine and 
psychosomatic medicine of the last century. From the medical side, Francis 
W. Peabody was one of the many physicians who underscored the fact that the prac-
tice of medicine in its broadest sense should always include the whole relationship 
of the physician with his patient. In 1927, he said, It is an art, based to an increasing 
extent on the medical sciences, but comprising much that still remains outside the 
realm of any science, since everyone, sick or well, is affected in one way or another, 
consciously or subconsciously, by the material and spiritual forces that bear on his 
life, and especially to the sick such forces may at as powerful stimulants or depres-
sants [21]. In 1950, Karl Jaspers, both a physician and philosopher, also underlined 
the dangerous change in medicine becoming too highly technological that could 
lead to negative consequences for the patient-doctor relationship. As he stated, the 
patient enters the hospital as if he were entering a business concern, to be served in 
the best possible way by an impersonal apparatus. And the physician of modernity 
acts as if he were a collectivity, which cares for the patient without a physician’s 
entering into the treatment in any personal way […] [22]. In the same years, the 
Swiss physician Paul Tournier stated that the only possibility to speak of medicine 
is to consider it as a person-centered medicine, which has two pillars, science and 
faith, and thus it is a medicine of the whole person, including the biological, psycho-
logical, social, and spiritual aspects of health problems [23]. As he thought, the 
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medicine of the person is not just another branch of medicine but a necessary 
approach toward health and disease, integrating the organic and the psychological. 
He urged this to be a basic attitude of the profound contact in patient care experi-
ence, which must be applicable in all areas of medicine. Tournier emphasizes the 
uniqueness and dignity of man, in his suffering, but also each person’s resources and 
not just deficits, thus validating the individual’s purposes in life and considering him 
as a whole individual in his community and society.

At least in part and albeit with several misunderstandings and ambiguities, the 
psychosomatic tradition has offered [24] the same line of clinical and research rea-
soning. In 1939, Franz Alexander suggested that acquiring a detailed knowledge of 
the relationship between emotional life and body processes extends the function of 
the physician by coordinating the physical and mental care of the patient into an 
integral whole of medical therapy [25]. The counterreformation against the mecha-
nistic view of man and medicine has had its legacy in many other psychosomatic and 
psychiatry scholars, scientists, and clinicians, such as George L. Engel, Zbigniew 
J.  Lipowski, Michael Balint, and others, stating that medicine should be actually 
reformulated as a biopsychosocial medicine [26–28], with its center and uniqueness 
in doctor-patient relationship as a therapeutic ingredient [29]. In this way the psycho-
somatic approach has to do with the inseparability and interdependence of psychoso-
cial and biological (physiologic, somatic) aspects of humankind. Psychosomatic 
medicine should therefore be defined as the holistic dimension of medicine and the 
science aiming at (a) studying the correlations of psychologic and social phenomena 
with physiologic functions, normal or pathologic, and of the interplay of biologic and 
psychosocial factors in the development, course, and outcome of diseases and (b) 
advocacy of a holistic (or biopsychosocial) approach to patient care and application 
of methods derived from behavioral sciences to the prevention and treatment of 
human morbidity [30]. As Lipowski poignantly affirmed, It is unfortunate that the 
word “holistic” has been appropriated recently by an anti-scientific and anti-intel-
lectual so-called “holistic health movement” with resulting increment in semantic 
confusion and, in the eyes of many, loss of credibility for the misappropriated term. 
However, to retain it has merit as it is short, simple, and derived from the Greek—as 
were the very conceptions it has come to connote. Moreover, “holistic” has been part 
of the basic vocabulary of psychosomatic medicine from the beginning and conveys 
its core premises and purpose faithfully.” Thus, the historic function of the psychoso-
matic movement has been to “vitalize the whole of medicine, psychiatry no less. . .. 
with the holistic and ecologic viewpoint [31].

It is true that in some countries, such as the USA, psychosomatic medicine has 
been recognized as consultation-liaison (C-L) psychiatry, intended as a subspecialty 
of psychiatry focused on treating behavioral conditions in patients with medical and 
surgical problems, especially when patients have complex or long-term conditions 
[32–34].1 And with respect to this, it involves psychiatrists to be specifically trained 

1 In November of 2017, The Academy of Psychosomatic Medicine (APM) voted to change its 
name to the Academy of Consultation-Liaison Psychiatry (ACLP). It followed a similar change in 
which the American Board of Medical Specialties voted to change the name of the field to 
Consultation-Liaison Psychiatry.

1 The Role of Patient-Centered and Recovery-Oriented Models in Medicine
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in the field and providing collaborative care, by bridging physical and mental health, 
as indicated by the consensus statement delineating the set of basic competencies 
and roles of a psychosomatic/C-L psychiatrists [35, 36]. On the other hand, C-L 
psychiatry has notably influenced in a profound way medicine, by allowing non-
psychiatrists to understand through a continuous liaison with psychiatrists in the 
general hospital how to apply a biopsychosocial model and how to assess in clinical 
practice the concepts of psychosocial stress, psychophysiological response specific-
ity, coping, adaptation, and social support [37–39].

However, in other countries, a number of networks and associations are propos-
ing models that tend to consider psychosomatic medicine in a wider sense, by basi-
cally maintaining the original message from the old tradition of psychosomatic 
medicine as a scientific field of interest in the relationships among the psychologi-
cal, biological, and social processes in human health and disease that cuts across all 
medical specialties and their basic sciences [40–42]. Therefore its clinical and edu-
cational message indicates that, besides specialists in psychiatry, all health-care 
teams, including physicians working in primary care and all the several medical 
specialties, psychologists, nurses, and other professionals, should have a “psycho-
somatic” training in order to practice a scientifically sound and rigorous biopsycho-
social approach in their daily clinical activity [43, 44].

The need to advance and integrate the scientific study of biological, psychologi-
cal, behavioral, and social factors in health and disease to be applied in clinical 
practice; to promote health as a state of physical, mental, sociocultural, and spiritual 
well-being; and to reduce disease, by acting on a mutual respect for the dignity and 
responsibility of each individual person (including the patient, the family and the 
health professional), is a common mission of these internationally recognized 
groups.2 If, for example, we consider the specific aims of the several bodies 
 interested into a medicine for the whole person, there are similarities if not almost 
complete overlapping of intents, with a wide space given to training students and 
health-care professionals (Table 1.1). The physicians who utilize the psychosomatic 
approach must understand that this is not a direct linear approach but a complex 
network of interacting biological, psychological, and social dimensions that contin-
ues to require significant research. It does not diminish to mandate never to forget 
the biopsychosocial approach for each patient in either the clinical experience or 
research arena.

2 For more information, see the websites illustrating the aims and the mission of the associations 
and networks working in the area of psychosomatic medicine and person-centered medicine such 
as the International College of Psychosomatic Medicine (http://www.icpmonline.org/), the 
Academy of Consultation-Liaison Psychiatry (ACLP) (www.clpsychiatry.org//); the International 
College of Person-Centered Medicine (ICPM) (http://www.personcenteredmedicine.org); the 
European Association of Psychosomatic Medicine (EAPM) (http://eapm.org); the American 
Psychosomatic Society (APS) (http://www.psychosomatic.org/); the World Psychiatric Association 
section on Psychiatry, Medicine, and Primary Care (http://www.wpanet.org/detail.php?section_
id=11&content_id=509); or the European Society for Person-Centered Healthcare (http://pchealth-
care.org.uk), just to cite some.

L. Grassi et al.
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Therefore we need a medicine encompassing the conceptualizations derived 
from psychosomatic medicine, from person-centered and recovery-oriented 
approaches (i.e., humanistic-narrative individualized recovery-oriented care), and 
from what psychosomatic scientific literature has gathered in the last 40 years in 
terms of research (i.e., the relationship of psychosocial/spiritual individual dimen-
sions with biological mechanisms at molecular and systemic levels, such as 
neuroendocrine- immune system, epigenetics, and so on) [45, 46].

1.4  Overview of Chapters

For all the abovementioned reasons, we have considered that it is time to move 
toward a unified conceptualization of a person-/family-centered and recovery- 
oriented approach in all fields of medicine, as the profession where care and cure are 
to be declared in a relational (the intersubjectivity between patients and health-care 
professionals) experience that has its background in a holistic approach, intended as 
a whole person-centered medicine that demands attention to the objective features 
of a disease but also the unique subjective elements of the person. These unique ele-
ments should include both strengths and limitations that help or hinder autonomous 
function in the physical and emotional spheres but also what factors limit or enhance 
integration into a group of the individual’s choice.

In doing that, we decided not to take the challenge to go into the details of the 
single approach in the different specialty areas of medicine (e.g., cardiology, oncol-
ogy, neurology, psychiatry), since many books are already available for this, and to 
try to cover the deplorable gap between medicine and psychiatry [30]. Instead, we 
tried to pursue the aim to give a framework about the need for a unified mission of 
medicine that can have for all people affected by any disorder and illness a whole 
biopsychosocial medical approach, basing the several steps of the clinical encounter 
(screening, assessment, intervention) according to evidence-based but also value- 
based principles, gaining the insights coming from psychosomatic and C-L psychia-
try of the last 40 years. A second aim is to present innovative aspects and themes to 
have emerged from recent research and clinical experience, in terms of clinical 
practice, educational interventions, and organizational efforts to train students and 
health-care professionals to achieve such patient-centered care.

The book consists of three parts: (1) clinical concepts and methods in psychoso-
matic medicine, (2) clinical contexts of psychosomatic medicine, and (3) integrated 
intervention. Although this division is in part artificial and arbitrary, it gives the 
reader the opportunity to navigate within the methods, the practice of care, and the 
organizational issues related to proper person-centered and recovery-oriented 
approach in the several fields of medicine.

1.4.1  Part I: Clinical Concepts and Methods

In Part I, the general clinical concepts and methods in psychosomatic medicine are 
discussed in detail by experts in the field. Grassi and collaborators summarize in 
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Chap. 2 the old philosophical debate between the mind, as a subjective phenomenon 
that is linked to a sense of consciousness, and the body, as an objective phenomenon 
illustrating the role and importance of a biopsychosocial approach in all the spheres 
of medicine. The most recent data from biological, psychological, and social sci-
ence are discussed according to the only possible approach, that is, the medicine of 
the whole person, as a way to contrast the still evident modern medicine 
reductionism.

In Chap. 3, Mezzich and Salloum summarize the most significant aspects related 
to psychosomatics within the framework of holistic theory and care, which happens 
to be one of the key concepts of person-centered medicine (PCM). The basic notions 
of person-centered medicine and the way this has evolved historically from ancient 
civilizations through modern medicine are also presented, from a systematic study 
organized by the International College of Person-Centered Medicine.

Mitchell in Chap. 4 focuses attention on the reliable assessment and measure-
ment of psychological health as a key element of supportive care by examining the 
new evidence of screening of mood disorders, anxiety, distress, cognitive decline, 
and unmet needs in medicine and more specific assessment of the most frequent 
psychosocial/psychopathological conditions as a part of routine high quality of care 
that involves all health-care professionals.

Chapter 5 is dedicated to the clinimetric approach within a psychosomatic 
approach in medicine. Fava and Cosci illustrate how clinimetrics may help in 
expanding the narrow clinical approaches that minimize clinical trajectories or stag-
ing and focus too much on narrow state assessments or values in either the labora-
tory values or psychometric assessments. They point out the limited range of 
information that derives when only using the current traditional categorical nosog-
raphy (i.e., the DSM-5). New approaches, such as the revised version of the 
Diagnostic Criteria for Psychosomatic Research (DCPR) that examine clinically 
significant dimensions in psychosocial medicine (e.g., the spectrum of maladaptive 
illness behavior, demoralization, irritable mood), are likely to improve outcomes 
both in clinical research and practice.

1.4.2  Part II: Clinical Contexts

Section II is dedicated to illustrate innovative issues in the clinical contexts of psy-
chosomatic medicine. Chapter 6 by Grassi and collaborators explains the theory 
and practice of dignity-conserving care as a multifactorial construct taking into 
account illness-related concerns dignity-conserving perspectives and the social 
dimensions of dignity. In patients suffering from somatic or psychiatric disorders, 
loss of identity, shattering of self-image, discrimination or stigma, and having psy-
chological, interpersonal, spiritual, and existential needs that are not being ade-
quately addressed are all forms of loss of dignity. The delivery of dignity-conserving 
care and dignity-oriented intervention is illustrated as a way to achieve a holistic 
and healing approach in medicine to better allow the current focus upon techno-
logical strategies for disease treatment with the incorporation of our human needs 
that must be addressed.

1 The Role of Patient-Centered and Recovery-Oriented Models in Medicine
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In Chap. 7, Tarricone and collaborators belonging to the cross-cultural 
consultation- liaison psychiatry group of the European Association of Psychosomatic 
Medicine (EAPM) discuss the important and new emerging problems in medicine 
determined by the phenomenon of immigration in many countries worldwide. The 
role of culture on the symptom presentation, diagnostic process, and treatment strat-
egies in these populations, as well as practical aspects of cultural competence, is 
discussed. The World Psychiatric Association (WPA) and the European Psychiatric 
Association (EPA) guidelines on mental health and mental health care for migrants 
and list a series of recommendations for policy makers, service providers, and clini-
cians are also presented as new needs in biopsychosocial medicine.

Chapter 8 by Fielding and Lam addresses the area of prevention in terms of the 
impacts of social, developmental, and environmental influences on the individual 
psychosomatic equilibrium in health and illness. The way in which political and 
economic contexts can exert a major influence on psychosomatic processes that 
affect health is also discussed with preventive options in addressing individual-level 
interventions presented and explored.

In Chap. 9 Kissane and collaborators examine the new insights from literature 
and clinical experience as far as effective communication in medicine is concerned. 
Two advanced communication training programs are presented, the first of which 
(i.e., the Comskil model) is relative to how to communicate distressing diagnostic 
and prognostic news to oncology patients and family and the second (the ComPsych 
model) focuses on schizophrenia and management approaches aligned to a recovery- 
orientated framework.

Stress and stress-related disorders from both physical and psychological view-
points are the focus of Chap. 10, as presented by King. The author examines the 
long-lasting deleterious effects on mental and physical health caused by psycho-
logical trauma (e.g., childhood adversity and maltreatment, adult exposures to inter-
personal violence, accidents and disasters, life-threatening medical events, such as 
myocardial infarcts or cancer). The consequences of post-traumatic stress disorder 
(PTSD) on the several psychobiological processes or “axes” (e.g., sympathetic 
autonomic system, the hypothalamic-pituitary-adrenal axis, and immune function 
and inflammatory processes) that lead to increased pathophysiological processes 
and disease risk are reviewed according to the most recent literature.

Javed and Carozza in Chap. 11 underline the role that psychiatric rehabilitation 
can have for medicine, as an example of helping individuals to develop skills and 
access resources needed to increase their capacity to be successful and satisfied in 
the living, working, learning, and social environments of their choice and how to 
incorporate principles of recovery and wellness, community support, person- 
centered care, and active involvement of individuals and families in the behavioral 
health system and services.

Chapter 12, by Linden, describes life span research in the development of indi-
viduals from conception to death, recognizing biological, psychological, and social 
factors. The problems of classification, assessment, and description of determinants 
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of the course of illness, as well as treatment issues (i.e., when and how long to inter-
vene; how to shift from a symptom/function approach to capacity limitations and 
impairment; how to evaluate treatment outcome), are also detailed.

Botbol and collaborators delineate in Chap. 13 the significant conceptualization 
related to the psychosomatic model starting from research in childhood and the role 
of the body in the interactions with the caring environment in terms of the modula-
tion of both physiological and psychological mechanisms. Anorexia nervosa is 
taken as a specific example of alterations within family interpersonal relationships 
that foster misaligned meanings and intentions with a family system of mentaliza-
tion (i.e., alexithymia, operational thinking, and operational life).

1.4.3  Part III: Integrated Intervention

Part III deals with the treatment implications in a person-centered and recovery- 
oriented approach in medicine. Biondi and collaborators, in Chap. 14, present the 
model of integrated interventions in a function-oriented rather than diagnosis- 
oriented approach and in the dimensional characterization of psychopathology. 
With respect to this, neuroendocrine concomitants (e.g., HPA) as well as personality 
aspects (e.g., resilience and coping styles) may be modulated by integrated (i.e., 
psychopharmacological and psychotherapeutic) intervention. Also, new data are 
presented on the telomere-telomerase-mitochondria system as a novel and relevant 
locus of interest in the interface between psychiatry and medicine and a possible 
common molecular mediator of both physical and psychiatric disturbances.

Chapter 15 by Boniolo deals with the field of ethical counselling as a special 
intervention centered on the needs and on the biographies of the patient when ethi-
cal problems intersect clinical decisions in medicine. This approach based on ethi-
cal counselling has the aims to improve the decision process concerning clinical 
option to be pursued and to increase the individual patient empowerment without 
reducing her autonomy.

Zipfel and collaborators, in Chap. 16, provide insights into the established 
German tradition of psychotherapy in medicine as an independent discipline within 
medicine and a model that both integrate psychosomatic medicine as a mandatory 
part of the curriculum in medicine and a specific specialty of psychosomatic medi-
cine and psychotherapy. Examples of integrating multidisciplinary professionals 
(e.g., nurse, physician, psychologist, physiotherapist) in the intervention for patients 
with chronic pain, eating disorders, and somatoform/functional disorders are pro-
vided. Also the organization of Consultation-Liaison Psychosomatic Medicine (C-L 
PSM) services (e.g., departments of psychosomatic medicine, out- and inpatient 
services) with integration in several medical areas (e.g., psycho-cardiology, trans-
plant C-L PSM, psycho-oncology, chronic pain) is illustrated.

In the last chapter, Chap. 17, Söllner and collaborators describe the role of train-
ing as a central issue in medicine, with particular reference to consultation-liaison 
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(C-L) psychiatry and psychosomatic medicine. As collaborative care becomes an 
increasing focus in the integration of psychiatry into medicine, the German model 
of training should be of interest to the current consultation-liaison curricula. The 
guidelines for training developed and agreed in the USA, Australia, New Zealand, 
and Europe are presented. The role of C-L psychiatrist and psychosomatic medical 
physicians in the education of medical students, general practitioners, residents and 
specialists of other medical specialties, and health-care professionals in general is 
delineated. Such training courses proved to be effective to improve communication 
with and treatment of patients with comorbid medical and mental health problems.

1.5  Discussion and Future Perspectives

The most significant challenge of medicine is to regain its role of science of human 
beings, that is, combining the progressive results and discoveries of science (in 
terms of physicalism and materialism) with the human side of the unique individual 
(humanistic medicine) [47]. At the same time, it is imperative to maintain the focus 
on both evidence-based- and value-based-oriented research (including quantitative 
and qualitative research) and to constantly work in daily clinical encounters accord-
ing to the framework of a whole-centered medicine that takes into account the val-
ues of patients/families and health-care professional on their interpersonal relation 
(people-centered medicine) for the common aim not to get rid of the disease and/or 
symptoms but to orient all the interventions in improving the quality of life, that is, 
increasing the flourishing of the person (recovery-oriented medicine) [48]. In doing 
this it is necessary to avoid the risk that these concepts stay just as a rhetorical 
device or slogans in global health, without no investment in resources for a psycho-
somatic, person-centered and recovery-oriented education of health-care profes-
sionals and for the implementation of services really practicing what declared. And 
there is still a long road to go. In the recovery-oriented approach in psychiatry, 
connectedness, hope and optimism, identity, meaning and purpose, and empower-
ment, as part of the personal recovery journey [49], are not easily reached by the 
organization of current mental health services, still based on old models having 
traditional clinical outcome targets, rather than recovery in its specific meaning 
[50–52]. Furthermore, the site of clinical care is often siloed from general medical 
clinics which deprives both realistic integration of general medicine and psychiatric 
to patients but also limited educational experiences for both the mental health and 
general medical providers.

In general medicine, the difficulties and problems in integrating new technolo-
gies to a whole-person-centered approach are enormous. Current medicine is in 
fact powerfully supporting personalized medicine, which however has nothing to 
do with the person and in which “personalization” means again the reduction of the 
single individual and his family and clinical history to its genetic or molecular 
characterization for better targeting, in a purely biological way, the treatment and 
to prevent a disease. If it is extremely important and mandatory that medicine 
should improve its biological techniques and scientific methods, it cannot 
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substitute scientific personalization for the humanistic art of medicine. It needs to 
be personal in the sense to responding to the needs of the people, who want and ask 
for personalized care, in terms of holistic approach, as a person-centered approach 
(or personalized care, as it has also been counter-defined) do [53–55]. In a sense, if 
there is no doubt that genomics, proteomics, pharmacogenomics, metabolomics, 
and epigenomics, are medical fields and expressions of extremely important con-
quests of science of and for the man, these should be tools to be used for and with 
the single specific individual with his own personality (e.g., personal history, resil-
ience, coping, interpersonal relationships, values) and representation of health and 
disease, that is unique circumstances of the person—the “personome” (therefore, 
personomics) [56, 57]. The term “personalized” medicine is now being overtaken 
by labelling such molecular approaches as “precision” medicine. But to be “pre-
cise,” it is essential to know “who” the patient as well as “what” disease they have 
and how biological interventions may help [58]. Thus personomics is a necessary 
aspect-component of modern medical care, from primary care to all the medical 
specialties [59].

With this in mind, the hope is that this book can give further and new insights in 
helping clinicians and researchers to constantly use a multidimensional approach 
when dealing with human suffering in medicine, by always applying, in all the sev-
eral fields of medicine, a biopsychosocial attitude which can combine a whole- 
centered approach in the medical encounter by properly using the incredible 
discoveries that year after year science is giving us to better understand the human 
condition.
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We have at present no conception of what an explanation of the 
physical nature of a mental phenomenon would be. Without 
consciousness the mind-body problem would be much less 
interesting. With consciousness it seems hopeless. The most 
important and characteristic feature of conscious mental 
phenomena is very poorly understood.

(Nagel, 1974; page 436) [1]
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Abstract
The basis of psychosomatic medicine is a fundamental philosophical debate 
between mind (a subjective phenomenon that is linked to a sense of consciousness) 
and body (which is empirically demonstrable). Starting from the Greek tradition to 
the Cartesian res cogitans-res extensa dichotomy, the chapter illustrates the role 
and importance of a biopsychosocial approach in all the spheres of medicine as a 
way to contrast the still evident modern medicine reductionism. The evidence 
coming from biological, psychological, and social science, merging in biopsycho-
social (or psychosomatic) integrated view in medicine, is also discussed. Although 
the term psychosomatic can be misleading, since, as Alexander underlined in the 
first issue of the journal Psychosomatic Medicine in 1939, it may imply dichotomy 
between psyche and body (soma). If however we understand psychic phenomena 
as nothing but the subjective aspect of certain bodily (brain) processes, this dichot-
omy disappears, becoming medicine of the whole person, away from scientistic 
reductionism and toward the embrace of the complex in clinical practice.

2.1  Historical Antecedents

The basis of psychosomatic medicine is a fundamental philosophical debate between 
mind (a subjective phenomenon that is linked to a sense of consciousness) and body 
(which is empirically demonstrable). As one of the most debated issues in the his-
tory of humanity, the relationship between the mind and the body is based in various 
theories, particularly in the Western world that fundamentally attempted to unify 
two contrasting elements, body and soul [2], to arrive at either a dualistic or a 
monistic position.

The conceptualization of a spiritual soul with respect to a concrete body has 
always been discussed within a framework of dialectic constructs, such as life and 
death, mortality and immortality, materiality and immateriality, divine and human, 
heavenly and earthly, and purity and impurity. A final synthesis of such opposing 
ideas has yet to be constructed.

The psychological-somatic partition can be already traced in the Homeric tradition, 
where the psychosoma paradigm was stringently related to death and life. The word 
σῶμα (soma) denoted the dead body, while ψυχή (psyche) was the last breath when 
dying and the ghost of the person wandered in the afterlife of ᾍδης (Hades). This school 
of thought localized the “psychological” (belonging to ψυχή) aspects of existence 
within the physical body by labelling them θυμός (thymos), φρήν (phren), and νοῦς 
(nous) as the expressions of emotional life, the mind, and intelligence, respectively.

A more structured dualistic position, in the following centuries, is traceable in 
the Orphic religion that considered the soul to be of divine origin (δαίμων)1 (and 

1 It is interesting that the Greek word has different roots, deriving from both δαίμων (dae-
mon = deity) and δαήμων (daemon = knowing or wise) but also from the word δαίω (to divide, to 
distribute destinies, to allot).
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therefore immortal), immaterial and incorporeal, while the body, as a material 
and mortal element, holds the soul in bondage, coercing it to live for a period of 
time. The idea of transmigration of the soul after death, in other bodies in order 
to purify the spirit from sins committed during the life (μετεμψύχωσις), is also 
part of this vision, with a dialectic contrast between purity versus impurity, 
heaven versus earth, and freedom versus coercion. These concepts were initially 
shared by the Pythagorean schools of philosophy and, subsequently, by Socrates 
and then the Platonic schools—who clearly stated that the soul is the factor ani-
mating the body as a living being and that, at the same time, possesses a body 
which metaphorically imprisons the soul (the similarity between the words σῶμα 
(soma = body) and σημα (sema = prison, tomb), demonstrates this association). 
Platonic beliefs best summarized in Phaedo concluded that the soul inhabits the 
body temporarily and otherwise exists in the infinite metaphysical sphere as 
rational knowledge. Plato presents the soul as the seat of the reason, whereas the 
functions of the less rational elements, appetite and spirit, are localized in the ani-
mate body. In Republic, Plato re-conceptualizes the soul as consisting of three 
parts, conventionally translated as λογιστικόν (logistikon, the logical reason, 
attached to knowledge and truth), the θυμοειδές (thymoeides, or spirit, that in the 
just soul, aligns with the logistikon) and the ἐπιθυμητικόν (epithymetikon,  the 
appetitive part which ignores the logistikon and expresses the desires as eating 
and libido).

Subsequently Aristotle in his essay On the Soul (Περὶ Ψυχῆς Latin De Anima) 
considered the soul consisting of two parts, rational and irrational, the latter subdi-
vided into vegetative and sensitive (also present in plants and animals) and the for-
mer subdivided in a passive nous (the passive intellect destined to die with the body) 
and an active nous, divine, immortal, and detached from the body. For Aristotle the 
mind is a faculty of the soul, and when the body perishes, so does the soul.

2.2  The Cartesian Approach and Psychosomatics

The debates about the interaction of “mind” and “body” continued over the centu-
ries but became more evident when Descartes (1596–1650) published his ideas. 
Descartes abandoned the traditional Scholastic Aristotelian philosophy and con-
structed a new mechanistic science. He formulated a modern version of the mind- 
body problem by contrasting two different dimensions, res cogitans and res extensa, 
the first immaterial and the second material. Over a period of 10 years, Descartes in 
his published works especially Discours de la méthode (Discourse on the Method) 
(1637), Meditationes de prima philosophia (Meditations on First Philosophy) 
(1641), and Les passions de l’âme (Passions of the soul) (1649) expanded the debate 
on the body-mind relationships of the following questions: ontological (are mental 
states and physical states entirely distinct, one class a subclass of the other, are all 
mental states physical, or vice versa?); causal (do physical states influence mental 
states or vice versa? In which way?); questions related to consciousness, intention-
ality, and the self (how can we define these concepts? How are they related to the 
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brain and the body?); and finally the embodiment question (is the mind housed in a 
body and in which way? What is it for a body to belong to a particular subject?).

2.2.1  Descartes and the Problem of Body-Mind Dualism/
Triadism

In Descartes, the basis for a psychosomatic explanation of the human being has 
two essential components: the doctrine of mind-body dualism (i.e., a clear distinc-
tion between the mind as a thinking, non-divisible, non-extended phenomenon 
and the body as a nonthinking, divisible, extended object) and the doctrine of the 
body- machine (i.e., a mechanization of the human body that, according to him, 
can be compared to a statue or a machine like an artificial fountain). In this anal-
ogy, the nerves are like pipes, the muscles like springs and levers, and the brain 
cavities like storage tanks, while the soul is the fountain-keeper. The human soul, 
however, has the important role to give the human a sense of uniqueness. Descartes 
defines the different aspects of the thought (soul) in terms of actions of the soul, 
mainly volition and passions which are our perceptions of objects that stimulate 
the nerves or are due to other less common causes, such as fantasies of the imagi-
nation that stir the soul, the temperament, or the intellectual emotions (“all the 
sort cases of perceptions and knowledge”).

In spite of the fact that the two substances, body and soul, share nothing in com-
mon, Descartes holds that there is a union unique to humans established by nature 
and constituted by their mutual dependence and interaction that he localizes in the 
pineal gland, as the seat of the soul (siège de l’àme) [3].

Descartes theorized that the pineal gland displays properties that place it as a 
third object somewhere between the soul and the body. Descartes suggests the idea 
of the union between mind and body a “third primitive notion,” which is basic and 
unanalyzable. Union is not essential to either mind or body, since either can exist 
without the other, but, unless united to a soul, a body is not a human body, suggest-
ing that the “human body,” body and soul together, can be considered as a unity, a 
thing, a substance, in its own right, a substance created from the union of body and 
soul. If the relationship between the soul and the body is something more than the 
sum of its two parts, some scholars [4, 5] propose the notion of “triadism” when 
discussing the Cartesian theories, suggesting a “quality,” which is specifically rep-
resented by the interaction between the two substances that make up human beings, 
as an experience of unity. In the need to try to solve the separation between the mind 
and the body, Descartes, according to Machamer and McGuire [6], created an epis-
temological shift where a sense of wholeness starts to prevail on a firm dualism. The 
relation between the soul and the body is redefined, with the soul, although without 
extension, size, shape, or position, cohered in something akin to the totality of the 
body. The body in this view seems to be reinterpreted not as an accumulation of 
discrete and separate parts but as an organizational whole, in the totality of which a 
soul is present. Descartes’ last writings in a sense introduce a sort of 
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“corporealization” (materialization) of the soul and at the same time of a sort “men-
talization” (indivisibility) of the body, where memory, imagination, and sense per-
ception are faculties rooted in corporeal-material processes, while thought, 
corresponding to myself, is linked to the soul [5].

2.2.2  Descartes’ “Guilt” and the Need for Holistic Vision

In spite of these attempts to rehabilitate and give more light to Descartes’ last writ-
ings where the “human” itself seems to be conceived as a being in itself, an individu-
ated whole or unity greater than just the combination of soul and body [7], many 
critiques have been raised. Descartes has been and continues to be considered respon-
sible of the Western dichotomy ever made both from the ontological (mind and body) 
and the epistemological point of view (subject and object). Binswanger also, as an 
existential psychiatrist, was convinced that the Cartesian dichotomy is the cancer of 
all psychology and psychiatry up to now […] It is a question of attempting to under-
stand and to explain the human being in the totality of his/her existence. But that is 
possible only from the perspective of our total existence: in other words, only when 
we reflect on and articulate our total existence, the “essence“ and “form“ of being 
human [8].

In a totally different way, years later, Damasio a contemporary behavioral neu-
rologist [9] also criticizes Descartes pointing out that the separation of mental activ-
ity from the structure of the brain and its inner workings, as conceptualized by 
Descartes, is an error since the brain and the rest of the organism form an insepa-
rable entity consisting of numerous neuronal and biochemical channels that relate 
the subject to its surroundings, and mental activity is a result of this interaction. One 
of the mechanisms enabling feelings of emotion to emerge is the activation of neural 
“as if body loops.” These simulation mechanisms, bypassing the body proper 
through the internal activation of sensory body maps, create a representation of 
emotion-driven body-related changes. The activation of these “as if body loops” can 
likely be not only internally driven but also triggered by the observation of other 
individuals. Thus, any consensus about Descartes’ vision of the human being is still 
debatable [10].

2.3  Psychosomatic as Biopsychosocial

From the perspective of psychoanalysis, the interest in the body-mind question was, 
in contrast, an extremely intriguing field. Freud himself changed several times his 
conviction about the interpretation of the body-mind relationship, being initially as 
a dualist, and evolving into an epiphenomenalist, and eventually a parallelist [11].

In spite of that, a number of scholars within the psychoanalytical movement, 
such as Ferenczi, Groddeck, Dunbar, Alexander, Mirsky in the 1950s, and later 
Bahnson [12], used a psychoanalytical paradigm to try to understand the 
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“mysterious leap” from mind to body [13]. The paradigm, however, was for most 
part linked to ascertain how mental phenomena could influence the body to foster 
vulnerabilities for causing medical disorders [14, 15].

Lipowski corrected the psychoanalytic mistake of reducing psychosomatic to 
psychogenic by viewing the individual in a holistic manner within a framework 
that values all the dimensions of the human being. Lipowski [16, 17] profoundly 
restated the constitution of psychosomatic medicine, advising physicians to avoid 
the trap of etiological and causal relationships between mind and body and con-
sidering psychosomatic medicine in a more integrated framework as a 
discipline:

The task of psychosomatic medicine is to attempt to integrate the 3 modes of abstraction, 
viz., biological, psychological, and social. […] Psychosomatic” does not imply a value 
judgment that psychic events are more important than somatic or vice versa. Nor does it 
connote the assumption of specific causal relationships, i.e., psychic events causing somatic 
ones and somatic causing psychic. The use of terms “psychosomatic” and “somatopsychic” 
does give the impression of implied causal sequences, but this is only a problem of seman-
tics and not of causality. […] Psychosomatic medicine is more than a set of techniques, 
more than an approach; it is also a science. (page 397)

Thus a science, since one which studies the relationships between psychological 
and biological phenomena in humans, as they occur in and are influenced by the 
human and nonhuman environment, in both health and disease, and, at the same 
time, an approach since the hallmark of the psychosomatic approach is the insis-
tence that psychosocial as well as biological factors be considered in the diagnosis, 
treatment, and prevention of all disease [14, 15].

Engel popularized the term “biopsychosocial” from a different perspective as a 
way to contrast the dogma of a medicine only based on a reductivist biomedical 
approach [18].

What is being and can be done to neutralize the dogmatism of biomedicine and all the 
undesirable social and scientific consequences that flow therefrom? How can a proper bal-
ance be established between the fractional-analytic and the natural history approaches, both 
so integral for the work of the physician and the medical scientist? How can the clinician be 
helped to understand the extent to which his scientific approach to patients represents a 
distinctly "human science"[…]? (page 135)

It was possible in his opinion by starting from and using a multifactorial frame 
of reference as in von Bertalanffy’s general system theory [19]. He underlined the 
impossibility to separate the biological, psychological, behavioral, and social 
aspects of our being in the world, since health and illness (whatever illness, be it a 
somatic or a psychiatric disease) are codetermined by a series of interacting vari-
ables, from the cellular to the social. In his model, both understanding the determi-
nants of disease and determining at rational treatments and patterns of health care, 
the patient, the social context in which he lives, and the complementary system 
devised by society to deal with the disruptive effects of illness should be taken con-
temporarily always into account.
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Engel was however aware of the formidable resistances of the biomedical system 
(both as science and as dogma) to a different approach, including the power of 
vested interests, social, political, and economic, where the delivery of health care is 
a major industry, the professionalization of biomedicine which has engendered a 
caste system among health-care personnel, and a peck order concerning what con-
stitutes appropriate areas for medical concern and care.

Thus, not only biological factors, but the personal experience of the disease, 
what it means to him/her and how this meaning may influence his/her behavior, the 
role of the environment, and the interaction with others are components to be stud-
ied in an integrated way to understand both health and illness, as a total human 
response. It is up to the physician, taking into consideration these interactions 
through a biopsychosocial lens in order to promote the healing of patients’ illnesses, 
as opposed to narrow efforts to diagnose and cure diseases [20, 21].

Forty years later, these basic concepts and the related problems that Engel raised 
regarding the biomedical approach still reverberate in medicine. However, biopsy-
chosocial or psychosomatic medicine remains an important attempt to reduce the 
level of extremism of biologically oriented theories and approaches, on one side, 
and psychological-oriented theories and approaches, on the other side, by integrat-
ing what has emerged from biological, psychological, and social studies [22–24]. 
An essential task of psychosomatic research is to carefully consider biological and 
psychosocial variables.

2.3.1  Biological Issues

A series of data have accumulated regarding psychosomatic medicine in terms of 
psychoneurobiology, over the last years [25, 26]. Data exist relative to the genetic 
influences on brain structure and functions, including the genetically determined 
differences in receptor morphology and density or in transporter function in regula-
tory systems as co-responsible for individual variation in personality, stress reactiv-
ity, and potential for somatic reactions to stress. Studies on the functional 
neuroanatomic bases of mental states have shown that the vast majority of mental 
life takes place outside of conscious awareness and that bottom-up processing of 
subcortical and bodily emotional information is associated with subsequent top- 
down inhibition or modulation of those structures that generate emotional responses. 
The role of neurotransmitter systems is clearer and allows to understand the indi-
vidual variation in regulatory systems as contributors of the differences in personal-
ity, temperament, and emotional reactivity. The existence of interactions between 
the central nervous system, the autonomic nervous system, the endocrine system, 
and the immune system, including conditioning of immune responses, immune 
effects of brain lesions or stimulation, stress effects, and brain changes during 
immune reactions, has been demonstrated [27, 28], as well as the role of genetics in 
modulating the immune response to stress [29], which is extremely important in the 
view of the immune system as a sixth sense to perceive and interpret the world [30].
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These information are important in how we approach medical disorders, such as 
cardiovascular disorders, cancer, neurological disorders, and medical disease in 
general, which, according to Lane et al. [31], should follow an A (mind, behavior), 
B (brain), C (information transfer system, i.e., autonomic, neuroendocrine, immune), 
and D (end organ, e.g., heart) model. The “Cartesian” pineal gland has also been 
taken into account modulator of the stress-immune response [32].

Major advances have been done with regard to neurosciences and the biological 
concomitants of psychological disorders. In psychiatry, it has been repeatedly indi-
cated that depression is a systemic disease, involving the brain, the hormonal, the 
immune system (IS), and the autonomic nervous (AN) system [33]. Some interest-
ing data regards the fact that chronic inflammation and oxidative stress have been 
implicated in the pathophysiology of depression and, since similar mechanisms 
have been reported in a number of chronic medical conditions. Psychological and 
physical stressors have been considered possible cofactors in systemic diseases, and 
conversely, systemic diseases have been considered to facilitate the development of 
depression [34]. This hypothesis is in agreement with data showing that chronic 
inflammation is implicated in the pathophysiology of immune suppression in the 
context of chronic illnesses, such as cancer, while markers of impaired cellular 
immunity (e.g., decreased natural killer cell cytotoxicity) and inflammation (e.g., 
elevated IL-6, TNFα, and CRP) are associated with depression [35], suggesting that 
immune dysregulation may be a central feature common to both depression and 
medical comorbidities. Regarding chronobiology and stress, alterations in the circa-
dian axis have been proposed, for example, as a possible biological concomitant of 
physical symptoms in cancer patients, with psycho-neuroendocrine-immune stress- 
related pathways possibly influencing circadian disruption and negative implica-
tions for cancer prognosis [36, 37].

2.3.2  Psychological Issues

Increasing research has focused attention to psychological aspects of medical disor-
ders, both in terms of the onset of psychological disorders secondary to a diagnosis 
of medical illness of the role of psychological factors in the adjustment to the stress-
ors caused by the illness and of a possible modulation of the progression of the 
disorder itself, especially if chronic [38]. Use of valid psychometric assessment 
approaches has further improved the reliability of the psychosocial dimension of 
psychosomatic research.

Attachment theory has been applied in a series of studies regarding medical ill-
ness, with data indicating that attachment is a factor influencing the individual 
responses to stress (as a psychobiological phenomenon) via psycho-neuro- endocrino- 
immunological pathways [39]. Thus, health and disease states can be interpreted as 
psychobiological entities that are at least in part socially constituted, through the role 
of attachment and attachment styles among individuals [40]. In a psychosomatic 
sense, the sequences of attunement, misattunement, and reattunement, between the 
dialogic/dyadic child-mother relationship, that mediate the regulation of emotions, 
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wherein the mother (primary caregiver) co-regulates the infant’s postnatal develop-
ment, are also considered important for the development of the structural right brain 
neurobiological systems involved in processing of emotion and self-regulation [41]. 
In summary, the individual’s attachment styles can be understood as a the result of an 
internal working model accompanying the human being and mold our disposition 
toward certain perceptions of others and of the self, as well as certain preferred strat-
egies to deal with the existence and life events. All these aspects have significant 
implications in terms of intervention and treatment [42].

Major advances have been done in terms of psychological diagnostic issues, with 
new criteria specifically developed for psychosomatic medicine, showing the impor-
tance of a wide vision catching the several dimensions of suffering, not only the 
classical psychopathological symptoms for a nosologically-oriented psychiatric 
diagnosis. The Diagnostic Criteria for Psychosomatic Research (DCPR) originally 
formulated in 1995 [43] and recently revised [44] have been applied in patients 
affected by different medical illnesses [45], as also illustrated in Chap. 5 in this 
book.

Relevant scientific data have been also collected in the area of psychological 
well-being. Concepts like hedonic (subjective) (e.g., positive affect, life satisfac-
tion, happiness) and eudaimonic well-being (e.g., personal growth, purpose in life, 
autonomy, self-acceptance, positive relationships, meaning, self-realization) [46–
48] have been indicated to be extremely important in contributing to individuals’ 
health through functional salutogenic brain mechanisms [49]. In line with the idea 
that well-being is not just the absence of distress and that positive emotions are not 
merely the opposite of negative emotions [50], a number of authors have found that 
intervention centered on the aforesaid aspects can promote psychological well- 
being [51].

2.3.3  Social and Interpersonal Issues

The environment in which we live in is both a source for support and stress. Stressful 
life events have been one of the first areas of studies regarding the impact of stress 
on individuals and the implications in terms of vulnerability to develop medical or 
psychiatric diseases [52, 53]. Both major life events and chronic daily hassles and 
minor events may determine a decrease of the defense natural mechanisms, although 
eustress (i.e., the “right” quantity of stress in terms of allostasis) is beneficial for the 
organism [54]. Data have shown that stressors in the environment can have long- 
lasting effects on development, depending upon the stage of life at which they are 
experienced, and that adverse childhood experiences can alter the later capacity of 
individuals to respond normally to adverse situations in adulthood [55]. However, 
under the right circumstances, the brain can reenter plastic states, and negative out-
comes may be mitigated, even later in life [55]. These circumstances are frequently 
represented by positive and effective social relationships. In fact, a number of stud-
ies over the last 20 years have on the other hand provided evidence of the impor-
tance of the support (e.g., emotional, practical, informational) deriving from 
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interpersonal ties in improving coping abilities against stressful events [56]. Both 
close (e.g., family, friends) and diffuse social support (e.g., social network) are 
important in this respect [57]. It has been demonstrated that social relationships, as 
instruments for integration and care, are related to the maintenance of health behav-
ior (e.g., diet, physical activity, adherence to treatment) that are important both in 
disease prevention and in adjustment to the disease [58]. Resilience (as the ability to 
recover from or adjust easily to a stressful event) [59] has been also related to social 
support, which connoted as a buffering hypothesis works as an external coping 
mechanism favoring the activation of internal coping [60, 61] and the psychobio-
logical capacity of the organism to react [62–64].

2.3.3.1  Interpersonal Support and Doctor-Patient Relationship
A special area of support in interpersonal relationship regards doctor-patient com-
munication and the importance of health-care professionals’ use of empathy in 
facilitating patients’ adjustment to their illness. This is the territory where both cure 
and care integrate each other, and only within the space created between a dyadic 
clinical relationship, a mutual, holistic existence of two beings is created in terms of 
“physicianship” [65]. Such a healing space can be described, in Buber’s and 
Levinas’ conceptualization [66, 67], as an authentic encounter with true subjectivity 
being formed with and through the other [68].

The scientific literature on these issues is extremely vast, ranging from the iden-
tification of the skills and the key competences doctors and health-care profession-
als should have to the association between empathy and patient outcomes, the role 
of cultural background in communication, and the impact of education and training 
in changing doctors’ communication behavior and attitudes and in improving the 
relationship with their patients, in different medical fields [69–71].

As a psychosomatic implication, it has been demonstrated that the mirror neuron 
system has been not only implicated in action but also in communication, language, 
and social interaction, with a possible extension to emotions, sensations, and 
thoughts [72–74]. In other words, this matching mechanism might be related to the 
way in which human beings access and understand the minds of others (theory of 
mind, mentalization), facilitating social behavior and social competence [75, 76] 
and making intentionality and intersubjectivity possible [77]. Although this explains 
only a part of a more complex neural network involving subcortical and neurohor-
monal mechanisms associated with affective communication, parental care, and 
social attachment processes [78, 79], a series of data now exist trying to relate the 
mirror neuron system to interpersonal and behavioral problems in psychiatric disor-
ders [80] and to understand compassion and empathic communication, as a 
mirroring- based interpersonal morality [81] in medical settings [82].

Because of the essential mutuality in the doctor-patient relationship, a bulk of 
data are available on the emotional implication of curing and caring in health-care 
settings. The overidentification with suffering, the overwhelming sense of com-
passion (compassion fatigue) up to vicarious traumatization, and the erosion in 
values, dignity, and will among health-care professionals are all part of this 
 scenario [83].
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However, compassion is an integral part for a humanistic approach in a doctor- 
patient relationship. According to several scholars [84], compassion seems to reside 
between objective and affective understanding oriented to another (empathy) and sub-
jective responses oriented to the self, rooted in pity toward another (sympathy) [85].

2.4  Challenges to Biopsychosocial Medicine

There are however some problems to be taken into account and discussed. The first 
is related to the fact that the biomedical reductionism has determined at least an 
apparent partial crisis of evidence-based medicine and the onset of a bulk of para-
digms (e.g., holistic, humanistic, narrative and narrative evidence-based medicine, 
medical cosmology) [86–89]. This has sometimes determined the loss of a scien-
tific approach, making again evident a powerful dualism and the impossibility of a 
constructive dialogue between the bio and the mental. In this sense, the risk that a 
nonscientific approach can become equally reductionist and damaging was noted 
by Engel himself with what he described as possible “counter dogmas,” such as 
those of “holistic” and “humanistic” medicine, if based on faith, superstitions, and 
obscure belief systems [90]. However, the principles underlying humanistic medi-
cine include aspects (e.g., open communication, mutual respect, and emotional 
connection between physicians and their patients) which indicate that care is the 
key element of these principles. But this does not imply that care cannot be part of 
observation (outer viewing), introspection (inner viewing), and dialogue (inter-
viewing), as Engel proposed as the basic methodological triad for clinical scientific 
study of medical diseases [91]. This triad was demonstrated in Engel and 
Reichsman’s long-term case study investigating an infant with a gastro-tracheal 
fistula. Monica carefully identified various affective states that allow reliable cor-
relation between the interviewer (whether verbally and facially empathic or stoic) 
and the biological variable of gastric acid levels [92]. Although some suggest that 
subjectivity was apparently less considered by Engel [93], the role of working on 
a scientific framework “biopsychosocial factor” (and not the static concept of 
“model”) has been and can be a stimulus for a psychosomatic broad vision of 
health care [94, 95].

A paradoxical and opposite aspect is that, in spite of the psychosomatic/biopsy-
chosocial lesson, medicine tends to maintain its biological-/technical-oriented 
framework that, in contrast with all the complaints about rehumanizing the health- 
care system, strongly molds the personalization (and uniqueness) of the individual 
in a very objective materialistic way. Therefore, the meaning of modern personal-
ized medicine has to do with the individual genomic profile, bringing per se to the 
opposite result of a depersonalized medicine [96, 97], with no attention to the psy-
chosocial inner dimensions (profile) of the person, according to a true person- 
centered approach [98].

A further problem has been raised by some scholars, such as McLaren [99] that 
criticizes Engel’s biopsychosocial approach in that he suggests that to be science, 
the theory itself must be more than a mere metaphysical claim; its propositions must 
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be cast in a form which permits empirical testing, which is where the model comes 
into its own. And for McLaren, the biopsychosocial model/theory (that in fact 
should be considered as completely different concepts) should be contextualized in 
the time in which it was developed and did not solve the problem that psychiatry 
lacks—and continues to lack—a well-formulated, theoretical basis and logically 
derived models with true predictive power.

From a different philosophical perspective, Van Oudenhove and Cuypers [100] 
point out the need to restructure the biopsychosocial theory considering that differ-
ent metaphysical views on the “mind-body problem” may have important implica-
tions for the conceptual foundations of psychosomatic medicine, in terms of 
integration between biomedical (including neuroscience), psychological, and social 
sciences. In particular they consider that a simplistic biopsychosocial approach 
should be analyzed in a more sophisticated way taking into account the contribution 
of philosophical approaches such as reductive physicalism (i.e., mental states are 
both nothing over and above physical states and reducible to physical states) and 
supervenience physicalism (i.e., every mental phenomenon must be grounded in, or 
anchored to, but not reduced to an underlying physical-neural state).

From another perspective, Ghaemi [101] considers the need to rescue other 
approaches—such as Jaspers’ non-dogmatic, non-eclectic approach to be defined as 
method-based medicine (including psychiatry)—in order to maintain a true inter-
disciplinary way of working in medicine in terms of both humanism (e.g., the holis-
tic consideration of the patient) and science (e.g., the need for the assessment of 
psychosocial factors through a scientific approach) [102]. In a sense, as Ghaemi 
[103] says, an art based on science, not simply a science but also not merely an art, 
is a concept that Engel explicitly rejected, arguing that it denigrated psychosocial 
factors into idiosyncratic interpersonal skills.

It was in fact Jaspers who, in his essay on The Physician in the Technological Age 
[104], two decades before Engel and with words that are still extremely modern, 
admonished about the risk that the physician’s identity was weakened by the use of 
high technical-diagnostic instrumentation and the relationship between physician 
and patient might progressively be deprived of its ethical value in terms of meeting, 
listening, and treating subjects.

We call to mind three harmful tendencies in the modem physician, which at the moment are 
shadows of great things. First, the intensification of the technological presuppositions of 
medical ability through the organization of the physician has, as a side-effect, ruinous influ-
ence on the reality of the idea of the physician. Second, the advance of scientific knowledge 
has, as a side-effect, a medicine which, if it does not see its limits, does violence through 
theories to therapy and to the patient, and restricts the spirit and the soul. Third, the sub-
stance of the philosophical idea of the physician at those limits has, as a side-effect, the 
disorder of non-philosophy. (page 265)

Jaspers strongly recommended the need to reinstate the ancient model of the 
physician-philosopher, as proposed by Hippocrates, so as to counteract the regres-
sive aspects of a medical practice which has already been completely integrated 
within the increasingly “technically enhanced” domain of natural sciences. Thus the 
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answer for Jaspers is to readmit philosophy into the mainstream of medicine, since 
philosophy does not mean abstract, a vacuum, or an airless space wherein the voice 
does not carry, as it has often believed. As Jaspers writes:

The answer to that would have been: space is not airless, but is in fact like pure air; seemingly 
nothing, yet is the air in which we must breathe in order to exist; the air of reason, without 
which we suffocate in the mere intellect. It becomes the life’s breath of existenz. Only 
through it does reality speak out of a deeper origin. […] (page 265) science without philoso-
phy—despite its having correct knowledge of many particulars—becomes on the whole 
uncritical, and in the inner constitution of its supports becomes a dark reserve. (page 264)

However, the problem with these critics is that complicated theories do not prac-
tically help physicians in understanding the way in which they can recuperate their 
own sense of being doctors in a human relationship with their patients. In this sense, 
the most urgent aspect of mind-body dualism is of a practical, not theoretical, nature 
and should be based on something understandable and transferrable in clinical prac-
tice, yet scientific based [105].

 Conclusions
The biopsychosocial approach in medicine, with an evolution in the psychoso-
matic literature proposing the multivariant nature of this phenomenon over the 
last 30 years, seems to maintain its utility, if we speak, in an evidence-based but 
at the same time, ethically speaking, value-based way, of our being in the world 
as biological, social, psychological, and spiritual entities. Thus, human life 
should be viewed as a wholeness, requiring and deserving both the tough-mind-
edness of the scientist (evidence-based medicine) and the compassion of the phy-
sician (person- centered medicine) [106, 107], integrating the cure and the care as 
inseparable parts of the medical approach.

What Alexander wrote, in the first inaugural issue of the “new” journal 
Psychosomatic Medicine, as a “new” chapter of medicine [108] in 1939, could 
maintain its validity if we continue to integrate the discoveries and results of dif-
ferent disciplines working together for a better and more comprehensive approach 
in medicine:

The fundamental philosophical postulate of modern medicine is that the body and its 
function can be understood in terms of physical chemistry, that living organisms are 
physico- chemical machines and the ideal of the physician is to become an engineer of 
the body. The recognition of psychological forces, a psychological approach to the 
problems of life and disease, appears as a relapse back to the ignorance of the dark ages 
in which disease was considered as the work of the evil spirit and therapy was exorcism, 
the expelling of the demon from the diseased body. […] (pages 7–8)

The totality that is a human being has been divided for study into parts and systems; 
one cannot decry the method but one is not obliged to remain satisfied with its results 
alone. […] The need for more knowledge here is of an excruciating obviousness. 
Contributions from other fields are to seek from psychology, cultural anthropology, 
sociology and philosophy as well as from chemistry and physics and internal medicine 
to resolve the dichotomy of mind and body left us by Descartes. (page 9)
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Descartes’ legacy is in fact still challenging. It is true that despite increasingly 
detailed knowledge of neural processes on one hand and psychological functioning 
on the other, we seem no closer to the actual transition of one to the other, the iden-
tity of mind and body [109]. Furthermore it is true that, if we are in a world that is 
indeterminant and ambiguous, where no event is certain and the entire outcome of 
anything is a probability, speaking about body-mind relation is an extremely hard 
challenge [110]. However, as Fava et al. suggest [111, 112], psychosomatic medi-
cine has demonstrated to allow science to have a complex and not reductionist 
view of the person and remains a name to be kept and may be defined as a compre-
hensive interdisciplinary framework. It maintains also its mission with specific 
aims:

 1.  The scientific investigations on the role of psychosocial factors affecting 
individual vulnerability, course, and outcome of any type of medical 
disease

 2.  The personalized and holistic approach to the patient, adding psychosocial 
assessment to the standard medical examination

 3.  The integration of psychological and psychiatric therapies in the preven-
tion, treatment, and rehabilitation of medical disease

 4.  The multidisciplinary organization of health care that overcomes the artifi-
cial boundaries of traditional medical specialties

It is true, as Alexander himself thought, that the term psychosomatic can be 
misleading: the word “psychosomatic medicine maybe is not most fortunate 
because it may imply dichotomy between psyche and body (soma). If however we 
understand psychic phenomena as nothing but the subjective aspect of certain 
bodily (brain) processes this dichotomy disappears” (page 14). Becoming de 
facto a medicine of the whole person: away from scientistic reductionism and 
towards the embrace of the complex in clinical practice [113].
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3Psychosomatic and Person-Centered 
Medicine

Juan E. Mezzich and Ihsan M. Salloum

Abstract
Psychosomatics involves an important approach to medical care that is con-
nected to a holistic theoretical perspective as well as a practical guide to clinical 
work. To this effect, this paper briefly reviews psychosomatics within the frame-
work of holistic theory and care, which happens to be one of the key concepts of 
person-centered medicine (PCM). Next, the paper considers the basic notions of 
person-centered medicine and the way this has evolved historically from ancient 
civilizations through modern medicine. The conceptualization of PCM is further 
approached from a systematic study organized by the International College of 
Person Centered Medicine. After that, the paper focuses on person-centered psy-
chiatry in general and then more specifically on person-centered diagnosis both 
as a theoretical model and as a practical guide.
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3.1  Introduction

It is said that person-centered medicine (PCM) is definitionally aimed at placing the 
whole person at the center of health [1] and as the goal of health care [2]. Cassell [3] 
has articulated well the key importance of the person and personhood in medicine. 
Also the key in the definition of PCM is the concepts of wholeness and health, i.e., 
an important component of its basic conceptualization. This holistic framework 
extends the concept of psychosomatic medicine by adding to the somatic and the 
psychological the dimensions of the social, the cultural, and the spiritual.

After articulating the relationship of psychosomatics and PCM, this paper 
reviews in some detail the general concepts of the latter perspective from its histori-
cal roots to its notions in modern medicine. This is followed by the presentation of 
a study to appraise systematically the conceptualization of PCM and explore its 
measurement. Finally, the manuscript deals with the more specific field of person- 
centered psychiatry, both in general and concerning person-centered diagnosis, 
theoretically and practically.

3.2  Psychosomatics and Wholeness in Health

Psychosomatics or the psychosomatic approach to health deals basically with the 
integration of the somatic and the psychic in medicine and health [4]. This is the 
principal focus of the present book. The holistic approach or the wholeness in health 
extends the scope of psychosomatics to also include the social, the cultural, and the 
spiritual. As such, this extension speaks to the articulation of psychosomatics and 
person-centered medicine.

The importance of wholeness in health may be illustrated through an etymological 
review. According to the Oxford Dictionaries [5], health comes from Old English hal 
of Germanic origin meaning wholeness. Wholeness in health is often discussed with 
regard to a multi-perspective framework, e.g., biological, psychological, and social 
[6], which can also encompass the cultural and the spiritual. Wholeness in health may 
also refer to contextualization. Its value is usually posited with regard to being aware 
of and responsive to social and environmental circumstances, including cultural ones 
[7]. The significance of contextualization is even deeper when, with high pertinence 
to the person and PCM, one considers the perspectives and dictum of Ortega y Gasset, 
“Yo soy yo y mi circunstancia, y si no la salvo a ella no me salvo yo” (“I am I and my 
circumstance, and if I do not take care of it I do not take care of myself”) [8].

It can be argued, respecting natural complexity, that the scope of wholeness, 
contextualization, and circumstance in health should not be restricted to the multi- 
perspective and the cross-sectional but that it should also encompass a longitudinal 
and historical dimension. A number of aspects of this longitudinal dimension of 
relevance to health and health care may be identified, as follows.

One of these aspects is usually termed life history. This refers to the unfolding of 
life from birth to death. It may be also called life course, and as such it has been 
prominently discussed in PCM [9]. Another conceptual aspect of the longitudinal 
dimension of wholeness in health refers to the life cycle, often framed in terms of 
life stages. This concern is so well established in health care that specific 
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professional specialties are organized for such stages, such as pediatrics and geriat-
ric medicine. Person-centered approaches to them have been cogently articulated 
for these two medical specialties [10, 11].

Also of interest is personal development, pointedly helpful to understand person-
hood and health. Thus, as one could expect, this human development aspect has 
been specifically addressed concerning person-centered care [12] and person- 
centered education [13].

Furthermore, the longitudinal aspect of wholeness in health has been engaged in 
reference to major medical pathology. This has taken place particularly concerning 
multi-morbidity [14, 15] and chronic diseases. The latter represents the greatest current 
epidemic [16], and it is clear that to address it effectively we need to engage the involved 
patients and their sense of responsibility to adopt required lifestyle changes [17]. In 
other words, we need for clinical and public health efforts to succeed with these chal-
lenging and enduring conditions a person- and people-centered approach [18].

3.3  Person-Centered Medicine

3.3.1  General Concepts

The term person (from the Latin personare, i.e., resonance), in Greek prosopon 
(resonance mask), refers to a mask that the actors and actresses worn in Greco- 
Roman theaters to amplify their voices. When the actor or actress appeared with the 
mask, the audience exclaimed, “here comes the person.” The term person has 
evolved to absorb notions of complexity, autonomy, dignity, and rights [19].

Historical roots of a medicine focused on the person can be found in the most 
ancient civilizations. A holistic theoretical framework and a personalized approach 
in dealing with health problems were prevalent in these civilizations. Among the old-
est correspond to Chinese and Ayurvedic medicine, which are still practiced today as 
traditional medicines [20]. The same, mutatis mutandis, is true for the ancient cul-
tures of Africa (e.g., from Ubuntu: “I am because you are and you are because we 
are”) [21] and of America [22]. These cultures focus more on the overall health of the 
patient than just on disease [23]. They tend to articulate a comprehensive and harmo-
nious framework of health and life and to promote a highly personalized approach 
for the treatment of specific diseases and the promotion of life quality [24].

Analyzing the ancient Greek culture as the cradle of Western civilization, one 
finds that holistic medicine had been strongly argued by Hellenic philosophers and 
physicians. Socrates and Plato discussed that “if the whole is not well, it is impos-
sible that a part be well” [4]. This position was enriched by Aristotle, philosopher 
and naturalist par excellence, who analyzed the method of medicine and its relation-
ship to ethics and treatment focused on the person [25]. For his part, Hippocrates 
articulated theory, emotion, and individuality in the practice of medicine [26].

Closer antecedents can be encountered in the pioneering work of Paul Tournier 
[27] and Carl Rogers [28], as well as in the World Medical Association’s International 
Code for Medical Ethics [29] and Ethical Principles for Medical Research [30], the 
founding of family medicine [31], and the establishment of the World Psychiatric 
Association as an attempt to articulate science and humanism [32] from which 
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emerged more recently an Institutional Program on Psychiatry for the Person [33]. 
Likewise, the World Health Organization (WHO) through the 2008 World Health 
Report [34] and the 2009 World Health Assembly resolutions [35] has been seeking 
to upgrade public health by engaging people-centered care as a key pivot.

Crucial in the conceptual, operational, and institutional development of person- 
centered medicine have been the Geneva Conferences annually celebrated around 
this perspective since 2008. This maturational process took place in collaboration 
with the World Health Organization, the World Medical Association, the Council 
for International Organizations of Medical Science, the International Council of 
Nurses, the International Federation of Social Workers, and the International 
Pharmaceutical Federation, with the support of the Geneva University Hospital and 
Medical School and the Paul Tournier Society, all headquartered in Geneva or sur-
rounding cities, as well as with other global entities such as the World Organization 
of Family Doctors, the International Alliance of Patients’ Organizations, and a 
growing number of universities from across the world.

The Geneva Conferences [2, 36–38] led to the emergence of the International 
Network (more recently named College) of Person Centered Medicine (INPCM, 
ICPCM) [39–41]. They are established and headquartered as a nonprofit organization 
in New York. The College provides a key focus of fellowship for the cultivation and 
sharing of ideas, experiences, and educational and research projects in an intercultural 
and multi-professional setting. The College has extended the impact of the Geneva 
Conferences through the Geneva Declarations and their accompanying academic 
papers, as illustrated by the early ones focused on person-centered health research [42, 
43] and person- and people-centered integrated health care for all [44, 45]. A major 
institutional achievement has been the establishment of the International Journal of 
Person Centered Medicine in collaboration with the University of Buckingham Press 
[46]. Through its quarterly issues, it is promoting research and scholarship on person-
centered medicine in many countries and world regions and across them [17]. A major 
book on person-centered psychiatry has been published by Springer Verlag [47].

It has also been emphasized that PCM seeks fundamentally to articulate science 
and humanism in medicine and health care and to refocus these on the whole person 
[2]. Furthermore, it has been posited that person-centered medicine is dedicated to 
the promotion of health as a state of physical, mental, sociocultural, and spiritual 
well-being, as well as to the reduction of disease, and founded on mutual respect for 
the dignity and responsibility of each individual person [48].

The purposes of person-centered medicine have been also summarized as pro-
moting a medicine of the person (of the totality of the person’s health, including its 
ill and positive aspects), for the person (promoting the fulfillment of the person’s 
life project), by the person (with clinicians extending themselves as full human 
beings with high ethical aspirations), and with the person (working respectfully, in 
collaboration and in an empowering manner) [33, 38].

3.3.2  Systematic Conceptualization of Person-Centered Medicine

While the definitional notes listed above have been well received and used 
frequently, a need has been pointedly recognized to conceptualize 

J. E. Mezzich and I. M. Salloum



41

systematically person- centered medicine especially in terms of person- and 
people-centered care and to develop measures to assess progress in these 
directions.

A study was organized by the International College of Person Centered 
Medicine with support of the World Health Organization aimed at elucidat-
ing the core concepts of person-centered medicine and health care, and on 
the basis of these, designing a prototype measuring instrument and apprais-
ing its metric structure, instrumental prospects, acceptability, reliability, and 
validity [49].

3.3.2.1  Elucidating Key Concepts
The domains elucidated from a literature review were organized into a form to facil-
itate its presentation to and handling by a Broad Consultation Group. The responses 
received from the Broad Consultation Group members were tabulated. The majority 
(but not all) of the domains received a predominantly high importance rating for 
person centeredness. There were 20 additional domains identified by 1 or more 
Broad Consultation Group members.

Through this sequential and iterative process, the following key concepts of 
person- centered medicine and people-centered health care were delineated: (1) 
ethical commitment, (2) cultural sensitivity, (3) holistic scope, (4) relational focus, 
(5) individualized care, (6) common ground for collaborative diagnosis and care, 
(7) people-centered systems of care, and (8) person-centered education and 
research. Furthermore, a number of sub-concepts were identified under each broad 
concept, which amounted to a total of 33 sub-concepts.

3.3.2.2  Design of a Person-Centered Care Index (PCI)
On the basis of the abovementioned interactions with the international consultation 
groups, work toward the design of a metrically suitable person-centered care index 
prototype was initiated. This involved first the formulation of the eight broad items 
of person-centered medicine and health care as well as of the 33 subitems referred 
to above, nested under the eight broad items.

Second, a four-point rating scale was agreed to. Initially, this was based on the 
degree of presence (None, Moderate, Substantial, High) of the corresponding items 
and subitems in a given health service. Later, the anchor points of the scale were 
reformulated in terms of frequency of presence of the corresponding items, as fol-
lows: Never, Occasionally, Frequently, and Always.

Then, on the basis of consultations with the involved international panels and the 
whole group of investigators co-authoring the present paper, the wording of the 
broad items and subitems was refined. Rating guidelines were established, as well 
as guidelines for computing a global average score by adding the partial scores and 
dividing the result by the number of items actually rated. Additionally, space was 
agreed to at the end of the scale in order to encourage and accommodate narrative 
evaluative comments.

Table 3.1 displays the person-centered care index (PCI), with all the featured 
content (8 broad items and 33 subitems), four-point rating scale, completion guide-
lines, and all other aspects of the PCI mentioned above.
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Table 3.1 Person-centered care index (PCI)

No Indicators Never Occasionally Frequently Always
1. Ethical commitment
1.1 The dignity of every person involved (patients, 

family, clinicians) is honored
1 2 3 4

1.2 Patient’s rights are respected 1 2 3 4
1.3 Patient’s autonomy is supported 1 2 3 4
1.4 Patient’s empowerment is advanced 1 2 3 4
1.5 The fulfillment of the patient’s life project 

(purpose in life) is enabled and encouraged
1 2 3 4

1.6 The patient’s personal values, choices, and 
needs are understood and respected

1 2 3 4

2. Cultural sensitivity
2.1 The patient’s ethnic identity and cultural 

values are recognized
1 2 3 4

2.2 The patient’s language and communication 
needs and preferences are actively considered

1 2 3 4

2.3 The patient’s gender and sexual preferences 
are acknowledged and respected

1 2 3 4

2.4 The patient’s spiritual needs are factored in 1 2 3 4
3. Holistic scope
3.1 The biological, psychological, social, cultural, 

and spiritual factors of health inform 
understanding and care

1 2 3 4

3.2 Both ill health (health problems, disabilities) 
and positive health or well-being (functioning, 
resilience, strengths, resources, and quality of 
life) are the focus of attention

1 2 3 4

4. Relational focus
4.1 Clinicians, patients, and families work in 

partnership
1 2 3 4

4.2 Empathy in clinical communication is 
emphasized

1 2 3 4

4.3 Interpersonal trust is fostered throughout the 
care process

1 2 3 4

5. Individualized care
5.1 The patient’s individuality and unique 

qualities inform care
1 2 3 4

5.2 The patient’s historical and social context are 
factored in

1 2 3 4

5.3 The patient’s personal growth and 
development are promoted

1 2 3 4

6. Common ground for diagnosis and care
6.1 Diagnosis of health status, experience, and 

contributory factors involve shared 
understanding

1 2 3 4

6.2 Diagnosis is worked out taking into account 
the whole person

1 2 3 4

6.3 Care plan decisions are made collaboratively 1 2 3 4
7. People-centered systems of care
7.1 The health and rights of all people in the 

community are advocated and promoted
1 2 3 4

7.2 The community participates in the planning of 
health services

1 2 3 4
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3.4  Person-Centered Psychiatry

A brief discussion of person-centered psychiatry and the place and role of mental 
health in person-centered medicine need to touch on two domains. The first one 
relates to the various activities and manners through which mental health has con-
tributed to the conceptualization and experience of person-centered medicine. The 
second corresponds to the development of person-centered psychiatry within the 
framework of person-centered medicine.

3.4.1  Mental Health Perspectives Toward Person-Centered 
Medicine

At the 54th World Health Assembly, Gro Brundlandt, former Prime Minister of 
Norway and then WHO Director General, proclaimed “There is no development 
without health, and no health without mental health” [50]. This summarizes the 

Table 3.1 (continued)

No Indicators Never Occasionally Frequently Always
7.3 Collaboration across disciplines and programs 

is promoted at all levels of service 
organization

1 2 3 4

7.4 Personalized services are aimed at attaining 
high quality and excellence

1 2 3 4

7.5 Health services are responsive to specific 
community needs and expectations

1 2 3 4

7.6 Health services are integrated and coordinated 
around patients’ needs

1 2 3 4

7.7 Services emphasize people-centered primary 
care

1 2 3 4

7.8 Services ensure continuity of care 1 2 3 4
7.9 Services are informed by person-centered 

international perspectives and developments
1 2 3 4

8. Person-centered education and research
8.1 The health system promotes person-centered 

public education
1 2 3 4

8.2 The health system promotes person-centered 
health professional training

1 2 3 4

8.3 The health system promotes person-centered 
clinical research

1 2 3 4

Global average score

Please rate the following person-centered care indicators in terms of the frequency of their pres-
ence in a given health service. The term “patient” here refers to a person who experiences health 
problems and/or uses health services, whose personhood transcends these roles and circumstances. 
To obtain a global average PCI score, please add the partial scores, and divide this by the number 
of items actually rated
Additional evaluative comments: Copyrighted by the International College of Person Centered 
Medicine. 2016
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growing perception of the cruciality of mental health to achieve general health and 
well-being. The following sections illustrate why this is so, from various angles, 
particularly with attention to person-centered health and person-centered 
medicine.

3.4.1.1  The Importance of Behavioral Factors  
for Addressing Chronic Diseases

Chronic noncommunicable diseases such as diabetes, cancer, and cardiovascular 
and respiratory illnesses are responsible for over 70% of morbidity and mortality 
across the world. Their prominence as a global epidemic has attracted the urgent 
attention of the United Nations and the World Health Organization [16].

Addressing chronic disease is particularly pertinent for the International College 
of Person Centered Medicine given that effective care for such conditions requires 
indispensably the engagement of persons and their sense of responsibility to under-
take actively and creatively required adjustments in lifestyle [51, 52]. Consequently, 
the International College dedicated its 5th Geneva Conference to Person Centered 
Care for Chronic Diseases and issued its first Geneva Declaration, which was dedi-
cated to this topic [18]. Among its recommendations are to monitor risk and protec-
tive factors (intrinsic and extrinsic; biological, psychological, and social), as well as 
outcomes for positive health (vitality and resilience despite exposure and 
adversity).

The World Health Alliance (World Medical Association, International Council of 
Nurses, International Dental Federation, and International Pharmaceutical 
Federation) has recently identified through a Health Improvement Card [53] a num-
ber of factors to prevent chronic diseases. The majority of such factors have to do 
with behavior and lifestyle. Among these are diet, exercise, avoidance of alcohol 
and other hazardous drugs, stress control, adequate rest and sleep, and participation 
in social and creative activities.

3.4.1.2  Psychological Elements in Adaptive Systems 
for the Promotion of Well-Being

Keyes and Ryff’s research [54] has shown the overlap of physical, mental, and 
social well-being, as well as the inadequacy of focusing only on the presence of 
physical and mental disorders in assessing health. Flourishing involves dynamic 
interactions between healthy functioning, contributions to health, and the experi-
ence of health. As argued by Herrman et al. [55], in order to develop well-being, 
people must be aware of the causes of both their distress and disability as well as of 
the paths open to them to develop in health and happiness with community support 
as well as personal effort.

Cloninger et al. [56] have endeavored to explain the dynamic origins of well- 
being. The causes of well-being and ill-being appear to involve a complex adaptive 
network of components and processes that are being gradually specified, measured, 
and treated according to the principles of person-centered medicine. Some of the 
key factors promoting well-being seem to be the development of self-awareness, 
cooperation, and self-transcendence [57].
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3.4.1.3  The Importance of Subjectivity and Intersubjectivity 
in Person-Centered Care

As noted by Botbol [58], person-centered medicine should not be reduced to indi-
vidualization of care or respect for patients’ rights, as it has wider aspirations. These 
include the recognition of the individual subjectivity of the whole person of the 
patient beyond what characterizes his or her illness or the status or role of patient. 
What is of interest here is dealing with the inner world of a patient in his particular 
situation of suffering and dependence caused by illness, as proposed in Aristotle’s 
Nicomachean Ethics: “Cure of a unique person (not of a generalized nosological 
case), in a specific situation, within a specific, unrepeatable period of one’s life” 
[59]. What becomes crucial here is the commitment of the mental health profes-
sional to approach the patient’s subjectivity in such singular vital situation.

In addition to the attention paid to the medico-biological aspects of the person’s 
health status, a person-centered assessment needs to give enough consideration to 
the patient’s subjective feelings [60]. Whether or not one suspects a psychic or psy-
chosomatic causality to the disorder that a patient brings to the clinic, it is essential 
to keep in perspective the factors involved in the patient’s health situation. Beyond 
reasserting this principle, one needs to utterly enhance the methodology for access-
ing these subjective dimensions among different partners involved in the diagnostic 
process and the therapeutic relationship. For health professionals, the only way to 
access these subjective dimensions is through what the patient (and or his/her car-
ers) says in words or shows in acting, as long as these words or acts can trigger in 
the professionals enough empathy to approach the patient’s subjective feelings to 
which these expressions are related.

Working on a person-centered diagnostic approach has become an important ele-
ment to meet this methodological goal. This diagnostic model includes, besides the 
objective elements about the patient and his or her context, the subjective elements 
reported by the idiographic formulations of the person who is being cared for, their 
carers, and assisting professionals.

This approach appears to lead to a closer examination of the role of the profes-
sional’s empathy in the methodology to access the subjectivity of the patient, trying 
to go beyond the general assertions on the importance of this concept in therapeutic 
relationships and care activities [60].

At first seen as the professional’s ability to listen sympathetically to the com-
ments of the patient and to consider his wishes and needs, the notion of empathy has 
gradually widened to include representations that the physician (or other health pro-
fessional) makes of the clinical situation in which the person in need of care is 
involved. In short, these are representations that the professional makes of the health 
situation of the person suffering through his/her (the professional) own empathy, 
triggered by the words and the acts of the patients and of their carers. This mecha-
nism is well described by the concept of “metaphorizing-empathy” proposed by 
Lebovici [61] from his work with babies and their mothers. It is also close to the 
notion of “narrative empathy” proposed by Jacques Hochmann [62] based on his 
work with autistic children and on the philosophical ideas brought by Paul Ricoeur 
in his book “Time and Narrative” [63]. It is also consistent with Kleinman’s 
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assumptions [64] on illness narratives. This important development in person-cen-
tered medicine marks the full recognition of the role of the physician’s subjectivity 
as a diagnostic and treatment tool within the framework of the physician-patient 
relationship.

3.4.1.4  Recovery Orientation in Mental Health and Its Relations 
to Person-Centered Medicine

Recovery-oriented concepts emerged from a coalescence of efforts from both ser-
vice users and professional groups in the mental health field. On one hand, individu-
als who suffered and recovered from mental illnesses formed a recovery movement 
and a national and international community of activists. For example, Chamberlin 
[65] and Deegan [66], expressed their criticism against negatively experienced psy-
chiatric treatment and demanded to be considered active protagonists and partners 
rather than passive recipients of care. On the other hand, well-known experts in the 
field of psychosocial rehabilitation, such as Anthony [67] welcomed the statements 
of service users and the need to attend to their subjective experiences, speaking 
against improving just functioning and adaptation and not also promoting the flour-
ishing of the individual human being. At least since the beginning of the 1990s, 
many professionals in rehabilitation and other fields and various service user groups 
have started substantial collaboration through joint publications and conferences. 
Recently, reflecting progress in this regard, Mary Barber [68] has considered recov-
ery as “the new medical model for psychiatry.”

Recovery orientation engages multidisciplinary cooperation, where profession-
als aim at helping not only to reduce symptoms, disease, and disability but also to 
assist individuals to have a home again, to return to work, and to have friends. The 
key here is to cultivate a partnership attitude in which the individual can contribute 
actively based on his/her former illness experience and include family members and 
friends who know well the patient’s needs. Furthermore, peer support (a recovery- 
oriented development) is becoming frequently complementary to standard treat-
ment in the United States, the United Kingdom, and Australia [69].

Patients’ participation in treatment planning is being increasingly advocated in 
mental health [70]. “Shared decision-making” was an early contribution of the 
recovery movement to clinical care and is becoming gradually a valued tool in 
person- centered medicine. It is considered a promising method of engaging patients 
in medical decisions and improving health-related outcomes [71, 72]. The concept 
of “shared decision-making” serves as a clinical tool toward enhancing communica-
tion and optimizing treatment planning as well as implementing respect for the 
autonomy, responsibility, and dignity of every person involved. It is now a core 
concept applied in both recovery orientation as well as person-centered care, espe-
cially useful for chronic patients. The patient or client, an expert by experience, and 
the practitioner, an expert by training, are now expected to contribute from their 
own perspectives and determine collaboratively a course of treatment.

A comparison of the essentials of recovery orientation and person-centered care 
identified unique characteristics for each approach as well as substantial elements of 
convergence. Recovery orientation is primarily centered within the mental health and 
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psychosocial fields, while the person-centered approach covers general medicine and 
health care at large. Their points of convergence encompass a holistic theoretical 
perspective, an emphasis on contextualization and establishing a common ground for 
understanding an action, development of person-centered procedures for clinical 
care and health promotion, and, last but not least, an ethical commitment [73].

3.4.2  From Psychiatry for the Person to Person-Centered 
Medicine

The organized and institutional development of person-centered care in the psychia-
try and mental health field has been unfolding in two phases. The first one from 
2005 to 2008 took place in the form of an Institutional Program on Psychiatry for 
the Person within the World Psychiatric Association. The second one, since 2008 to 
date, evolved from the first one by extending its domain from psychiatry to medi-
cine at large and progressing institutionally through collaboration with a large num-
ber of top global institutions in medicine and health.

3.4.2.1  WPA Institutional Program on Psychiatry for the Person
The Institutional Program on Psychiatry for the Person (IPPP), established by the 
2005 General Assembly of the World Psychiatric Association (WPA), involved an 
organization-wide initiative affirming the whole person of the patient within his 
context as the center and goal of clinical care and health promotion, at both indi-
vidual and community levels. This was set to involve the articulation of science and 
humanism to optimize attention to the ill and positive health aspects of the person. 
As care is basically a partnership experience, the program involved the integration 
of all relevant health and social services. Furthermore, the program also involved 
advancing appropriate public health policies.

Historians Garrabe and Hoff [32] have noted that the principles behind psychia-
try for the person could be already detected at the very beginnings of the WPA. As 
a conceptual introduction to the whole Institutional Program, two editorials were 
published by the first author of the present paper, then WPA president, one broadly 
focusing on articulating medicine’s science and humanism [74] and another on the 
dialogic basis of the profession [75].

The work of the Institutional Program was organized in four components: con-
ceptual bases, clinical diagnosis, clinical care, and public health. These are sum-
marized next.

Conceptual Bases
This component dealt with analyses and delineations of the conceptual bases of 
psychiatry for the person. It produced an editorial and a regular article in interna-
tional journals presenting the objectives of this component [76, 77].

Additionally, a monographic set on the conceptual bases of psychiatry for the 
person was prepared and eventually published with the following table of contents: 
Introduction [77], Historical perspectives [32], Philosophy of science perspectives 
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[78], Ethics perspectives [79], Biological perspectives [80], Psychological perspec-
tives [12], Social perspectives [81], Cultural perspectives [82], Spiritual perspec-
tives [83], Users perspectives [84], and Literature and art perspectives [85].

Clinical Diagnosis
There were two work objectives in this component. The first one involved collabo-
rating with the WHO toward the development of ICD-11. There was a preliminary 
background phase in this process during the first half of the preceding decade 
involving principally the WPA Classification Section and the WHO Classification 
Office and leading to two monographs [86, 87]. A full development of the ICD-11 
Mental Disorders Chapter started in early 2007 under the direction of the WHO 
Mental Health Department.

The second and main work objective of the IPPP clinical diagnosis compo-
nent was the development of a person-centered integrative diagnosis (PID) 
model. At its heart was a concept of diagnosis defined as the description of the 
positive and negative aspects of health, interactively, within the person’s life 
context. The PID would include the best possible classification of mental and 
general health disorders (expectedly the ICD-11 classification of diseases and 
its national and regional adaptations) as well as the description of other health-
related problems and positive aspects of health (adaptive functioning, protective 
factors, quality of life, etc.), attending to the totality of the person (including 
his/her dignity, values, and aspirations). The approach would employ categori-
cal, dimensional, and narrative approaches as needed, to be applied interactively 
by clinicians, patients, and families. A starting point for the development of the 
PID was the schema combining standardized multiaxial and personalized idio-
graphic formulations at the core of the WPA International Guidelines for 
Diagnostic Assessment (IGDA) [88].

As an introduction to this IPPP component’s work, a broad-ranging volume on 
Psychiatric Diagnosis: Challenges and Prospects [89] was prepared. A paper on 
“Towards innovative international classification and diagnostic systems: ICD-11 and 
person-centered integrative diagnosis” was published by Mezzich and Salloum as an 
invited editorial in Acta Psychiatrica Scandinavica [90]. Other papers pertinent to this 
developmental work included an editorial on clinical complexity and person-centered 
integrative diagnosis [91] and on person-centered integrative diagnosis [92].

Clinical Care
The thrust of the work of this component encompassed educational efforts toward 
achieving person-centered care. The two main developments which were outlined 
were an approach to person-centered clinical care and a curriculum to carry out 
training on the abovementioned approach.

It was noted that the teaching of medicine and that of psychiatry in particular has 
experienced many changes. There was a time when the core curriculum in psychia-
try, written by the WPA together with the World Federation for Medical Education, 
became a landmark because it did not only define the competencies in psychiatry 
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that every physician should be taught but mainly because it called attention to pre-
vention of illness and promotion of health.

Public Health
Public health in modern times has a broad scope as the organized global and local 
effort to promote and protect the health of populations and reduce health inequi-
ties. This ranged from the control of communicable diseases to the leadership of 
intersectoral efforts in health [93]. It was noted that evidence is growing for the 
value of integrating mental health in general health and public health practice [94, 
95]. Despite this, public health programs in many countries around the world have 
yet to recognize and include mental health and mental illness as areas of relevant 
action.

Psychiatry for the person is a basis for advocacy that emphasizes the value and 
dignity of the person as essential starting points for public health action. This 
includes development of policies and services and research and evaluation support-
ing these. Failure to recognize the humanity and dignity of citizens living with men-
tal illness as well as the value of mental health to the individual and community has 
resulted in abuse and neglect of the former and lost opportunities to improve mental 
health through population-based and person-based initiatives. The neglect of indi-
vidual needs and the fragmentation and inadequacies of health and social services 
undermine policy development [96, 97]. Public health actions to promote mental 
health prevent illness and provide effective and humane services that benefit from 
and contribute to the development of psychiatry for the person.

3.4.2.2  Events of the Institutional Program of Psychiatry 
for the Person

 1. London Conference on Person-centered Integrative Diagnosis and Psychiatry 
for the Person: It was organized on October 26–28, 2007, by both the WPA IPPP 
and the Health Department of the United Kingdom. It represented a path- opening 
opportunity for synergism between person-centered care and Britain’s Shared 
Vision Project.

 2. Paris Conference on Psychiatry for the Person: This was organized on February 
6–8, 2008, by the WPA IPPP, the French Member Societies of WPA, and the five 
WPA European Zonal Representatives. The city and the professional community 
that served 58 years earlier as the cradle of WPA offered a special type of confer-
ence, focused and interactive, without commercial accompaniments.

 3. Philippe Pinel Prize on Psychiatry for the Person: Articulating Medicine’s 
Science and Humanism. In 2007, the WPA Executive Committee established this 
Prize to honor Philippe Pinel, a pioneer in the systematization of clinical psy-
chiatry and an inspiring humanist who broke the chains of his hospital’s mental 
patients. The awardee was Prof. Yrjo Alanen of Turku, Finland, world acclaimed 
for his innovative work on Need Adaptive Assessment and Treatment integrating 
scientifically valid therapeutic techniques with attention to the experience and 
views of patients with psychotic disorders.
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3.4.3  Development of Person-Centered Psychiatry Within 
Person-Centered Medicine

Around 2008, contacts between the leaders of WPA and those of other important 
organizations such as the World Medical Association, the World Federation of 
Neurology, the World Organization of Family Doctors (Wonca), the International 
Council of Nurses, and the international Alliance of Patients’ Organizations, among 
others, revealed wide interest for placing the person at the center of general medi-
cine and health care. This led to the collaborative organization of the first Geneva 
Conference on Person Centered Medicine at Geneva University Hospital. This 
started a process of annual Geneva Conferences. Of note, the World Health 
Organization joined in formally cosponsoring the Conferences since its third edition 
in 2010 to date. From this process emerged the International Network, now 
International College, of Person Centered Medicine [40].

Within the framework of this broader conceptual scope and wide inter- 
institutional collaboration, work on person-centered psychiatry has continued with 
greater vigor and reach. Illustrative of these efforts are the following projects.

3.4.3.1  Development of the Person-Centered Integrative Diagnosis 
(PID) Model and Practical Guides

This work has involved the publication of a consolidated structural model for person- 
centered integrative diagnosis (PID), following up on the work on person- centered 
clinical diagnosis initiated during the period of the Institutional Program on Psychiatry 
for the Person mentioned above. Thus, most immediately, this is a model for person-
centered psychiatric diagnosis but potentially extensible to medicine at large.

The PID model [98] articulates science and humanism to obtain a diagnosis of 
the person (of the totality of the person’s health, both its ill and positive aspects), by 
the person (with clinicians extending themselves as full human beings, scientifically 
competent and with high ethical aspirations), for the person (assisting the fulfill-
ment of the person’s health aspirations and life project), and with the person (in 
respectful and empowering relationship with the person who presents for evaluation 
and care). This notion of diagnosis goes beyond the more restricted concepts of 
nosological and differential diagnoses.

The person-centered integrative diagnostic model is defined by three key features: 
(a) broad informational domains, covering both ill health and positive health along 
three levels, health status, contributors to health, and health experience and values, 
(b) pluralistic descriptive procedures (categories, dimensions, and narratives), and 
(c) evaluation partnerships among clinicians, patients, and families. Evolving 
research on the PID includes a conceptual validation of its basic elements [99].

The Latin American Psychiatric Association Section on Diagnosis and 
Classification has prepared and published the Latin American Guide for Psychiatric 
Diagnosis, Revised Version (GLADP-VR) [100]. It was built starting with the 
original GLADP [101] and largely incorporating the basic elements of the person- 
centered integrative diagnosis (PID) model [99]. For coding disorders, it uses the 
categories and codes of WHO’s International Classification of Diseases.
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The GLADP-VR is being increasingly used throughout the various Latin 
American countries. It is the official guide from the Latin American Psychiatric 
Association.

There are also plans to develop under the auspices of the International College of 
Person Centered Medicine a PID practical guide intended for use in general 
medicine.

3.4.3.2  Person-Centered Psychiatry Book
The purpose of this book is to present authoritatively the emerging field of person- 
centered psychiatry. It is organized under the aegis of the International College of 
Person Centered Medicine. The World Psychiatric Association (WPA) is officially 
cosponsoring it. Eighteen WPA Scientific Sections are engaged in its authorship. It 
has been published by Springer Switzerland.

Its editors are JE Mezzich, M.  Botbol, G.  Christodoulou, CR Cloninger, and 
I. Salloum. It has 90 chapter authors. It includes 40 chapters organized into the follow-
ing five sections: Principles, Diagnosis and Assessment, Person-Centered Care 
Approaches, Person-Centered Care for Specific Mental Conditions, and Special Topics.

3.5  Colophon

As the present century unfolds in the field of health, a programmatic movement on 
person-centered medicine has emerged. It shares with the psychosomatic approach 
a holistic framework to understand and deal with ill health and positive health. The 
reaffirmation of medicine’s central mission, recognizing the person as a fundamen-
tal center and goal rather than just as a carrier of disease, is informed by the wisdom 
of major ancient civilizations as well as contemporary insights from the clinical and 
public health arenas. Person-centered medicine values emerging biological, psycho-
logical, and sociocultural scientific advances and incorporates them within a whole 
person framework. Improving on reductionistic epistemological formulations, it 
proposes a medicine informed by evidence, experience, and values and oriented to 
the service and promotion of the totality of the person.
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and Psychiatric Disorders in Medicine: 
From Concepts to Evidence
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Abstract
A key element of supportive care is the reliable assessment and measurement of 
psychological health. This includes detection of frank psychiatric disorders as 
well as broader psychological symptoms and generalized distress. Many organi-
zations have made recommendations for assessment of psychiatric disorders and 
psychological distress, but despite the potential benefits, uptake of screening has 
been slow, and evidence that patient outcomes improve is mixed. New evidence 
supports multidomain-/algorithm-based screening as well on screening online 
and in new smartphone apps. Psychosocial assessment can be pragmatically 
divided into screening, clinical assessment (case finding) and severity measure-
ment. Screening is designed to quickly ascertain which individuals in a large 
population need further assessment and where necessary additional care. The 
target of screening may be mood disorders, anxiety, distress, cognitive decline, 
unmet needs or any combination (multidomain approach). For patients with 
complex needs, a multidimensional approach may be preferable, and a multidi-
mensional tool can be valuable as it can serve as a roadmap to a more effective 
way of addressing patient concerns in a timely way with appropriate referral to 
the right professional. Yet some forms of screening can be an additional burden 
to patients and clinicians unless conducted at home, online or in the waiting 
room. Screening for distress and/or psychological assessment should not be con-
sidered a one-off exercise but part of routine high quality of care that involves all 
healthcare professionals.
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4.1  Introduction

In the last 10 years, there has been raised awareness of the importance of mental 
health in both primary care and secondary (hospital) care. A large body of evidence 
suggests that the quality of mental healthcare is lower than expected in these set-
tings [1]. Further specific mental health mood and anxiety disorders adversely influ-
ence mortality following myocardial infarction [2], heart disease [3], COPD [4], 
stroke [5] and haemodialysis [6, 7]. The same observation applies for severe mental 
illnesses such as schizophrenia, bipolar disorder and dementia [8, 9]. Ultimately 
these deficits in care contribute to a large mortality gap of approximately 5–10 years 
for patients with mild-to-moderate mental illness and 10–20  years for patients’ 
severe mental illness [8, 10]. However, it is not only mortality that is a concern. 
Comorbid mental health problems have a greater effect on quality of life than physi-
cal comorbidities [11]. Distress itself is associated with reduced health-related qual-
ity of life and poor satisfaction with medical care [12]. Comorbid anxiety results in 
greater disability and lower quality of life after controlling for confounding vari-
ables [13]. Given these concerns several organizations have promoted the concept 
of parity of esteem, namely, valuing mental health as much as physical health. 
Several recent guidelines outline how to reduce these inequalities in diagnosis, 
treatment, follow-up and attitudes [14–16].

Perhaps the first step in reducing inequalities in mental health in medical settings 
is appropriate diagnosis and screening. There is no doubt that there is significant 
under-diagnosis of every mental health condition studied in primary and secondary 
care [17]. Further psychiatric illnesses are more often overlooked when they occur in 
patients with pre-existing physical comorbidity. Over half of all cases of depression 
in the general hospital setting go unrecognized by physicians and nursing staff, and 
there are similar problems with detection in primary care [18, 19]. This may be in 
part because clinicians have little training in this area, have low awareness of mental 
illness and in these settings do not have the time to use assessment tools preferring 
instead to rely upon their own clinical judgement [20]. As a result emotional issues 
are often not emphasized during clinical consultations [21, 22]. To address this, 
many organizations have recommended screening for depression, delirium or demen-
tia (or mental illness as a whole) in primary care and in hospital settings.

4.2  Concepts of Diagnosis, Case Finding and Screening

Clinical diagnosis is a process, whereby a clinician or trained researcher establishes 
the most likely condition based on the evidence available. That evidence may simply 
be symptoms in the history or signs elicited in the medical examination, or it may be 
psychometric scores from assessment scales. To date no reliable biomedical tests 
have contributed significantly to clinical psychiatric diagnosis outside of dementia 
and cognitive impairment. Once symptoms, signs and/or test results have been elic-
ited there must be pattern recognition ideally against standardized criteria achieved 
by either clinical judgement or computer matching/artificial intelligence. The ideal is 
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to correctly identify all cases as well as correctly identifying all non-cases. Sensitivity 
is the proportion of true positives out of all with the condition (cases), and specificity 
is the proportion of true negatives out of all those without the condition (non-cases). 
Although these are the most popular metrics, both sensitivity and specificity are 
abstract concepts for clinicians and are really only useful when they approach 100%. 
A more useful metric is the ability to identify true positives (cases) as a proportion of 
all positive screening attempts which is known as the positive predictive value (PPV). 
PPV is essentially a measure of case-finding ability. The ability to spot (true) non-
cases as a proportion of all negative test results is the negative predictive value (NPV) 
and is a measure of screening acumen (see Box 4.1). In an epidemiological sense, 
screening studies are those where a test is applied to those at low or modest risk of a 
condition or in a population where the prevalence is low. The aim in most screening 
studies is to initially exclude a large number of clear non-cases. In this application, a 
first-stage screener may not have perfect PPV, but it should have high NPV because 
those ruled-out are unlikely to receive a second examination and false negatives 
should be avoided. Conversely case-finding studies are usually applied in high-prev-
alence settings such as hospitalized care where a final confirmation is needed of 
caseness and false positives should be avoided.

Recently newer metrics have attempted to improve upon sensitivity and specificity 
when evaluating screening and diagnostic studies. Sensitivity and specificity are essen-
tially measures of occurrence. Contrastingly, PPV and NPV are measures of discrimi-
nation. Clinically relevant rule in accuracy would be product of the PPV and sensitivity. 
This is called the positive clinical utility index (CUI+  =  sensitivity  ×  PPV) [23]. 
Similarly clinically relevant rule out accuracy would be product of the NPV and 
 specificity. This is called the negative clinical utility index (CUI− = specificity × NPV). 
The utility index can be considered a measure of the clinical value of a diagnostic test 
(see www.clinicalutility.co.uk for further information).

Box 4.1 Pragmatic Definitions of Case-Identification

Screening
The application of a diagnostic test or clinical assessment in order to opti-
mally rule-out those without the disorder with minimal false negatives (missed 
cases).

Screening is often performed as a broad population strategy as a first step.

Case-Finding
The application of a diagnostic test or clinical assessment in order to opti-
mally identify those with the disorder with minimal false positives.

Case finding is often performed in a selected population at high risk the 
condition.

4 Screening for Psychosocial Distress and Psychiatric Disorders in Medicine
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4.3  Implementation of Screening

There are three major types of studies. Psychometric studies examine various 
characteristics of the instrument such as reliability and consistency. Diagnostic 
validity studies examine accuracy against a known standard. Implementation 
studies examine how well does screening work in practice [24]. This might 
involve examination of the uptake of the tool, acceptability of the tool, change in 
referral patterns, influence on patient care and ultimately effect of patient well-
being. Phases in the development and testing of a screening tool have been 
reported [25]. Once a screening tool has been developed and tested for potential 
accuracy against an accepted “gold standard”, it can be evaluated in a clinical 
setting. This is the implementation phase. The implementation can be non-com-
parative or observational. For example, the effect of screening on quality of care 
(process measures) or patient-reported outcomes can be monitored using current 
or historical data. Observational studies will reveal how well screening is work-
ing, but will not reveal how much better screening is over usual care. For this, 
interventional screening studies are required. These can be randomized or non-
randomized. In the randomized study, two equal groups of clinicians, or in the 
case of cluster randomization two centres, are randomized to have either access 
to screening or no access to screening. A variant on this design is to randomize 
two groups to have either access to results of screening or screening, but no feed-
back of the results of screening. In effect it is feedback of results that are ran-
domized not screening. Theoretically this may help distinguish which effects are 
related to application of the screener and which are related to the receipt of 
screening results.

The aim of screening is fundamentally to facilitate effective and efficient treat-
ment by focussing on people who would most benefit from a proven intervention. 
However, to justify the time and effort required, screening must be more worth-
while than not screening (treatment-as-usual). Usually this is assessed using 
patient-reported outcome measures (PROMs) but may also include clinician 
behaviour (e.g. number of accurate diagnoses recorded, doctor-patient communi-
cation, referrals made to specialist services and psychosocial help given by clini-
cians). These quality of care markers, sometimes called process measures can 
influence PROMs. For example, Carlson et al. [26] found that the best predictor 
of decreased anxiety and depression was receipt of referral to psychosocial ser-
vices. If screening studies show benefits in quality of care or clinician behaviour 
but not patient well-being, then this suggests that there are significant barriers to 
care downstream of the screening process. An important measure in all studies is 
acceptability of the screening programme to patients and clinicians. This can be 
measured by satisfaction scores or by proxy measures such as uptake and partici-
pation. Thought needs to be given to the location of the screen, the method of 
application (e.g. pencil and paper or computer or touch tablet) and the timing and 
number of applications. Screening may be conducted systematically on every 
qualifying patient or targeted on the basis of clinician decision. Systematic screen-
ing (i.e. screen everyone within a service) has the advantage of not missing 
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low-risk individuals who might nevertheless be in need of help but is more 
resource intensive.

4.4  Screening for Depression

Depression comorbidity has been extensively studied in virtually all medical areas 
and in primary care. Depression is seen in approximately 15% of primary care patients, 
and about half of those who consult their general practitioner are incorrectly diag-
nosed [27]. The same error rate is seen in hospital settings for those who do not receive 
a specialist assessment by a mental health professional [28]. Prevalence rates vary 
according to the tool used, duration after diagnosis and background risk factors. As a 
rule of thumb depressive symptoms are more common than mild-moderate clinical 
depression which is more common in turn than severe clinical depression. The most 
commonly applied criteria are those for major depression set out in Diagnostic and 
Statistical Manual of Mental Disorders, 5th Edition (DSM5) [29] which requires five 
of nine qualifying symptoms, together with a minimum duration of 2 weeks and clini-
cal significance defined by concomitant distress or impaired daily function. Other 
forms of depression include minor depression, dysthymia and adjustment disorder 
with predominant depression. Depression is very often comorbid with other mental 
health conditions as well as a wide range of medical conditions (multi- morbidity). 
Rates of depression are threefold higher for patients with two or more medical condi-
tions compared with those with no comorbidity [30]. Rates of depression are broadly 
similar in well-designed studies conducted in patients with stroke, multiple sclerosis, 
Parkinson’s disease, epilepsy, diabetes, myocardial infarction, heart failure, cancer, 
rheumatological disease and lung disease [31]. About 50% of patients have symptoms 
of depression and 20% have major depression early after a medical diagnosis a preva-
lence rate which is approximately 50% higher than rate seen in the general population 
[32]. In longitudinal studies persistent depression increases the risk of later dementia, 
diabetes, heart disease and cancer [33]. Compared to hospitalized inpatients without 
depression, those discharged with depressive symptoms are more likely to be readmit-
ted (20.4% vs 13.7%) and more likely to die within 30 days (2.8% vs 1.5%) [34]. 
Depression also increases the risk of adverse outcomes (mortality and morbidity) 
among those who already have established medical conditions [35, 36]. This may be 
because depression influences receipt of medical care, quality of medical care and 
participation in medical treatment [37–39].

Over the last decade, numerous depression screening studies and depression 
screening guidelines have been published. The UK National Institute for Health and 
Care Excellence (NICE) [40, 41] states:

Be alert to possible depression (particularly in people with a past history of depression, 
possible somatic symptoms of depression or a chronic physical health problem with associ-
ated functional impairment) and consider asking people who may have depression two 
questions, specifically: During the last month, have you often been bothered by feeling 
down, depressed or hopeless? During the last month, have you often been bothered by hav-
ing little interest or pleasure in doing things?

4 Screening for Psychosocial Distress and Psychiatric Disorders in Medicine
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In 2016 the US Preventive Services Task Force (USPSTF) updated its recommen-
dation on the screening of depression in the general adult population (aged 18 years 
or older including pregnant women and postpartum women) as follows [42].

The USPSTF concludes with at least moderate certainty that there is a moderate net benefit 
to screening for depression in adults, including older adults, who receive care in clinical 
practices that have adequate systems in place to ensure accurate diagnosis, effective treat-
ment, and appropriate follow-up after screening.

It is important to note that routine screening is not always successful and is not 
without risks of false positives and false negatives and, in addition, requires ade-
quate follow-up with good-quality evidence-based treatments. Where treatments 
are not given, screening alone is unlikely to be beneficial, and this has been 
strongly asserted by several groups [43]. Further the evidence from randomized 
controlled trials that screening improves quality of care is currently modest. There 
is a small but statistically significant evidence base in primary care and in cancer 
care but with an absence of evidence in other settings. This has led the Canadian 
Task Force on Preventive Health Care (CTFPHC) to downgrade its original 2005 
recommendation to “not routinely screen adults with no apparent symptoms of 
depression” but nevertheless “that clinicians be alert to the clinical symptoms of 
depression, especially in individuals with characteristics that may increase their 
risk for depression” [44].

Regarding choice of individual tools, numerous tools have been developed, 
tested and validated with item counts varying from 1 to 90 items or more [45]. Most 
are self-report, but there are also brief structured verbal questions and computerized 
questionnaires [46]. USPSTF suggests screening with the Patient Health 
Questionnaire (PHQ), the Hospital Anxiety and Depression Scales (HADS) in 
adults, the Geriatric Depression Scale (GDS) in older adults and the Edinburgh 
Postnatal Depression Scale (EPDS) in postpartum and pregnant women [42]. No 
scale is perfect, and each should be judged on accuracy, reliability and acceptability 
[47]. Scales are more likely to be successful in screening (ruling out) than case find-
ing when assessing a low prevalence condition such as depression. For example, 
recent reviews found that the HADS could not be recommended as a case-finding 
(diagnostic) instrument but it may be suitable as an initial screening tool, length 
permitting [48, 49]. Other tools including the Beck Depression Inventory (BDI) 
[50], the Edinburgh Postnatal Depression Scale (EPDS) [51] and the Centers for 
Epidemiological Studies-Depression Scale (CES-D) tend to be too lengthy for non-
specialists [52, 53]. Currently the most popular strategy is to use the Patient Health 
questionnaire (PHQ-2 and PHQ-9) [54]. Best estimates of sensitivity and specificity 
were 81.3% and 85.3% (95% CI 81.0–89.1) and 89.3% and 75.9% for the PHQ-9-
linear and PHQ-2, respectively [54]. For case finding (confirming a diagnosis) no 
self-report tool is entirely satisfactory, but for screening (ruling out non-cases) 
almost any validated tool can be used with the exception of a single verbal item 
which is inaccurate [55, 56]. That said, an increasingly favoured strategy is to rou-
tinely screen with a short one- or two-item questionnaire (e.g. PHQ-2) and then 
apply a longer scale in screen positive patients (e.g. PHQ9).
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4.5  Screening for Anxiety Disorders

Anxiety and related disorders are the most prevalent mental disorders in the general 
population, and there is a strong bidirectional association with general medical condi-
tions [57]. Anxiety disorders include several subtypes including generalized anxiety 
disorder (GAD), panic disorder, phobias, obsessive compulsive disorder and post-
traumatic stress disorder. PTSD, for example, is seen in about 10–20% patients after 
coronary heart disease or cancer and influences quality of life outcomes, adherence to 
treatments and likelihood of readmission [58]. About 20% of primary care patients 
have one or more anxiety disorders, and recognition may be as low as 24%. Further 
5 year treatment uptake may be as low as 60% even after diagnosis [59, 60].

Anxiety is the most common patient-reported emotional complication of most 
medical disorders including cardiovascular disease, most neurological conditions 
and cancer [17, 61]. Conversely the most common medical comorbidities in hospi-
tal patients with anxiety appear to be hypertension, asthma, cataract and ischaemic 
heart disease [62]. If one controls for physical comorbidities (i.e. number of physi-
cal conditions), anxiety disorder remains significantly associated with gastrointesti-
nal conditions and chronic pain [63]. Self-reported anxiety is typically found in 
more than 40% of patients in the early stages of treatment, but unlike depression 
anxiety is usually more persistent with time especially in cancer survivors [64]. 
Anxiety is underestimated by clinicians, and it is under-represented by semi-struc-
tured interviews [17]. Anxiety and depression are frequently comorbid, and both are 
independently associated with poorer QoL [65].

Clinicians rarely use formal instruments when assessing anxiety but typically 
rely on verbal and nonverbal cues [66]. Recognition of anxiety appears to be signifi-
cantly worse than recognition of depression. Simple clinically relevant screening 
tools are likely to improve recognition rates. A single verbal item (“How anxious 
have you felt this week?”) and single-item Anxiety Thermometer (from www.emo-
tionthermometers.com) offer a rapid screen for anxiety that can be quickly adopted 
into routine care but may lack specificity [67, 68]. A number of brief generic self- 
report questionnaires have been studied in several medical settings and in primary 
care. These include the anxiety subscale of the HADS, the STAI, the Beck Anxiety 
Inventory, the Pen State Worry Questionnaire and the GAD7. Several organizations 
have authored anxiety screening guidelines and many recommend the GAD7 which 
has a modest evidence base but importantly does not accurately follow DSM5 algo-
rithm for GAD [69]. Our group proposed a new questionnaire GAD-DSM which is 
compliant. Regarding anxiety screening NICE states [70]:

Be alert to possible anxiety disorders (particularly in people with a past history of an anxi-
ety disorder, possible somatic symptoms of an anxiety disorder or in those who have expe-
rienced a recent traumatic event). Consider asking the person about their feelings of anxiety 
and their ability to stop or control worry, using the 2-item Generalized Anxiety Disorder 
scale (GAD-2). If the person scores less than three on the GAD-2 scale, but you are still 
concerned they may have an anxiety disorder, ask the following: 'Do you find yourself 
avoiding places or activities and does this cause you problems?'. If the person answers ‘yes’ 
to this question consider an anxiety disorder and follow the recommendations for assess-
ment (see section 1.3.2).
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Unfortunately the criteria for GAD may be too restrictive for medical settings, as 
they require “excessive anxiety” for at least 6 months. In addition there is low agree-
ment between ICD10 and DSM-IV criteria for GAD [71]. Further, screening standards 
for non-GAD anxiety disorders remains a problem. For example, NICE states regard-
ing panic disorder “there is insufficient evidence on which to recommend a well-vali-
dated, self-reporting screening instrument to use in the diagnostic process, and so 
consultation skills should be relied upon to elicit all necessary information” [72].

4.6  Screening for Distress

Emotional distress is common to most mental health conditions and therefore may 
represent a valid screening target in itself. In addition “distress” is a patient-friendly 
term which is usually easily understood in most cultures. A definition of distress is 
“the experience of significant emotional upset arising from any physical or psychi-
atric condition” [73, 74]. Distress is not a specific category in DSM5 nor ICD10 
(International Classification of Diseases, 10th Edition) but rather a qualifying clini-
cal significance criteria. Accumulating evidence suggests that the presence of dis-
tress is associated with reduced health-related quality of life [75], poor satisfaction 
with medical care [76] and possibly reduced survival [77]. Unfortunately, interven-
tions for distress and related emotional disorders have failed to show any benefit on 
survival as a whole implying distress is linked with mortality through confounding 
factors [78, 79]. In 1998 the NCCN released a one-item, visual-analogue scale 
(VAS) known as the Distress Thermometer (DT) [80, 81]. This is a simple one-item 
visual-analogue thermometer with good sensitivity and modest specificity [82, 83]. 
NICE recognizes distress as an important symptoms and states:

For people with significant language or communication difficulties, for example people with 
sensory impairments or a learning disability, consider using the DT and/or asking a family 
member or carer about the person's symptoms to identify a possible common mental health 
disorder. If a significant level of distress is identified, offer further assessment or seek the 
advice of a specialist.

Despite the popularity of the DT, more sophisticated distress measures are avail-
able, and several have been widely studied in primary care including the General 
Health Questionnaire (GHQ). Indeed several promising variants of the thermometer 
format have been developed [84, 85]. Recently, Mitchell et al. developed a five-item 
Emotion Thermometer designed to measure multidomain emotional complications 
with better accuracy and yet no appreciably drop in acceptability compared with the 
original DT [68].

4.7  Screening for Bipolar Disorder and Severe  
Mental Illness

Screening for bipolar disorder is a relatively new area that has long been overlooked 
in hospital settings and in primary care. However detection is not always 
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straightforward because patients with bipolar disorder may have infrequent or very 
brief manic/hypomanic symptoms and patients may not recall past manic symptoms 
at all [86]. Several screening tests and self-completed questionnaires have been 
developed to facilitate the early detection of bipolar disorder including the Mood 
Disorders Questionnaire (MDQ) and the Bipolar Spectrum Disorders Scale [87]. 
The MDQ is a single-page screener for a lifetime history of manic or hypomanic 
symptoms using 13 yes/no items [88]. In a review of studies with mixed unipolar 
and bipolar patients, the MDQ was found to have modest accuracy (sensitivity 76% 
and specificity 81%), but sensitivity was only 37%, and specificity was 88% when 
undiagnosed patients were considered [89]. Given a concern over high false- positive 
rates, several authors propose that screening for bipolar is confined to those with 
current depression, focussing on the longitudinal history of bipolar disorder [90]. 
Indeed screening for bipolar disorder is not a common practice outside of specialist 
settings, and guidelines are rare. In the UK, NICE states [91]:

Do not use questionnaires in primary care to identify bipolar disorder in adults.

4.8  Screening for Dementia

Dementia is an increasing problem in society due to increasing longevity. In the UK 
recent national campaigns have called attention to dementia and encouraged early 
help seeking [92, 93]. Sixty to seventy percent of all people with dementia are not 
formally diagnosed [94]. Around 6–10% of inpatients in general hospital have 
dementia roughly 10 times the rate in the community [95, 96]. Typically only one in 
three hospital cases of dementia were previously known before admission, therefore 
many incident cases come to light in hospital.

The needs of patients with dementia are often overlooked, and such patients are 
also susceptible to environmental change and may find it difficult to communicate 
their needs in busy environments. General hospitals are not a good environment to 
manage dementia. GPs (primary care physicians) are usually the first source of con-
tact for individuals and their families worried about their memory [97]. GPs often 
competently manage patients with cognitive impairment without referral to hospital 
specialists [98]. Yet clinicians are understandably hesitant about using the term 
“dementia” prematurely and are generally cautious about disclosing this diagnosis 
[99, 100]. This concern over false-positive errors might reduce rates of inappropri-
ate treatment but, equally, might favour omission or delay in making a correct diag-
nosis. Studies show that documentation of dementia is often poor [101], and the 
typical time taken to reach a diagnosis of dementia or Alzheimer’s disease after first 
symptoms are noted by patient or family ranges from 10 months in Germany to 
32 months in the UK [96, 102]. Dementia is a feared diagnosis, and people under 
investigation should be asked if they wish to know the diagnosis, and with whom 
this should be shared. Several surveys suggest that GPs may not be confident in 
making a diagnosis of dementia and are often unsure about which tests or tools to 
use [103, 104]. Only a quarter use standardized criteria such as those provided by 
DSM-IV, ICD10 and DSM5 [105, 106]. Most non-specialists rely on their clinical 
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judgement, occasionally enriched with a basic cognitive screening tool such as the 
Mini-Mental State Examination (MMSE) [107, 108]. Official criteria for dementia 
require prolonged impairment in short- and long-term memory, deficits in other 
areas of cognition and functional impairment, but not all criteria agree precisely 
[109]. Ngo (2014) summarized current clinical guidelines for dementia [110]. From 
12 recent guidelines, 8 addressed cognitive testing, and there was agreement that a 
cognitive assessment should be performed using a validated, standardized tool. 
However the specific tools recommended are not very accurate in cases of mild 
dementia. Short cognitive tests include the MMSE, abbreviated mental test score 
(AMTS), and six-item cognitive impairment test (6CIT) and GPCOG. The Montreal 
Cognitive Assessment (MOCA), Addenbrooke’s Cognitive Assessment-Revised 
(ACE-R) and CAMCOG are probably more appropriate in cases of early dementia; 
indeed six guidelines recommended performing neuropsychological testing as an 
adjunct to the standard tools. Self- assessment tools such as TYM (Test Your 
Memory) often performed online are currently under development. Extensive in-
depth cognitive testing can be conducted by trained staff such as neuropsycholo-
gists, neuropsychiatrists or occupational therapists. Diagnosis is part of a process 
including history taking, cognitive and mental state examination, physical examina-
tion and biomedical investigations. NICE states that primary healthcare staff should 
consider referring people who show signs of mild cognitive impairment (MCI) for 
assessment by memory assessment services to aid early identification of dementia 
[111]. NICE also states [112]:

1.4.1.3 Clinical cognitive assessment in those with suspected dementia should include 
examination of attention and concentration, orientation, short and long-term memory, 
praxis, language and executive function. As part of this assessment, formal cognitive testing 
should be undertaken using a standardised instrument. The Mini Mental State Examination 
(MMSE) has been frequently used for this purpose, but a number of alternatives are now 
available, such as the 6-item Cognitive Impairment Test (6-CIT), the General Practitioner 
Assessment of Cognition (GPCOG) and the 7-Minute Screen. Those interpreting the scores 
of such tests should take full account of other factors known to affect performance, includ-
ing educational level, skills, prior level of functioning and attainment, language, and any 
sensory impairments, psychiatric illness or physical/neurological problems.

4.9  Screening for Delirium

Delirium is an important cognitive disorder with the hallmark of disturbed attention 
and/or awareness which normally develops rapidly. Delirium is very common in 
general medical settings with rates of between 15 and 20% of older medical patients 
and 25–70% after high-risk post-operative surgery, in palliative care units and in 
critical care, depending on the patient population and assessment methods [113]. 
However, delirium is frequently overlooked or misdiagnosed due to fluctuating 
symptoms and signs, overlap with dementia and due to infrequent use of routine 
cognitive screening [114, 115]. Delirium and dementia differ in their course and 
cognitive items attention and vigilance [116]. Delirium is costly, causing functional 
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impairment, increased falls, increased healthcare costs, prolonged hospitalization 
with an increased risk of placement in long-term care at discharge and increased 
risk of mortality [117]. It worsens pre-existing dementia and increases the risk for 
future dementia [118]. Delirium also causes significant psychological distress for 
patients, families and healthcare providers [119].

Detection rates for mental health conditions among older patients are typically 
very low. For example, one study found that delirium was missed in up to two-thirds 
of cases [120]. Even when problems are identified, the treatment provided by clini-
cal staff in acute hospitals is sometimes suboptimal despite availability of effective 
pharmacological and non-pharmacological treatments [121]. Many of the complica-
tions of delirium could be prevented with better risk assessment and early prophy-
lactic treatment according to some studies [122].

Many screening tools have been developed and validated for delirium. One 
review of 31 studies describing 21 delirium screening tools across a broad range of 
inpatient settings [123]. However there is a lack of evidence that screening imple-
mentation positively influencing patient outcomes. Nevertheless some organiza-
tions have recommend screening all patients or screening of specific patients 
considered at risk for delirium. The British Geriatrics Society guidelines include a 
recommendation to identify all patients over 65 years with cognitive impairment on 
admission [124]. Risk factors for delirium include dementia, recent surgery, 
untreated biochemical change, old age and visual and hearing impairment. Serial 
assessments are sometimes recommended but are not often conducted in practice. 
The Australian clinical practice guideline on management of delirium recommends 
establishment of a structured process for screening and diagnosis of delirium in all 
healthcare settings [125]. Clinical practice guidelines from the American College of 
Critical Care Medicine of the Society of Critical Care Medicine recommend routine 
assessment for the presence of delirium, including ICU patients [126]. The NICE 
guideline on diagnosis, prevention and management of delirium recommends 
assessment of risk factors for delirium in all patients when they first present as 
follows:

If indicators of delirium are identified, carry out a clinical assessment based on the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) criteria or short 
Confusion Assessment Method (short CAM) to confirm the diagnosis. In critical care or in 
the recovery room after surgery, CAM-ICU should be used. A healthcare professional who 
is trained and competent in the diagnosis of delirium should carry out the assessment. If 
there is difficulty distinguishing between the diagnoses of delirium, dementia or delirium 
superimposed on dementia, treat for delirium first [127, 128].

The Confusion Assessment Method is the most commonly employed custom 
tool to identify delirium [123, 129], but others include Delirium Rating Scale and 
Memorial Delirium Assessment Scale. However, the MMSE is also very widely 
used despite numerous limitations [130, 131]. All scales show significant limita-
tions in accuracy and can be challenging to use in patients with very severe 
symptoms.
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4.10  Screening for Alcohol Problems

Alcohol problems are a significant public health problem [132, 133]. Alcohol con-
sumption has been estimated to cause about 4–5% of all deaths and all disability 
[134]. Alcohol problems include alcohol use disorder (AUD), alcohol dependence 
and acute intoxication. Alcohol use disorders include a spectrum of excessive drink-
ing often described using the terms alcohol abuse (DSM-IV), hazardous drinking 
(WHO) or harmful drinking (ICD10). In the general population, hazardous drinking 
is seen in 30–40% [135] and alcohol dependence in 10% [136]. In primary care and 
hospital settings, approximately 7–30% have an AUD [137] and approximately 
4–10% have alcohol dependence [138]. In spite of these concerns, it seems that only 
a minority of patients with alcohol problems are detected and treated. Studies con-
ducted in the USA, Australia, the UK and Finland indicate that clinicians frequently 
do not screen for AUD and fail to address the problem in at least one-third to one-
half of cases even when the diagnosis is known. About a third of individuals with 
alcohol problems are detected by their general practitioner (GP), and screening for 
alcohol problems is not a routine in primary care [139–141] or in specialist settings. 
In most cases diagnosis is made by clinical judgement without the use of scales, 
blood tests or reference to diagnostic criteria [139, 140]. Similarly, only about a 
third of clinicians use alcohol screening questions and 15% cite use of biochemical 
markers [142, 143]. Patient surveys suggest that only 30–40% receive any enquiry 
about their alcohol habits [144–146] and a small percentage of those with alcohol 
problems report receiving advice to cut-down [147]. Screening followed by brief 
alcohol intervention results in significant reductions in consumption after discharge 
from hospital [148].

Many factors have been cited as barriers to appropriate and prompt recognition. 
These include clinician confidence as to what constitutes alcohol misuse [149], 
inadequate training [150], contractual incentives [151], lack of time [152], fear of 
labelling due to the stigma associated with substance abuse [153] and a belief that 
patients will not honestly disclose their drinking practices [154, 155].

In response to these concerns, the Institute of Medicine, the National Institute on 
Alcohol Abuse and Alcoholism (NIAAA), the American Medical Association and 
the American Society of Addiction Medicine have all recommended that clinicians 
routinely ask patients about alcohol use [156–158]. However the Scottish 
Intercollegiate Guidelines Network advocates clinical assessment with judicious 
use of questionnaires only where there is suspicion of alcohol problems [159]. The 
NIAAA and the US Preventive Services Task Force (USPSTF) recommend popula-
tion screening to identify problem drinking, that is, clinicians should ask all attend-
ees whether they drink and assess the specific quantity, frequency and pattern of 
consumption, but they do not recommend a specific tool [160]. The NIAAA also 
recommended targeted screening in that all patients who drink alcohol should be 
screened with the CAGE questions [161]. To date, variations of the AUDIT (Alcohol 
Use Disorder Identification Test), CAGE and MAST (Michigan Alcohol Screening 
Test) have been the most common questionnaires for alcohol problems, but these 
tools are difficult to use in a primary care practice [141, 157].
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4.11  Mixed Psychiatric Multidomain Screening

Screening for several psychiatric disorders at one time is potentially efficient but dif-
ficult to achieve in practice. Probably the best method is an algorithm starting with 
simple broad questions proceeding to more in-depth questions depending on response. 
A number of multidomain tools have been developed which encompass several bio-
psychosocial domains. For example, in cancer settings the Edmonton Symptom 
Assessment System (ESAS) has been extensively used and it includes six physical 
symptoms (pain, tiredness, nausea, depression, anxiety, drowsiness, appetite, well-
being, shortness of breath) and three psychosocial symptoms (well-being, depression, 
anxiety). The tool has been applied to nearly a million cancer patients in Canadian 
cancer hospitals [162]. Mitchell and colleagues proposed a multidomain extension to 
the distress thermometer called the Emotion thermometers (see www.emotion ther-
mometers.com) incorporating distress, depression, anxiety and anger. Preliminary 
validation in early- and late-stage cancers and also in cardiology and neurology set-
tings suggests the ET improves upon the accuracy of the DT [163]. Other multido-
main tools such as the 27-item My Mood Monitor (M-3) have been developed and 
tested in mental health and primary care settings [164]. Houston et al. (2011) devel-
oped a 17-item instrument for differential diagnosis of GAD, MDE, past/present 
mania and ADHD [165]. The Health of the Nation Outcome Scale (HoNOS) is a 
12-item scale and was developed by the Royal College of Psychiatrists’ measuring 
behaviour, impairment, symptoms and social functioning (Wing et al., 1996) [166]. 
HoNOS has been widely used in the NHS mostly in mental health trusts and fairly 
extensively field tested [167]. Another commonly used scale is the Clinical Outcomes 
in Routine Evaluation (CORE) [168] which is a widely used patient self- report mea-
sure across service settings particularly those delivering psychological treatments.

4.12  Conclusion: Judging the Effectiveness of Screening 
for Psychiatric Disorders

Screening is fundamentally designed to improve patient outcomes, but positive ben-
efits are not invariable [169–171]. Large-scale studies comparing care before and 
after screening (sequential cohort) or in groups randomized to screening are not 
common. There is much interest in what determines whether screening leads to an 
effective psychological assessment. Evidence suggests screening can benefit com-
munication and clinician referral patterns, but it has a weaker effect on the ability of 
clinicians to correctly identify cases. When mandated as clinical routine, screening 
can be widely disseminated, and therefore acceptability to both clinicians and 
patients is key. Acceptability can be enhanced by using a brief tool (possibly an 
algorithm or multidimensional design), with simple scoring, ideally one that gener-
ates meaningful results and one that does not duplicate work. Staff who are involved 
in tool development and dissemination tend to be more invested in the screening 
programme itself. To be effective screening must be allied with appropriate follow-
up and effective treatment. Screening should be used in combination with good 
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quality of care because good-quality screening cannot compensate for poor-quality 
care in other areas. An alternative to systematic screening is targeted screening of 
preselected high-risk groups, such as those with troubling physical complication or 
those people whose family members ask for help.

Following on from screening, a key question is what happens to patients who 
screen positive and those who screen negative. Generally, an evidence-based man-
agement plan is important to ensure that clinicians act systematically on screening 
results. It also helps ensure that the healthcare system has appropriate resources for 
handling distress. Thorough clinical assessment and competent management should 
follow a positive screen [172]. Clinicians should be able to override screening pro-
tocols using their expert judgement if needed. Future studies will clarify the optimal 
methods that bring added value to clinical practice. They will also clarify the best 
mode of delivery (e.g. computerized, paper, verbal). Future studies should use rep-
resentative samples, offer staff training and track uptake of subsequent interven-
tions. New trials addressing some of these methodological issues are currently 
underway. Successful screening tools could be incorporated into screening pro-
grammes that also contain elements for measuring unmet needs, desire for help, 
clinical responses and longitudinal outcomes. Screening which is accurate, accept-
able and has proven added value will have more likelihood of being seen as an 
integral part of essential clinical care.
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5Clinimetric Assessment in  
Psychosomatic Medicine

Fiammetta Cosci and Giovanni A. Fava

Abstract
“Clinimetrics” is the term introduced by Alvan R. Feinstein in the early 1980s to 
indicate a domain concerned with indexes, rating scales, and other expressions 
that are used to describe or measure symptoms, physical signs, and other clinical 
phenomena. Macroanalysis is a helpful clinimetric tool to identify the relation-
ships between biological and psychosocial variables and the individual targets 
for medical intervention. The present chapter illustrates how clinimetrics may 
help expanding the narrow range of information that is currently used in psycho-
somatic medicine. It will focus on the clinimetric approach, on the limitations of 
the current traditional nosography (i.e., the DSM-5), and on the assessment of 
psychosocial syndromes via the Diagnostic Criteria for Psychosomatic Research 
(DCPR)—revised. They have been recently presented in an updated version 
based on insights derived from studies carried out so far and encompass allostatic 
overload, type A behavior, alexithymia, the spectrum of maladaptive illness 
behavior, demoralization, irritable mood, and somatic symptoms secondary to a 
psychiatric disorder. Clinimetrics represents a perspective of psychosomatic 
medicine providing an intellectual home for clinical judgment, whose imple-
mentation is likely to improve outcomes both in clinical research and practice.
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5.1  The Clinimetric Approach

In 1967, Alvan Feinstein dedicated a monograph to an analysis of clinical reasoning 
that underlies medical evaluations, such as the appraisal of symptoms, signs, and the 
timing of individual manifestations [1]. In 1982, he introduced the term “clinimet-
rics” to indicate a domain concerned with the measurement of clinical issues that do 
not find room in customary clinical taxonomy. Such issues include type, severity, and 
sequence of symptoms, rate of illness progression (i.e., staging), severity of comor-
bidity, problems of functional capacity, reasons for medical decisions (e.g., treatment 
choices), and many other aspects of daily life, such as well-being and distress [2]. 
Feinstein, in his book on clinimetrics [2], quotes Molière’s bourgeois gentleman who 
was astonished to discover that he spoke in prose as an example of clinicians who 
may discover that they constantly communicate with clinimetric indices.

When Feinstein introduced the concept of comorbidity, he referred to any “addi-
tional co-existing ailment” separated from the primary disease, even in the case this 
secondary phenomenon does not qualify as a disease per se [3]. Indeed, in clinical 
medicine, the many methods that are available for measuring comorbidity are not 
limited to disease entities [4], and, as Cloninger remarked [5], mental disorders can 
be characterized as manifestations of complex adaptive systems that are multidi-
mensional in their description, multifactorial in their origins, and involve nonlinear 
interactions in their development.

A new method, which follows the clinimetric principles, has been developed for 
organizing psychosocial data as variables in clinical reasoning. Emmelkamp et al. 
[6] introduced the concept of macroanalysis (i.e., a relationship between co- 
occurring syndromes and problems is established on the basis of where treatment 
should commence in the first place), and Fava and Sonino [7] applied macroanalysis 
to assess the relationship between medical and psychological variables.

Macroanalysis starts from the assumption that in most cases there are func-
tional relationships with different more or less clearly defined problem areas [8] 
and that the targets of treatment may vary during the course of disturbances [7]. 
The hierarchical organization that is chosen may depend on a variety of contin-
gent factors (e.g., urgency, availability of treatment) that include also the patient’s 
preferences and priorities. Indeed, macroanalysis is not only a tool for the thera-
pist but can be used to inform the patient about the relationship between different 
problem areas and motivate the patient to change [6]. Macroanalysis also requires 
reference to the staging method, whereby a disorder is characterized according to 
seriousness, extension, and longitudinal development [9]. Macroanalysis should 
be supplemented by microanalysis, a detailed analysis of specific symptoms (e.g., 
onset and course of the complaints, circumstances that worsen symptoms, and 
consequences) [6].

Feinstein [10] remarks that, when making a diagnosis, thoughtful clinicians sel-
dom leap from a clinical manifestation to a diagnostic endpoint. The clinical reason-
ing goes through a series of “transfer stations,” where potential connections between 
presenting symptoms and pathophysiological process are drawn. These stations are 
a pause for verification or change to another direction. Macroanalysis may allow to 
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identify modifiable factors and their interactions. The case which is illustrated in 
Box 5.1 and Fig. 5.1 exemplifies the use of macroanalysis in the setting of a func-
tional bowel disorder. Symptoms of autonomic arousal are secondary to low sensa-
tion threshold and high suggestionability, thus indicating a syndrome of persistent 
somatization [11]. This category identifies patients in whom psychophysiological 
symptoms tend to cluster [11], as is frequently the case in patients with irritable 
bowel syndrome. As illustrated in Box 5.1 and in Fig. 5.1, the clinical psychologist 
approached the psychological problems according to a sequential approach [12], 
starting from lifestyle modification, proceeding to explanatory therapy and expo-
sure, proposing cognitive restructuring, and well-being therapy [13]. The treatment 
team was multidisciplinary and involved the collaboration of a primary care physi-
cian who referred the patient to a psychiatrist, a gastroenterologist, and a clinical 
psychologist.

The issue is to take full advantage of clinimetric tools within the clinical process. 
It is not that certain disorders lack an organic explanation; it is that our assessment 
is inadequate in most clinical encounters, and this particularly strikes when infor-
mation is not collected. In fields such as neurology and geriatrics, the main chal-
lenge is to classify disability rather than disease. Accordingly, clinimetric instruments 
have been developed for measuring pain, muscle functioning, gait and balance, dys-
kinesia, and delirium. On the contrary, psychiatric assessment [14] is focused on 
categorical diagnoses (DSM) [15] and does not take into account clinimetric con-
cepts such as well-being and euthymia [16] or measure of resilience such as coping 
strategies [13, 17]. As Feinstein remarks, “even when the morphologic evidence 
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Fig. 5.1 Assessment by macroanalysis (blue boxes and arrows in the blues circle) and related 
therapeutic approaches (orange boxes)
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shows the actual lesion that produces the symptoms of a functional disorder, a mere 
citation of the lesion does not explain the functional process by which the symptom 
is produced (...). Thus, the clinician may make an accurate diagnosis of gallstones, 
but if the diagnosed gallstones do not account for the abdominal pain, a cholecys-
tectomy will not solve the patient’s problem” [10; p. 270].

The emerging needs for a more complete and satisfactory assessment underscore 
the importance of patient-reported outcome scales [18, 19], such as the Psychosocial 
Index [20] or the Family Assessment Device [21]. In clinical medicine, there is the 
tendency to rely exclusively on “hard data,” preferably expressed in the dimensional 
numbers of laboratory measurements, excluding “soft information” such as impair-
ment, distress, and well-being [2]. This soft information, however, may now be 
reliably assessed by clinimetric methods. The new era of individualized patient care 
will require new ways of thinking; new types of data to describe clinical, social, and 
behavioral features of individuals; and new methods of analysis [22].

5.2  Traditional Nosography

Somatic symptoms disorder and other disorders with prominent somatic symptoms 
constitute the most specific classification of DSM-5 in the medically ill [15]. This 
category includes the diagnoses of somatic symptom disorder, illness anxiety disor-
der, conversion disorder, psychological factors affecting other medical conditions, 
factitious disorder, other specified somatic symptom and related disorder, and 
unspecified somatic symptom and related disorder [15]. According to the DSM-5, 
these disorders share as common feature the prominence of somatic symptoms 
associated with significant distress and impairment. However, DSM provides a very 
partial assessment of these disorders.

The main diagnosis, somatic symptom disorder, requires one or more distressing 
somatic symptoms (criterion A) and excessive thoughts, feelings, and behaviors 
related to these symptoms or associated health concerns (criterion B). It is assumed 
(criterion A) that these patients bear excessive health concerns about such symp-
toms. The DSM-5 justified this choice with the need to de-emphasize the role of 
medically unexplained symptoms. Criterion B was also justified by the need of 
including positive psychological features which are a requisite for diagnosing a 
mental disorder. However, psychological symptoms related to medically unex-
plained symptoms do not necessarily involve excessive anxiety and thoughts about 
the seriousness of symptoms. The persistence of distressing somatic symptoms may 
induce demoralization and irritability rather than anxiety about the meaning of the 
symptoms. In addition, the evaluation of the disproportion of thoughts on the seri-
ousness of symptoms, as well as of time and energy spent for them (criterion B), 
entails a wide variability in the clinician’s judgment [23].

The diagnosis of illness anxiety disorder is concerned with the preoccupation 
with having or acquiring a serious illness. It is characterized by absence or low 
intensity of somatic symptoms and health-seeking or avoidant behavior that is 
judged to be maladaptive [15]. The definition does not include hypervigilance to 

F. Cosci and G. A. Fava



83

bodily symptoms but mentions that “the individual is easily alarmed about personal 
health status.” Thus, no insight specifiers have been introduced [24]. A potential 
problem is the lack of clarity inherent in the overlapping criteria of somatic symp-
tom disorder and illness anxiety disorder. A broader problem is that illness anxiety 
disorder does not depend on the presence of somatic symptoms and clearly shares 
clinical characteristics with disorders in other groupings [24]. In addition, according 
to F diagnostic criterion, illness-related preoccupation is not better explained by 
another mental disorder. A potential problem, in this case, is related to the differen-
tial diagnosis. Avoidance and repetitive safety-seeking behaviors are, for instance, 
common in patients with obsessive-compulsive disorder [25] and body dysmorphic 
disorder [26]. Similarly, the most common prodromal symptoms of panic are illness 
phobia, health anxiety, or fear of disease [9]. Thus, the application of criterion F 
might reduce significantly the possibility to formulate this diagnosis and might let 
clinician forget that illness anxiety is a dimensional rather than a categorical 
construct.

In conversion disorder, the essential feature is neurological symptoms that are 
incompatible with neurological pathophysiology [15]. The DSM-IV criterion B 
concerning the presence of psychological factors preceding the initiation or the 
exacerbation of symptoms was removed in DSM-5. This choice seems to be incon-
sistent with the proposal to de-emphasize the role of medically unexplained symp-
toms and to include positive psychological features in the diagnoses. According to 
the suggested criteria, each patient with medically unexplained symptoms or defi-
cits of voluntary motor or sensory function may satisfy the diagnosis of conversion 
disorder. However, about 30% of outpatients who attend neurological facilities have 
symptoms not explained by medical findings [27]. In addition, the proposed diagno-
sis of conversion disorder might depend on the accuracy of the medical 
examinations.

The essential feature of psychological factors affecting other medical conditions 
is the presence of clinically significant psychological or behavioral factors that 
adversely affect a medical condition by increasing the risk for suffering, death, or 
disability [15]. These factors are poorly specified and add little to the diagnostic 
process.

The diagnosis of factitious disorder embodies persistent problems related to ill-
ness perception and identity [15]. Other specified somatic symptom and related 
disorders and unspecified somatic symptom and related disorder include conditions 
for which some, but not all, of the criteria for somatic symptom disorder or illness 
anxiety disorder are met [15].

The DSM-5 removed the diagnosis of hypochondriasis. The majority of patients 
with DSM-IV hypochondriasis would be subsumed under the rubric of somatic 
symptom disorder and the remaining part under the diagnosis of illness anxiety 
disorder [15]. Those with somatic symptom disorder are characterized by the pres-
ence of distressing somatic symptoms, while in patients with illness anxiety disor-
der, somatic symptoms are absent or, if present, are mild. The presence of somatic 
symptoms is the differential feature between the two diagnoses. Thus, the distinc-
tive features of hypochondriasis, which include preoccupation, anxiety, bodily 
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hypervigilance, and avoidance behaviors, were lost [23]. In addition, both in somatic 
symptom disorder and illness anxiety disorder, disease conviction is virtually 
neglected, and the diagnostic criteria are more representative of health anxiety than 
disease phobia.

In addition, there are two major ambiguities that may result in misleading clini-
cal indications. One is concerned with the use of the term “somatic symptom.” 
Even though the DSM-5 attempts to avoid the centrality of medically unexplained 
symptoms that occurred in the DSM-IV and acknowledges the potential occur-
rence of these clinical phenomena in established medical disorders, its use of the 
term “somatic symptoms” reflects an ill-defined concept of somatization, as the 
tendency to experience and communicate psychological distress in the form of 
physical symptoms and to seek medical help for them [28]. Anything that could not 
be explained by organic factors, with special reference to laboratory investigations, 
is thus likely to fall within the domains of somatization. For instance, conversion 
disorder is also named functional neurological symptom disorder; its B diagnostic 
criterion states “clinical findings provide evidence of incompatibility between the 
symptom and recognized neurological or medical conditions” [15], and its C crite-
rion states “the symptom or deficit is not better explained by another medical or 
mental disorder” [15]. Thus, the DSM-5 maintains the misleading organic/func-
tional dichotomy which is based on the assumption that if organic factors cannot 
be identified, there should be psychiatric reasons which may be able to fully explain 
the somatic symptomatology. In addition, it neglects that the presence of a non-
functional medical disorder does not exclude, but indeed increases, the likelihood 
of psychological distress and abnormal illness behavior [29]. This old logic that, if 
it is not organic, it should be psychiatric is reinforced by the fact that these diag-
nostic categories are defined as psychiatric and exclusion criteria for other psychi-
atric disorders are endorsed. George Engel [30] was very critical on the disease 
concept of functional medical disorder or medically unexplained symptoms. For 
instance, he regarded the view that irritable bowel syndrome is caused by psycho-
logical influences as an oversimplification [30]. It clashes with the nature of psy-
chosomatic medicine itself which is a comprehensive, interdisciplinary framework 
for the assessment of psychosocial factors affecting individual vulnerability, 
course, and outcome of any type of disease, the holistic consideration of patient 
care in clinical practice, and the specialist interventions to integrate psychological 
therapies in the prevention, treatment, and rehabilitation of medical disease [11].

A second major source of confusion in the DSM-5 classification system is given 
by the fact that it makes reference to abnormal illness behavior in all diagnostic 
rubrics, but it never provides a conceptual definition for it. Pilowsky [31] character-
ized abnormal illness behavior as the persistence of a maladaptive mode of experi-
encing, perceiving, evaluating, and responding to one’s own health status, despite 
the fact that a doctor has provided a lucid and accurate appraisal of the situation and 
management to be followed (if any), with opportunity for discussion, negotiation, 
and clarification, based on adequate assessment of all relevant biological, psycho-
logical, social, and cultural factors. Its formulation takes into account the role of the 
patient-doctor interaction in determining illness behavior. We recently proposed a 
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conceptualization of illness behavior as a unifying viewpoint of psychosomatic 
medicine [32]. The simple fact that, in the presence of certain physical symptoms, 
some persons immediately seek medical help while others wait a long time before 
consulting a physician determines the likelihood of early recognition of a life- 
threatening disease and its prompt treatment and prognosis [33]. In addition, once 
the symptoms of a medical disease are experienced by a person, or she has been told 
by a doctor that he/she is ill even if symptoms are absent, this disease-related infor-
mation gives rise to psychological responses which are likely to influence the 
course, therapeutic response, and outcome of a given illness episode. Illness behav-
ior is one of the factors that demarcate major prognostic and therapeutic differences 
among patients who otherwise seem to be deceptively similar since they share the 
same diagnosis [33]. Thus, illness behavior is a core characterization in psychoso-
matic medicine and provides an explanatory model for clinical phenomena that do 
not find room in customary taxonomy [32].

The clinical inadequacy of DSM-5 is not limited to somatic symptom and related 
disorders; critiques have been raised also for anxiety and depressive disorders chap-
ters. The main limitation is that DSM-5 maintains the categorical diagnoses, since, 
ultimately, the diagnosis is largely dependent on a “yes” or “no” decision. Thus, 
comorbidity is still common, and there is some question as to whether comorbid 
conditions such as depression and anxiety are distinct or different expressions of 
some shared underlying dysfunction [34]. Second, although clinicians had used the 
“not otherwise specified” disorders 30–50% of the time, the category “unspecified 
disorder” was maintained indicating that a sizable proportion of phenomena will still 
have a varied presentation that existing categories do not capture [35]. This is prob-
lematic because “unspecified” is not informative in terms of describing the condition 
or making decisions about treatments, even in case of use of specifiers. Finally, a 
categorical system assumes that each disorder is homogenous and that disorder 
occurs at the particular cut point. There is no recognition of prodromes, of residual 
symptoms, and of different stages of the same illness [9]. This view is at odds with 
clinimetrics as well as with a bulk of the literature showing that symptoms vary con-
siderably in terms of severity and accompanying features. In this vein, categorical 
assignment loses potentially useful clinical information about the condition and 
about what treatment strategies might be indicated. There has been considerable 
debate on various diagnostic aspects of mood and anxiety disorders [36–41].

5.3  Assessment of Psychosocial Syndromes

Current emphasis in psychiatry is still about assessment of symptoms resulting in 
syndromes identified by diagnostic criteria (DSM). However, growing awareness 
has shown that also symptoms which do not reach the threshold of a psychiatric 
disorder may affect quality of life and entail pathophysiological and therapeutic 
implications. This awareness led to the development of the Diagnostic Criteria for 
Psychosomatic Research (DCPR) [42] together with a specific diagnostic interview 
[43]. The DCPR have helped to translate psychosocial variables that derived from 
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psychosomatic research into operational tools. They were introduced in 1995 and 
tested in various clinical settings in different countries [42–49]. Their value in the 
psychosomatic assessment, regardless of “organic” or “functional” nature of the 
illness, has been largely documented [43, 50]. The DCPR have been recently revised 
[11] based on insights derived from their use in two decades and different settings 
[43, 50]. The DCPR-revised (DCPR-R) syndromes will be here briefly described in 
relation to the clinical domains they pertain to (Table 5.1).

5.3.1  Stress

The role of life change and stress has evolved from a simplistic linear model to a 
more complex multivariant conception embodied in the “allostatic” construct [51, 
52], allostasis being the ability of the organism to achieve stability through change. 
DCPR-R allostatic overload refers to the wear and tear that results from either too 
much stress or from insufficient coping, such as not turning off the stress response 
when it is no longer needed. Biological parameters of allostatic load have been linked 
to cognitive and physical functioning and mortality [53]; and the human reward sys-
tem has been conceptualized as the main antagonist of the stress system, thus allow-
ing to understand health and stress-related disease from a wellness perspective [19]. 
Frequently post-stress symptoms occur during leisure periods such as weekends and 
vacation [54].

5.3.2  Personality

DCPR-R type A behavior is derived from the “specific emotional complex” observed 
in patients with heart conditions in the late 1950s [55] and has been recognized in 
36.1% of subjects at risk of coronary heart disease and in 10.8% of patients with 
non-cardiac diseases [56]. DCPR-R alexithymia appears to be linked to increased 
risk and worsened outcome of medical conditions such as cardiovascular diseases, 
gastrointestinal disorders, cancer, and altered immune response to stress [57, 58].

Table 5.1 Diagnostic 
Criteria for Psychosomatic 
Research revised version 
(DCPR-R) [11]

Allostatic overload Stress
Type A behavior Personality
Alexithymia
Hypochondriasis Illness behavior
Disease phobia
Thanatophobia
Health anxiety
Persistent somatization
Conversion symptoms
Anniversary reaction
Illness denial
Demoralization Psychological
Irritable mood
Secondary somatic symptoms
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5.3.3  Illness Behavior

DCPR-R include the DSM diagnosis of hypochondriasis, which was omitted in the 
DSM-5 classification [15], and its prevalent variant, disease phobia. Disease phobia 
and thanatophobia may be components of a hypochondriacal syndrome, yet they 
may also occur independently. Disease phobia differs from hypochondriasis for three 
characteristics: (a) fears concern a specific disease and are unlikely to be shifted to 
another disease or organ system [32], (b) fears tend to manifest themselves in attacks 
rather than in constant worries as in hypochondriasis [59], and (c) disease phobia 
often results in the avoidance of internal and external illness-related stimuli, while 
hypochondriasis usually involves reassurance-seeking or checking behaviors [60]. 
Health anxiety is characterized by worries and attitudes concerning illness and pain 
that are less specific than in hypochondriasis and disease phobia and respond to med-
ical reassurance. Both the DSM somatization disorder and undifferentiated somato-
form disorder are replaced by the DCPR-R persistent somatization, conceptualized 
as a clustering of somatic symptoms involving different organ systems [61]. DCPR-R 
conversion symptoms may be redefined according to Engel’s stringent criteria [62], 
involving features such as ambivalence, histrionic personality, and precipitation of 
symptoms by psychological stress of which the patient is unaware. In a sample of 
1498 patients from various medical settings [63], DCPR conversion symptoms were 
found in 4.5% of subjects. In the same study [63], anniversary reaction, which is a 
special form of somatization or conversion specifically linked to an anniversary, had 
a prevalence of 3.6%. DCPR-R illness denial corresponds to the persistent denial of 
having a medical disorder and needing treatment which frequently occurs in the 
medical setting [64].

5.3.4  Psychological

The original DCPR definition of demoralization integrated Frank’s demoralization 
syndrome [65] and Schmale and Engel’s giving up-given up complex [66]. 
Demoralization and major depression can be differentiated on clinical grounds; they 
may occur together or independently; and major depression does not necessarily 
involve demoralization [67]. The revised DCPR criteria for demoralization include 
two different expressions: helplessness (i.e., the individual maintains the capacity to 
react but lacks adequate support) and hopelessness (i.e., the individual feels he/she 
alone is responsible for the situation, and there is nothing he/she or anyone else can 
do to overcome the problem) [68]. Hopelessness/giving-up would be more likely 
linked to depressive illness and may provide a severity connotation to the diagnosis 
of major depressive disorder.

The DCPR-R irritable mood refers to the concept of irritability which may be 
part of psychiatric syndromes; it is always unpleasant for the individual, and its 
overt manifestation lacks a cathartic effect [69]. Several studies found a significant 
impact of irritable mood on the course of medical disorders as well as on the adop-
tion of unhealthy lifestyles [70, 71].
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Psychiatric illness appears to be strongly associated with physical diseases: mental 
disorders increase the risk for communicable and noncommunicable diseases, many 
health conditions increase the risk for mental disturbances, and comorbidity compli-
cates recognition and treatment of medical disorders [72]. The potential relationship 
between medical disorders and psychiatric symptoms ranges from a purely coinciden-
tal occurrence to a direct causal role of organic factors. The latter may be subsumed 
under the rubric of symptomatic affective disorder whose key feature is the resolution 
of psychiatric disturbances upon specific treatment of the organic condition [73]. The 
relationship between depression and medical illness [74–76] as well as between anxi-
ety disorders and medical illness has been found to entail important clinical implica-
tions [77, 78]. The revised DCPR diagnosis of secondary somatic symptoms 
acknowledges their hierarchical relationship to psychiatric disorders, particularly mood 
and anxiety disturbances. With the DCPR-R syndrome of somatic symptoms second-
ary to a psychiatric disorder, the physician formulates the hypothesis that the bulk of 
somatic symptomatology may remit upon remission of the psychiatric disorder [78].

The advantage of this classification is that it departs from the organic/functional 
dichotomy and from the misleading and dangerous assumption that if organic factors 
cannot be identified, there should be psychiatric reasons which may be able to fully 
explain the somatic symptomatology. In 2004, Tinetti and Fried [79] suggested that 
time has come to abandon disease as the primary focus of medical care. When dis-
ease became the focus of medicine in the past two centuries, the average life expecta-
tion was 47 years, and most clinical encounters were for acute illness. Today the life 
expectancy in Western countries is much higher, and most of clinical activities are 
concentrated on chronic disease or non-disease-specific complains. Disease- specific 
guidelines provide very limited indicators for patients with multiple conditions [80]. 
Tinetti and Fried [79] suggested that the goal of treatment should be the attainment 
of individual goals and the identification and treatment of all modifiable biological 
and non-biological factors, according to Engel’s biopsychosocial model [81].

5.4  Clinical Implications

A satisfactory psychosomatic assessment may entail several implications for man-
agement of medical disorders:

 (a) Presence of psychological disturbances (e.g., demoralization, irritable mood) 
or abnormal illness behavior (from hypochondriasis to illness denial passing 
through cyberchondria [82]) which interferes with treatment or leads to fre-
quent health-care utilization.

 (b) Subtyping according to psychological variables since psychological variables 
such as depressed mood in the medically ill are associated with a worse prog-
nosis and deserve specific consideration [83].

 (c) Impaired quality of life and functioning not entirely justified by the medical 
condition. An increasing body of evidence links the progression of severe medi-
cal disorders to specific lifestyle behaviors [e.g., 84]. The benefits of modifying 
lifestyle have been particularly demonstrated in coronary heart disease [85] and 
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type 2 diabetes [86]. A basic psychosomatic assumption is the consideration of 
patients as partners in managing disease. The partnership paradigm includes 
collaborative care (i.e., a patient-physician relationship in which physicians and 
patients make health decisions together) and self-management (i.e., a plan that 
provides patients with problem-solving skills to enhance their self-efficacy).

 (d) Treatment of psychiatric comorbidity. Psychiatric disorders, and particularly 
major depression, are frequently unrecognized and untreated in medical set-
tings, with widespread harmful consequences for the individual and the society. 
Treatment of psychiatric comorbidity such as depression, with either pharma-
cological or psychotherapeutic interventions, may improve symptoms, health- 
related functioning, and the patient’s quality of life, even though an effect on 
medical outcome has not been demonstrated [11].

 (e) Psychosocial interventions. The use of psychotherapeutic strategies (i.e., 
cognitive- behavioral therapy, stress management procedures, brief dynamic 
therapy) in controlled investigations has yielded a substantial improvement in a 
number of medical disorders [87, 88]. Examples are interventions that increase 
social support, improve mood and enhance health-related behavior in patients 
with cancer [89], foster self-control and self-management in chronic pain [90] 
and asthma [91], and improve emotional disclosure [92].

 (f) Treatment of abnormal illness behavior. For many years abnormal illness 
behavior has been viewed mainly as an expression of personality predisposition 
and considered to be refractory to treatment by psychotherapeutic methods. 
There is now evidence to challenge such pessimistic stance. For instance, sev-
eral controlled studies indicated that hypochondriasis is a treatable condition by 
the use of cognitive strategies [93].

 Conclusions

The need to include consideration of functioning in daily life, productivity, per-
formance of social roles, intellectual capacity, emotional stability, and well-being 
has emerged as a crucial part of clinical investigation and patient care. Feinstein 
urged clinicians to develop a “basic science” of their own “to study clinical phe-
nomena directly, to specify the importance of different types of clinical data, to 
improve the scientific quality of the data, to identify (or create) appropriate sys-
tems of taxonomy for classifying the information, and to develop intellectual 
models and pragmatic methods that would articulate the clinical process, reca-
pitulate it, and use the results for quantified analyses” [94; p.800]. Yet, such 
“basic” scientific challenges have been generally overlooked in the past decades, 
where emphasis has been placed on models derived from basic sciences [2].

Psychosocial aspects have become particularly important in chronic diseases, 
where cure cannot take place and also extend over family caregivers of chronically 
ill patients and health providers. Both in primary care and specialty fields, the tra-
ditional morphologic constraints (e.g., cardiology, gastroenterology) appear to be 
more and more inadequate in dealing with symptoms and problems that cut across 
organ system subdivisions. These inadequacies appear to be particularly pro-
nounced in the large proportion of patients who lack an organic explanation for 
their disturbances [95]. Patients have become increasingly aware of these issues. 
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The commercial success of books on complementary and mind-body medicine 
exemplifies the receptivity of the general public to messages of well-being pursuit 
by alternative medical practices. Psychosomatic interventions may respond to these 
emerging needs within the established medical system and may play an important 
role in supporting the healing process. Further, there is increasing need of expand-
ing the concept of recovery merely based on laboratory and/or imaging parameters 
to consideration of the level of functioning in daily life. Patients, for instance, may 
display a normalization of hormone parameters and yet feel impairment and distress 
[7, 96]. These issues are well known in rehabilitation medicine [97].

In health care, the product is clearly health, and the patients are one of the produc-
ers, not just a customer [98]. As a result, “optimally efficient health production 
depends on a general shift of patients from their traditional roles as passive or adver-
sarial consumers, to become producers of health jointly with their health profession-
als” [98]. The partnership paradigm includes both collaborative care and 
self-management. As Kroenke argued [99], neither chronic medical nor psychiatric 
disorders can be managed adequately in the current environment of general practice, 
where the typical patient must be seen in 10–15 min or less. It is idealistic to pursue 
shared decision and self-management, when time for interaction is so minimal.

Box 5.1: A 34-Year-Old Woman with Irritable Bowel Syndrome1

Ms. X is a 34-year-old woman who was diagnosed with irritable bowel syn-
drome (abdominal pain, diarrhea) on the basis of her symptomatology, after 
extensive negative medical work-up. She was in a situation of chronic stress 
because in the previous 12 months, she made several attempts to get pregnant, 
without success. She was then referred for psychiatric consultation. 
Interviewing did not identify a specific psychiatric disorder but disclosed the 
presence of an allostatic overload (she felt overwhelmed by the several medi-
cal examinations she was running to clarify the reasons of her difficulties in 
getting pregnant), a tendency to perfectionism, phobic avoidance (she did 
not use public buses because she felt unsafe there), and lack of personal 
growth (i.e., seeing her future without a child or overcoming the difficulties 
of getting pregnant). No psychotropic drugs were prescribed. She was referred 
to a clinical psychologist who found persistent somatization and first intro-
duced some lifestyle modifications as to her allostatic overload. The psychol-
ogist then addressed abnormal illness behavior with explanatory therapy for 
correcting hypochondriacal fears and beliefs, phobic avoidance with expo-
sure, perfectionism with cognitive restructuring, and lack of personal growth 
with well-being therapy. After 6  months, there was a remarkable general 
improvement, which was maintained at a 1-year follow-up.

1 The various elements of macroanalysis are highlighted (bold letters) and shown in Fig. 5.1.
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“The patient enters the hospital as if he were entering a 
business concern, to be served in the best possible way by an 
impersonal apparatus. And the physician of modernity acts as if 
he were a collectivity, which cares for the patient without a 
physician’s entering into the treatment in any personal way. 
[…]”

(Jaspers, 1959, The physician in the technological age, p. 254)
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Abstract
Dignity-conserving care is a multifactorial construct, consisting of three primary 
domains, i.e. illness-related concerns, such as symptom distress; dignity- 
conserving perspectives and practices, such as continuity of the self, mainte-
nance of pride and hopefulness; and social dimensions of dignity, such as privacy 
concerns, burden to others and aftermath concerns. Dignity-conserving care has 
recently been the focus of research in both somatic and mental care settings. In 
patients suffering from somatic disorders, particularly chronic and progressive 
disorders, loss of dignity is often manifested by loss of identity, shattering of 
their self-image or having psychological, interpersonal, spiritual and existential 
needs that are not being adequately addressed. Similar issues apply to psychiatric 
patient healthcare, where stereotypes, prejudice and discrimination continue to 
exist. Fractured dignity has been associated with increasing levels of physical 
and psychological symptoms, including spiritual pain. The delivery of dignity- 
conserving care is essential in achieving a holistic and healing approach, improv-
ing the satisfaction of patients, families and healthcare professionals alike.

6.1  Introduction

Dignity, as a core tenant of human life and human rights, has been studied in many 
different areas from philosophy to bioethics, from law to sociology as well as medi-
cine and the healthcare system in general [1, 2]. The term “dignity” derives from the 
Latin nouns decus (ornament, distinction, honour, glory, but also worthiness of hon-
our and esteem) and dignitas, which is “an individual or group’s sense of self- respect 
and self-worth, physical and psychological integrity and empowerment” [3, 4].

Human dignity has been the object of essays and reflection starting from Pico della 
Mirandola Oration on the Dignity of Man (De hominis dignitate) [5] that, as the 
Manifesto of the Renaissance, remapped the human landscape to centre all attention 
on human capacity and human perspective. He said that “human vocation is a mystical 
vocation that has to be realized in three stages, which comprehends necessarily moral 
transformation, intellectual research and final perfection in the identity with the abso-
lute reality. This paradigm is universal, because it can be retraced in every tradition”. 
The Kantian perspective of dignity is more aligned with the moral imperative stipulat-
ing that we should treat human beings not as instruments but as ends in and of them-
selves, having ultimate moral worth [6]. Marcel, from a different perspective, situated 
dignity in inter-human relationships and in the fragile vulnerable finitude of the human 
individual, which contrasts with his effort to recognize his unique human values.

Although the concept of dignity in medicine is complex, in general, we can con-
sider that dignity relates to the dimension of intrinsic worth, that is, the inherent and 
inalienable value that belongs to every human being simply by virtue of being 
human [7]. The other notion of dignity invokes the dimension of worthiness of 
respect or attributable dignity that demands affirmation and calls for action, approval 
and support [8]. Sulmasy [9] also identifies similar concepts when speaking of 
intrinsic dignity, which refers to worth, stature or value that human beings have 
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simply because they are human, and attributed dignity, thus a created dignity, which 
refers to worth, stature or value that human beings confer upon others by acts of 
affirmation. These two aspects of dignity are sometimes referred to as dignity-of- 
self (the dignity we attach to ourselves as integrated and autonomous persons) and 
dignity-in-relation (the dignity that the individual perceives or does not perceive in 
the eyes of others within interpersonal relationships) [8].

In modern medicine, the importance of dignity has not been taken much into 
consideration within the relationship between patients and their healthcare profes-
sionals. As Jaspers pointed out over 60 years ago, advances in the natural sciences 
and in technology have had a transformative influence on the art of clinical medi-
cine and its ancient Hippocratic ideal, which has seen medicine become largely 
rooted in science and technology and less so in the humanity of the physician. He 
indicates that this leads to the patient being perceived as an “object” without any 
specific individuality and uniqueness (also referred as personhood),1 while, at the 
samte time, the physician’s identity is threatened since he becomes victim of his 
technological instruments. This results in a doctor-patient relationship that is 
deprived of considerations such as dignity [10]. More recently, Pellegrino [11] 
echoes these risks by underlining the need to preserve dignity and prevent indignity 
in medicine, namely, patients easily losing their identity, not being able to recover 
their self-image challenged by the illness, losing all sense of personal worth and 
feeling ashamed and vulnerable. He states:

Physicians cannot ignore those many assaults on human dignity, intrinsic as well as attrib-
uted, that are taken for granted in the bureaucratic, commercialized, and impersonal places 
that hospitals have, all too often, become. […] A more collective sense of shared responsi-
bility for the ‘dehumanization,’ the ‘depersonalization,’ or the ‘alienation’ that the sick feel 
in today’s health and medical care institutions must fall on the physician. […] The need to 
sensitize physicians and other health professionals is an urgent one in today’s mechanized 
experience of illness. (p. 2 532)

In spite of the fact that guidelines for several clinical specialties and other health-
care professionals include ethical codes that underscore the importance of maintain-
ing and respecting patient dignity, there are a myriad of ways in which dignity can 
be compromised. These include rudeness, indifference, condescension, dismissal, 
disregard, intrusion, objectification, restriction, labelling, contempt, discrimination, 
revulsion, deprivation and assault [12]. These can emerge in the context of asym-
metrical relationships between patients and healthcare professionals [10]. Also, the 
structure of the healthcare system, as underscored in many different reports, can 
result in bureaucratic organizations in which workers experience increasing 
demands and caseloads, inadequate resources and uncertainty about the best way to 
approach their work. These are all obstacles to a dignified, compassionate and 
humanized approach. Task-based culture prioritizes meeting targets over the provi-
sion of patient-centred care, spending time filling out forms rather than attending to 
the psychological and spiritual dimensions of patient suffering and priveliging 

1 Personhood here is intended as the status of being a person, a human person as the natural inher-
ent capacity to give rise to human functions, whether or not those functions are ever attained.
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models of care which value “doing” things rather than “reflecting” on the holistic 
nature of the patient experience [13–15].

The challenge of modern medicine is how to embrace the human side of the 
profession, while not abandoning the empirical scientific approach, hence allowing 
healthcare professionals to more fully address the multitude of individual patient 
needs.

6.2  Dignity and the Dimensions of Care in Medicine

An attempt to redefine the mission of medicine was proposed by Tournier, who 
emphasized the need for personalized medicine [16] as a holistic clinical approach. 
The latter denotes an integration of the scientific method along with psychological 
insights that are infused with transcendental/existential awareness and the search 
for meaning and purpose [17]. In Tournier’s conceptualization of medicine, all the 
dimensions of the person as a whole, namely, the biological, psychological, social 
and spiritual aspects of individuals in health and illness, should be part of medicine, 
by referring to the uniqueness and dignity of man, also in his suffering, with his 
resources and not just deficits, with all his desires to be accepted, experiencing sin-
cere validation and finding purpose in life [18].

The medical literature, particularly the palliative care literature, has begun to 
examine these holistic dimensions of healthcare. Patients affected by chronic condi-
tions (including psychiatric and medical disorders) and life-threatening diseases 
usually present and report a series of interpersonal, psychological and spiritual 
unmet needs. Spiritual pain, a notion that aligns with an undermining of dignity, has 
been defined by Murata [19] as the pain caused by extinction of the being and the 
meaning of the self and characterized by a threat to three dimensions of being 
human: namely, a being founded on temporality, a being in relationship and a being 
with autonomy. For these reasons, spiritual pain and undermining of dignity in 
patients with chronic and disabling conditions (medical, psychiatric as well as at the 
end of life) are characterized by a sense of meaninglessness of life, loss of identity 
and worthlessness of living derived from loss of the future, loss of others and loss of 
autonomy.

6.2.1  Dignity in Somatic Disorders

In different medical settings, such as cardiology, neurology, infectious disease (e.g. 
HIV infection), nephrology, respirology and oncology, studies have shown that 
patients’ needs are not being addressed by multidisciplinary healthcare teams, caus-
ing an increase of suffering [20–23]. About 50% of patients with advanced stages of 
cancer indicated that overcoming their fears, finding hope, finding meaning in life, 
finding spiritual resources and having someone to talk to about finding peace of 
mind were significant needs to be responded to [24]. According to Chochinov et al. 
[25], a very high percentage of patients in an advanced stage of cancer would 
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consider spiritual and interpersonal problems as needing attention from healthcare 
professionals, such as feeling a burden to others (87.1%), feeling of not making a 
meaningful and/or lasting contribution in one’s own life (83.7%) and not feeling 
worthwhile or valued (81.4%). More recently, Chochinov et  al. [26] examined 
patients with amyotrophic lateral sclerosis (ALS), chronic obstructive pulmonary 
disease (COPD) and end stage renal disease (ESRD) and found that some aspects of 
dignity, such as feeling of being a burden to others, anxiety and depression, uncer-
tainty and feeling of not having control over one’s own life, differed across these 
conditions. Physicians tend to have a limited vision of dignity, wherein they con-
sider the physical aspects of suffering most influential in preserving dignity, while 
patients’ caregivers have a broader perspective that includes the significant role of 
psychosocial aspects in preserving dignity at the end of life [27].

In patients with chronic medical disorders, Van Gennip et al. [28] found three 
different trajectories of dignity over time: a dynamic equilibrium in which the indi-
vidual’s sense of dignity was temporarily diminished followed by a return to previ-
ous levels, a downward trend in which the sense of dignity was diminished with 
progression of the disease without a return to previous levels, and stability in which 
the sense of dignity remained unaltered despite changes in circumstances. In their 
longitudinal study, dignity remained unaffected by the disease experience in a small 
percentage of cases, while most patients experienced more frequent problems in 
maintaining or regaining their sense of dignity in the face of progressive loss.

Loss of dignity has been associated with both physical (e.g. lack of energy, pain, 
shortness of breath) and psychological symptoms (e.g. anxiety, sadness, irritability) 
[29]. In contrast, treating patients with dignity is an independent factor related to 
higher satisfaction, adherence and receptivity to preventive care [30].

Spirituality and its components related to dignity have also been investigated in 
many different chronic diseases, including cancer [31, 32], cardiovascular disorders 
[33], HIV infection [34, 35], critical care medicine [36] and palliative medicine 
[37]. A number of studies have indicated that spiritual well-being, particularly the 
dimensions of meaning and peace, is related to better quality of life, adaptation to 
illness and physical, emotional and interpersonal well-being [38]. Williams [39] has 
underlined the fundamental importance of spirituality at the end of life and high-
lighted the need for a shift to spiritually oriented care considering that the existing 
end-of-life frameworks tend to neglect spiritual work and research that focus on 
spirituality.

6.2.2  Dignity in Psychiatric Disorders

Issues related to dignity have not been specifically examined in psychiatry, although 
the theme has been indirectly addressed under the rubric of stigma [40] and viola-
tions of human rights [41]. There is much work to be done in order to achieve health 
and equality among patients with severe mental illness (SMI), given their experi-
ence is still characterized by multiple overlapping layers of inequality and discrimi-
nation within society and the health system itself [42].

6 Dignity-Conserving Care in Medicine



102

Stereotype, prejudice and discrimination continue to exist within the healthcare 
setting and can enter into relational encounters in daily life and among healthcare 
providers [43]. Institutional stigma (i.e. organizational policies or a culture of nega-
tive attitudes and beliefs about mental illness), public stigma (i.e. a set of negative 
attitudes and beliefs that motivate individuals to fear, reject, avoid and discriminate 
against people with mental illness), self-stigma (i.e. the internalization of public 
stigma and prejudices influencing an individual’s self-conception with secondary 
feelings of shame, anger, hopelessness or despair) and label avoidance (i.e. the 
choice not to pursue mental health services because patients do not want to suffer 
the prejudice and discrimination that the label entails) are part of stigma [44–46]. 
Such layers of inequality and discrimination within society and the healthy system 
itself have led to the recovery movement within psychiatry.

It has been reported that severe internalized stigma is related to lower self- 
esteem, self-efficacy and likelihood of recovery. Severe psychiatric symptom has a 
negative impact on sense of coherence, sense of hope and quality of life among 
people affected by SMI, irrespective of the diagnosis [47–49]. A lack of compassion 
in healthcare setting can worsen this situation [50].

The literature regarding the relationship between dignity and stigma among 
mentally ill patients includes the notion suffering related to feeling inferior and suf-
fering in pursuit of maintaining one’s own dignity as weel as the need to be treated 
as an equal huamn being [51]. In this respect, patients with SMI perceive stigma and 
discrimination as omnipresent potential problems to which they remain eternally 
vigilant, taking various preventive behavioural and psychological measures, such as 
conscious and strenuous efforts to look, act and behave “normal” [52].

Research shows that patients with mental illness tend to perceive spirituality as a 
source of giving and receiving love and care and as an inherent part of a person’s 
well-being, rehabilitation and life in general [53]. Spirituality is considered essen-
tial in providing meaning in life in about 25% of patients with SMI and is associated 
with better functioning, self-esteem, psychological and social quality of life, fewer 
negative symptoms and higher endorsement of values such as universalism, tradi-
tion, devoutness and benevolence, as well as a more meaningful perspective in life 
[54]. It has also reported that patients with schizophrenia or schizoaffective disorder 
often use spirituality and religion to their benefit to cope with their illness [55]. In 
patients with depressive disorders, higher spirituality has been found to indepen-
dently contribute to favourable treatment responses [56], as well as to lower levels 
of hopelessness and severity of depression [57].

6.3  The Need for a Dignity Care Approach in Medicine

Dignity can inform the approach to patients affected by medical or psychiatric dis-
orders, given that healthcare providers have a profound influence on how patients 
experience illness [58] and that caring, besides curing, plays a major role in pre-
serving the dignity of the patients. As reported by some scholars [59], the 
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patient- healthcare professional relationship is an opportunity for a careful and active 
defence of patient’s dignity.

A specific perspective has been taken by Chochinov et al. [60, 61] in their exami-
nation of dignity in the setting of palliative care. This model indicates that it is pos-
sible to structure a dignity-centred approach that promotes a state of physical, 
mental, social and spiritual well-being. According to this model, dignity has three 
primary domains:

• Illness-related concerns (i.e. concerns related to symptoms of physical and psy-
chological distress, functional capacity, cognitive acuity) that threaten or impinge 
on the individual sense of dignity

• The dignity-conserving perspectives and practices (dignity-conserving reper-
toire) (i.e. continuity of the self, role preservation, maintenance of pride, hope-
fulness, autonomy/control, acceptance, resilience, living in the moment, seeking 
spiritual help, maintaining normality)

• The social aspects of dignity (i.e. privacy boundaries, social support, care tenor, 
burden to others, aftermath concerns)

Chochinov [62] has proposed an easily remembered core framework of dignity- 
conserving care, to be applied more broadly in medicine (i.e. A B C D, with A for 
attitude, B for behaviour, C for compassion, D for dialogue), which can guide physi-
cians and all healthcare professionals in better relating and communicating with 
their patients. This framework represents a roadmap for maintaining dignity and 
improving patient experience.

A = Attitude: It is critical that healthcare professionals examine their own attitudes 
and assumptions towards patients, including asking questions about themselves 
(e.g. how would I be feeling in this patient’s situation? Could my attitude towards 
the patient be based on something to do with my own experiences, anxieties or 
fears?)

B = Behaviour: It is necessary to acknowledge that certain communication behav-
iours (e.g. contact, respect, sitting at a comfortable distance for conversation, at 
the patient’s eye level when possible, small acts of kindness, like getting the 
patient a glass of water) have a significant impact in the relationship with the 
patients and enhance the trust and connection between patients and their health-
care providers.

C = Compassion: Compassion refers to a deep awareness of the suffering of another 
coupled with the wish to relieve it. It can be conveyed in various ways—spoken 
or unspoken—that shows some recognition of the person and not simply their 
illness ().

D = Dialogue: Dialogue includes the acknowledgement of personhood beyond the 
illness and recognizes the emotional impact that accompanies illness (see 
Table 6.1).
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Table 6.1 The ABCD sequence for a dignity-conserving care in medicine (from Chochinov [60])

Attitudes (questions to be asked)
  • How would I be feeling in this patient’s situation?
  • What is leading me to draw those conclusions?
  • Have I checked whether my assumptions are accurate?
  • Am I aware how my attitude towards the patient may be affecting him or her?
  •  Could my attitude towards the patient be based on something to do with my own 

experiences, anxieties or fears?
  •  Does my attitude towards being a healthcare provider enable or disenable me to establish 

open and empathic professional relationships with my patients?
  • Actions to be taken
  •  Make a conscious effort to make these questions a part of your reflection on the care of 

each and every patient
  •  Discuss the issue of healthcare providers’ attitudes and assumptions and how they 

influence caring for patients, as a regular part of case reviews and clinical teaching
  •  Include ongoing professional development activities that have you challenge and question 

your attitudes and assumptions as they might affect patient care
  •  Create a culture among your colleagues and within your healthcare setting in which 

acknowledgement and discussion of these issues become a standard part of providing 
care

Behaviours (disposition)
  • Treat contact with patients as you would any potent and important clinical intervention
  • Professional behaviours towards patients must always include respect and kindness
  •  Lack of curative options should never rationalize or justify a lack of ongoing patient 

contact
  • Clinical examination
  • Always ask the patient’s permission to perform a physical examination
  •  Always ask the patient’s permission to include students or trainees in the clinical 

examination
  •  Although an examination may be part of routine care, it is rarely routine for the 

patient, so always, as far as possible, take time to set the patient at ease and show that 
you have some appreciation for what they are about to go through (e.g. “I know this 
might feel a bit uncomfortable”; “I’m sorry that we have to do this to you”; “I know 
this is an inconvenience”; “This should only hurt for a moment”; “Let me know if you 
feel we need to stop for any reason”; “This part of the examination is necessary 
because…”)

  •  Limit conversations with patients during an examination (aside from providing them with 
instruction or encouragement) until they have dressed or been covered appropriately

  • Facilitating communication
  • Act in a manner that shows the patient that he or she has your full and complete attention
  •  Always invite the patient to have someone from his or her support network present, 

particularly when you plan to discuss or disclose complex or “difficult” information
  •  Personal issues should be raised in a setting that attempts to respect the patient’s need for 

privacy
  •  When speaking with the patient, try to be seated at a comfortable distance for 

conversation, at the patient’s eye level when possible
  •  Given that illness and changing health status can be overwhelming, offer patients and 

families repeated explanations as requested
  •  Present information to the patient using language that he or she will understand; never 

speak about the patient’s condition within their hearing distance in terms that they will 
not be able to understand

  •  Always ask if the patient has any further questions and assure them that there will be 
other opportunities to pose questions as they arise
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Although other proposals and models exist, all of them have a common frame-
work that is intended to increase awareness that the relationship with the patient is 
a special human encounter, in which empathy and compassion represent part of a 
patient-centred approach [63].

Compassion has been explored, particularly in the nursing literature [64], affirm-
ing the overlap between these concepts and various elements of dignity, as reported 
in a report by the Prime Minister’s Commission on the Future of Nursing and 
Midwifery in England [65]. This report affirms that “truly compassionate care is 
skilled, competent, value-based care that respects individual dignity” (p.  3). For 
some authors [66] compassion pertains to a sequence of layers (not necessarily a 
step-by-step process), including routine care (i.e. a minimal engagement in a 
respectful dialogue with patients), “detached” empathy (i.e. learning how to effec-
tively communicate care and concern for the patient and family in a “detached 
way”, thus only at a cognitive level, but not at an emotional level), affective or emo-
tional empathy  (i.e. the professional’s ability to both cognitively understand what 
the patient is going through and experience a non-verbal resonance with the patient 
emotionally) and compassionate care (i.e. a deep response at an affective level and 
appropriate action to relieve it). For others, such as Sinclair et al. [67, 68], who have 
specifically examined what patients perceive in terms of compassionate care, “com-
passion seems to reside between objective and affective understanding oriented to 

Table 6.1 (continued)

Compassion  (getting in touch with one’s own feelings requires the consideration of human life 
and experience)
  •  Reading stories and novels and observing films, theatre and art that portray the pathos of 

the human condition
  • Discussions of narratives, paintings and influential, effective role models
  • Considering the personal stories that accompany illness
  • Experiencing some degree of identification with those who are ill or suffering
  • Ways to show compassion
  • An understanding look
  • A gentle touch on the shoulder, arm or hand
  •  Some form of communication, spoken or unspoken, that acknowledges the person beyond 

their illness
Dialogue (acknowledging personhood)
  • “This must be frightening for you”
  • “I can only imagine what you must be going through”
  • “It’s natural to feel pretty overwhelmed at times like these”
  • Knowing the patient
  •  “What should I know about you as a person to help me take the best care of you that I 

can?”
  •  “What are the things at this time in your life that are most important to you or that 

concern you most?”
  • “Who else (or what else) will be affected by what’s happening with your health?”
  •  “Who should be here to help support you?” (friends, family, spiritual or religious support 

network, etc.)
  •  “Who else should we get involved at this point, to help support you through this difficult 

time?” (psychosocial services, group support, chaplaincy, complementary care specialists, 
etc.)
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an other (empathy) and subjective responses oriented to the self, rooted in pity 
toward an other (sympathy). It requires emotion and action on the part of respon-
dents, finds its basis in love, vulnerability, and reciprocity, and is actualized in the 
disadvantaging of oneself for the benefit of another” [69]. In this way, a model of 
compassion has been developed consisting of a series of components related to 
genuine communication (e.g. authenticity, honesty, openness, kindness) in a rela-
tional space in which a series of intentions (e.g. seeking to understand the person 
and his/her needs) and actions (e.g. in terms of demeanour, affect, behaviour, 
engagement) can be expressed [67].

This is in line with other research indicating that compassion is not only a feeling 
or a state of mind or a moral virtue but a practice that imbues the approach to suf-
fering within a profound connection and understanding between two or more human 
beings [70, 71]. Similar dimensions or themes identified within the compassion 
framework are reported to be communication, patients involvement, connection and 
connectedness with patients, empathy and being empathetic and caring, compe-
tence and professionalism, recognizing suffering and acting to alleviate this suffer-
ing [72]. Sinclair et  al. [68] and others [73, 74] have indicated the differences 
between empathy  (i.e. the ability to understand and accurately acknowledge the 
feelings of another, leading to an attuned response from the observer), sympathy 
(i.e. the emotional reaction of pity towards the misfortune of another, especially 
those who are perceived as suffering unfairly) and compassion as core elements of 
person-centred care.

When speaking about the relationship between the patients, their families and 
healthcare professionals, six components have been delineated by the Institute of 
Medicine [75] as essential to respectful, personalized care in medicine. These are 
summarized by Cox [76] as:

 1. Compassion, empathy, responsiveness to needs, values and expressed 
preferences

 2. Co-ordination and integration
 3. Information, communication and education
 4. Physical comfort
 5. Emotional support, relieving fear and anxiety
 6. Involvement of family and friends

A similar framework by Rushton et al. [77, 78] posits that within the clinical 
context, responses to the suffering of the patient, healthcare professionals are 
thought to enter in the relationship with empathy  (emotional attunement), perspec-
tive taking (cognitive attunement), moral sensitivity (ethical attunement) and mem-
ory (personal experience). For these authors, if these four dimensions are closely 
aligned, the intensity and valence of emotional arousal will influence ethical 
appraisal and discernment by engaging a robust view of the ethical issues, conflicts 
and possible solutions, thus cultivating compassionate action and resilience. On the 
other hand, if these dimensions are not aligned, ethical appraisal and discernment 
will be deficient, with the risk of creating emotional dysregulation and potentially 
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leading to personal and moral distress, self-centred attitudes and behaviours, moral 
outrage, burnout and secondary stress.

6.3.1  Training in Dignity Orientation

A dignity in care approach is critical if healthcare systems are to be transformed 
from their techno-bureaucratical orientation to a more humanized, healing perspec-
tive, improving the satisfaction of clients [79], HCPs and healthcare outcomes [80]. 
It is recognized that education in medicine should focus on many approaches (e.g. 
mindfulness, self-reflection and emotional skills) that are essential components to 
recognize, regulate and behaviourally demonstrate empathy and compassion within 
clinical and professional encounters [81], including general medicine [82], nursing 
[83] and mental healthcare [84].

According to Chochinov [85], dignity in care can be taught, and healthcare sys-
tems can be changed. Chochinov et al. [86] have also examined facets of communi-
cation that are needed to achieve optimal therapeutic effectiveness, consistent with 
a dignity-conserving,  person-centred approach. Three primary elements of optimal 
therapeutic communication include:

• Therapeutic approaches (i.e. skills and techniques used by clinicians to help 
them communicate and support patients experiencing distress)

• Creation of a safe space (i.e. an environment or setting in which patients feel safe 
and secure)

• Personal growth and self-care (i.e. characteristics of the clinicians, which con-
tributes to the therapeutic process). This includes the professional’s capacity to 
maintain emotional health, including self-reflection, openness to personal growth 
and acknowledgement of one’s own feelings of vulnerability.

Other elements of this model include therapeutic humility (e.g. the capacity to 
not avoid emotion, tolerate clinical ambiguity, explore difficult topics, avoid the 
urge to have to fix), therapeutic pacing (e.g. utilizing approaches that set the clinical 
tempo and modulate—based on the client’s need—between emotionally containing 
and evocative strategies) and therapeutic presence (e.g. characteristics of the clini-
cian that foster the creation of a safe therapeutic space, being compassionate and 
empathetic, being respectful and nonjudgemental, being genuine and authentic, 
valuing intrinsic worth of client) [84].

Eliciting information regarding patient personhood can be achieved by way of 
the Patient Dignity Question (PDQ), which entails asking patients “What do I need 
to know about you as a person to give you the best care possible?” Ninety three 
percent of palliative care patients and families felt that their response was important 
information for healthcare professionals to know, and 99% would recommend the 
PDQ for others [87]. Among healthcare professionals, 90% indicated that they 
learned something new from the PDQ, 64% that they were emotionally affected by 
it, 59% that it influenced their sense of empathy and 44% that it influenced their care 
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[85]. In nursing homes, the application of a short tool to address personhood, the 
TIME (This Is ME) questionnaire (Table 6.2), favourably influenced healthcare pro-
fessionals by way of their attitude, care, respect and empathy towards the residents, 
as well as enhanced a sense of connectedness they feel towards residents and their 
satisfaction in providing care [88]. This is in keeping with patient needs, with com-
passion being identified as a quality that can be nurtured through experiential learn-
ing and reflective practices. These can be taught through compassion training (e.g. 
patient-centred communication, self-reflection exercises and compassionate role 
modelling) [89]. This is also important from a neuroscientific perspective. It has 
been shown that empathy and compassion can be modulated through education and 
training and are associated with positive emotions, a sense of affiliation, reward and 
prosocial behaviours. Neural networks may generate shared representations of 
directly experienced and observed feelings, sensations and actions. This can gener-
ate a heightening of empathic concern or compassion and altruistic motivation to 
help, accompanied by activation of areas in the brain associated with affiliation and 
reward. Activation of these neural networks is sensitive to multiple inter- and intra-
personal influences (e.g. ability to focus one’s attention, to receive and accurately 
interpret input about distress, to recognize and regulate one’s own emotions, to 
attend to one’s own well-being through self-care and self-compassion and effective 
communication) [90].

6.3.2  The Assessment of Dignity in Routine Care

Since dignity is a multifactorial and complex construct, research has been con-
ducted to explore and evaluate the dimensions of dignity. The Patient Dignity 
Inventory (PDI) has been developed based on Chocinov’s model of dignity. As 
said, this model is comprised of three primary elements, specifically illness-
related concerns (e.g. concerns related to symptoms of physical and psychologi-
cal distress, functional capacity) that threaten or impinge on the individual sense 
of dignity, the dignity-conserving perspectives and practices (e.g. continuity of 

Table 6.2 The TIME (This Is ME) interview (from Pan et al. [86])

  •  Are there particular relationships or personal connections you would like us to be aware 
of?

  • Are there specific accomplishments or roles you would like us to be aware of?
  • Are there important values you would like us to know about?
  • Are there particular qualities or characteristics that you would like us to know about?
  • Are there specific beliefs, religious or spiritual practices that we should know about?
  • Are there particular worries or concerns you would like us to be aware of?
  • Are there particular responsibilities or obligations you would like us to be aware of?
  •  Are there things we should know about you, which might influence how to provide your 

care (e.g. vision or hearing challenges, problems with thinking, mental health issues and 
others)?

  •  Is there anything else about you as a person that you would like us to know, in order to 
give you the best care possible?
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the self, role preservation, maintenance of pride, hopefulness) and the social 
aspects of dignity (e.g. social support, privacy concerns, burden to others, after-
math concerns and care tenor) [91]. Factor analysis of the original PDI resulted 
in a five-factor solution, including symptom distress, existential distress, depen-
dency, peace of mind and social support. The PDI has been translated and vali-
dated in several countries to test its role from a cross-cultural perspective. 
Studies, carried out in Germany [95], Greece [96], Iran [92], Italy [93, 94], Spain 
[97] and The Netherlands [98], have shown the PDI to have good psychometric 
properties.

From the clinical point of view, the PDI can assist clinicians to routinely detect 
dignity-related distress and guide clinical intervention. By using the PDI, one or 
more previously unreported concerns were found in 76% of patients in varying 
stages of cancer; and in 81% of instances, clinicians reported that the PDI facilitated 
their work [99]. Similarities in the dignity-related problems reported by cancer 
patients and care home residents were shown by Hall et al. [100], suggesting a com-
mon existential pathway leading towards death for malignant and non-malignant 
diseases. Among cancer patients, loss of dignity was associated with physical prob-
lems and demoralization, indicating that early recognition of dignity-related exis-
tential concerns and interventions to enhance the sense of dignity could be useful in 
the prevention of demoralization in oncology settings [101]. Loss of dignity has 
been also associated with both physical (e.g. lack of energy, pain, shortness of 
breath) and psychological symptoms (e.g. anxiety, sadness, irritability), with psy-
chological distress correlating with all dimensions of dignity [29]. The PDI has 
shown that physicians tend to have a limited vision of dignity, wherein they consider 
the physical aspects of suffering most influential in preserving dignity, whereas 
caregivers tend to focus on the significant role of psychosocial aspects in preserving 
dignity at the end of life [27]. Also, the application of the PDI has been shown to 
have an intrinsic therapeutic value and provides a way of examining issues related 
to dignity and the meaning of life within the context of advanced-stage illness [102]. 
In a study regarding the application of the PDI involving the couples (patients with 
advanced stages of illness and their partners), the PDI provided important and valu-
able insight favouring the communication and connection between couples facing 
end-of-life issues [103].

In geriatric care, where interventions to improve the dignity of older people in 
hospitals are lacking [104], Chochinov et  al. [105] showed that patients with 
advanced chronic medical diseases and institutionalized frail elderly residents face 
unique challenges as they move towards the end of life. The PDI can help in under-
standing the intricacies of distress and how they differ across different groups of 
patients. Among patients with cardiovascular disease in an Iranian general hospital, 
patients’ indignity was associated with psychological distress, suggesting the need 
for policy makers and health services administrators to establish and implement 
plans to maintain and enhance patients’ dignity in hospitals [106, 107].

The PDI has been used to help staff elicit dignity perceptions in a psychiatric 
inpatient unit for acute psychiatric disorders, helping professionals to improve 
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quality of care and patients to accept treatments [108]. Also, dimensions of dignity 
were associated with spirituality and psychological well-being among patients with 
SMI, indicating the need to examine these variables and accordingly implement 
treatment to achieve recovery-based outcomes [109].

 Conclusion
Evidence-based medicine is slowly making way for value-based paradigms, as a 
way counterbalancing modern biotechnological reductionism. Person-centred 
medicine has many aspects in common with a dignity-centred medicine, affirm-
ing personhood of the patients and their family members [110, 111]. As under-
scored elsewhere [112], the artificial separation between curing and caring 
reflects the problem of a Cartesian and post-Cartesian dualistic model, which can 
only be overcome by a personalized approach that eliminates the paradoxical 
impossibility of “non-curative caring” and “non-carative curing” [113]. Thus, 
curing should not be confined in a “physicalizing tendency” towards an un-affec-
tive (unhuman) (cold science, objective, quantitative, high-tech) style of relation 
dealing only with the quantifiable, material body. Likewise, caring should not be 
confined in a “dematerializing tendency” towards a “disembodied” (subjective, 
qualitative, high-touch) attitude2 [114, 115]. Cure and care are complementary 
parts of the medical profession and without both, the integrity of the profession 
collapses [116]. Along with communication skills and compassion, understand-
ing the multiple dimensions of dignity offers healthcare providers a means by 
which to more fully engage their patients and better attend to their physical, 
psychological and existential needs.
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Abstract
Migrants and ethnic minorities are at higher risk to develop mental disorders 
compared to native population. Culture has an important impact on the symptom 
presentation, diagnostic process and treatment strategies in all populations. 
Cultural competence represents good clinical practice and can be defined as a 
two-way learning encounter where clinician acknowledges the patient’s culture 
as well as his own cultural values and prejudices. Cultural competent response to 
the mental health care requires knowledge, skills and attitudes. Both individual 
and organizational cultural competences are needed to improve the effectiveness 
of psychiatric treatment. In this chapter, we revised the WPA Guidance on Mental 
Health and Mental Health Care for Migrants and the EPA Guidance on Mental 
Health Care for Migrants and list a series of recommendations for policy-makers, 
service providers and clinicians. Cultural competent experiences in the treatment 
of somatization and other psychiatric disorders across several countries in Europe 
are also presented.

7.1  Introduction

Health-care professionals regularly have contact with patients from different cul-
tural backgrounds, whose mental health is seriously affected by the social condi-
tions in the receiving countries in which they live [1, 2]. Moreover, if they are 
immigrants, their mental health could be affected by the conditions under which 

S. Ferrari 
Department of Diagnostics, Clinical and Public Health Medicine,  
University of Modena and Reggio Emilia, Modena, Italy
e-mail: silvia.ferrari@unimore.it 

N. Husain 
University of Manchester, Lancashire Care Early Intervention Service, Manchester, UK
e-mail: nusrathusain@btopenworld.com 

A. Qureshi 
Hospital Universitari Vall d’Hebron, Servei de Psiquiatria, Barcelona, Spain 

M. Schouler-Ocak 
Psychiatric University Clinic of Charité at St. Hedwig’s Hospital, Berlin, Germany
e-mail: meryam.schouler-ocak@charite.de 

S. Tosato 
Section of Psychiatry, Department of Neurosciences, Biomedicine and Movement Sciences, 
University of Verona, Verona, Italy
e-mail: sarah.tosato@univr.it

I. Tarricone et al.

mailto:silvia.ferrari@unimore.it
mailto:nusrathusain@btopenworld.com
mailto:meryam.schouler-ocak@charite.de
mailto:sarah.tosato@univr.it


119

they travel or by the reasons of migration. The social determinants of their health, 
including mental health, are often different from those of the settled community and 
may require a different, cultural adapted approach from health-care professionals 
[3–6]. Cultural factors play an important role in the symptoms’ presentation of dis-
tress and illness, on the diagnostic process and on treatment strategies in all popula-
tions [2, 7–11].

One of the leading reasons for under-recognition and under-treatment of mental 
disorders among people of different ethnic or cultural backgrounds both at the pri-
mary and secondary level of care is somatization [12]. Several studies conducted in 
primary care show that common mental disorders (CMDs) are less recognized and 
treated in ethnic minorities than in native-born populations, even in cases where 
rates of consultation are higher [6, 13–16]. The reasons of poor levels of detection 
and treatment of CMDs among migrants in primary care have been related to diffi-
culty in recognizing somatically presented CMDs [17, 18]. Patients with CMDs are 
less referred to mental health services (MHS) [16, 17] by general practitioners 
(GPs); moreover, members of certain ethnic minority groups show lower rates of 
initiation of appropriate drug therapy [18–21], especially when mental disorders are 
presented somatically. This primarily somatic presentation of mental disorders in 
turn appears to be related to underutilization of MHS by immigrants and to higher 
use of emergency services [2, 22, 23]. Thus, there are important reasons to try to 
develop culturally competent skills and interventions aimed at overcoming barriers 
to effective mental health treatment for migrants and ethnic minorities.

In this chapter, we propose to outline some of the key issues related to cultural 
competence and how to deal with these issues [24]. Cultural competency refers to 
good clinical practice so that all patients, including those from minority groups and/
or with migration history, feel acknowledged and supported even when their cul-
tural backgrounds differ from that of the health professionals [24]. Cultural compe-
tence is a way of capturing the capacity to provide appropriate care for diverse 
patients, overcoming sociocultural differences and other systemic challenges to 
reduce disparities [5, 24–29]. Cultural competency is not about learning the lan-
guage of the patient or necessarily knowing details about the specific cultural values 
of a migrant, but about respecting differences and making sure that these are bridge-
able [26, 29–34]. For the purposes of this chapter, cultural competence is best 
understood as a process and a therapeutic interaction or even a sort of meta-theory 
rather than a specific attainable skill set. We adopted the recommendations from the 
EPA and WPA guidance [3, 24, 35] and added new recommendations from the 
literature.

7.2  Cultural Competence: Framework

Cultural competence is defined as the ability to understand and be aware of cultural 
factors in the therapeutic interaction between the clinician and the patient [8, 25, 
35–39]. Often it is erroneously assumed that only patients belong to ethnic minori-
ties “have cultures” [24], while a cultural competent clinician acknowledges the 
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patient’s culture as well as his own cultural values and prejudices [24]. Clinicians 
are experts in biomedicine as well as patients in their own experience of distress. 
Thus, clinical encounters ought to be viewed as two-way learning encounters.

Clinically competent mental health professionals are both interested in the 
patient’s cultural biases and their world view which is strongly coloured by cultural 
values. They should be also aware of their own personal cultural strengths/weak-
nesses and prejudices which may affect their responses to specific patients [27, 29, 
38–43]. Moreover, cultural competence should be considered at both the individual/
clinical level and at the institutional level [1, 9, 27, 29, 44–46].

Cultural competence is not a static phenomenon but a developmental process 
moving along a continuum [47, 48]. This spectrum includes stages of cultural 
destructiveness, cultural incapacity, cultural blindness, cultural pre-competence, 
cultural competence and eventually cultural proficiency [24]. It must be remem-
bered that cultural competency should be tempered with what has been termed 
“cultural humility” [49, 50]: attaining a level of cultural proficiency indicates a 
level of cultural competence, but this is not absolute and will need ongoing devel-
opment [24].

Indeed institutional cultural competence requires not only a recognition of barri-
ers to quality care at a systemic, organizational and institutional level but also a 
project aimed at overcoming these barriers [1, 24, 25]. Some of these barriers are 
relatively straightforward, such as not having enough professionals who speak the 
same language of the patient, lack of physical access to services by public transpor-
tation, restricted opening hours of the mental health centre and so forth [24]. Thus 
organizational cultural competence will need to make appropriate changes accord-
ingly [1, 9, 27, 45, 51, 52]. In fact it is extremely important to undertake the effort 
to make the mental health centre more accessible and comfortable for patients of 
minority groups through not only linguistically and culturally diverse staff but also 
the physical environment.

In order to increase cultural competence, (mental) health-care systems need to 
value diversity, to assess an individual’s own cultural values, to be aware of cultural 
interactions, to incorporate cultural knowledge and to adjust service delivery accord-
ingly [24]. Health-care systems should mark themselves on the cultural competency 
continuum [47, 48, 52]. Cultural competence also includes access to suitable well- 
trained interpreters and clinician’s ability to work with them [24]. Bilingual profes-
sionals can add that extra bit, even if this may not always be possible due to limited 
resources. Moreover, in some countries, cultural mediators can be utilized: they can 
offer linguistic interpretation but also mediate between health professionals and ser-
vice users [53]. In fact, having to communicate distress with language barriers can 
be a significant reason for nonengagement and increased levels of dissatisfaction.

In conclusion, cultural competence represents a comprehensive response to the 
mental health needs of care of immigrant patients and requires knowledge, skills 
and attitudes which can improve the effectiveness of psychiatric treatment [24, 25, 
27, 40, 52, 54, 55].

We describe in the paragraphs below basic components of cultural competence 
at the level of clinician, service provider and policy-maker.
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7.3  Cultural Competence Basic Components at the Clinician 
Level

7.3.1  Cultural Knowledge

Cognitive cultural competence, otherwise known as “knowledge”, involves aware-
ness of the various ways in which culture, immigration status and geographical 
origin impact on psychosocial development, psychopathology and therapeutic inter-
actions. It is not always possible to be fully cognizant of all the cultures, but nowa-
days it will be possible to get the correct information from multiple sources. 
However, risks of stereotyping and as such losing sight of the patient as an indi-
vidual [27, 41, 55–58] must be remembered.

7.3.2  Cultural Skills

Technical competence or skills are essential in applying the knowledge in the clini-
cal context [24]. These key skills include a proficiency in intercultural communica-
tion, the capacity to develop a therapeutic relationship with a culturally different 
patient and the ability to adapt diagnosis and treatment in response to cultural dif-
ferences between the psychiatrist and the patient [3, 27, 35, 48, 55]. These skills 
require the awareness of cultural differences and their role in the expression and 
explanation of mental distress but also of similarities among cultures. The nature of 
human cognition and perception helps us to recognize the impact of cultural filters 
on both sides, on oneself and on others [24]. This, subsequently, forms the basis for 
a flexible response that is adaptable to the cultural context of the patient [2, 27, 59].

7.3.3  Cultural Attitudes

Attitudes and beliefs, including personal prejudices, will be affected by knowl-
edge and will also affect behaviours [2, 4, 27]. Intercultural work requires the 
clinicians to challenge their own perceptions of “reality”; to explore their own 
cultural identity, prejudices and biases; and to be willing to adapt to distinct cul-
tural practices [24].

7.4  Cultural Competence Basic Components at the Service 
Provider Level

7.4.1  Providing Therapies for Minority Groups

It was reported that outcomes of therapies in various settings are poor for minority 
groups [24]. It was found that the proportion of immigrants in admission psychiatric 
wards of hospitals were roughly similar to that of immigrants in the general 
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population in Germany [60] and in Italy [61]. However, few immigrant patients 
were found in psychotherapeutic settings [61]. Two recent meta-analyses [4, 62] 
enlightened evidences for the effectiveness of the implementation of cultural adap-
tations in mental health interventions. In details, four common methods of cultural 
adaptation [62] were showed. First, the cultural values of the immigrant patient 
should be incorporated into therapy; second, immigrant patients can be matched 
with therapists of the same cultural or ethnic group; third, mental health interven-
tions should be easily accessible and targeted to immigrant patients’ circumstances; 
and fourth, support resources available within immigrant patients’ community, 
extended family members and tradition should be incorporated into therapy inter-
ventions. The results of the meta-analytic review [62] indicate a moderate to strong 
benefit of culturally adapted interventions. It was found that interventions targeted 
to a specific cultural group were four times more effective than interventions pro-
vided to groups consisting of patients from a variety of cultural backgrounds. 
Interventions conducted in patients’ native or primary language were twice as effec-
tive as interventions conducted in English. Further, the results of additional analysis 
indicated that the format of intervention (individual therapy, group interventions) 
did not moderate the overall results [62].

7.4.2  Using Interpreters

Communication between professionals and patients from different cultural origins 
and without knowledge of each other’s language is not possible without the help of 
interpreters. Psychotherapy in native languages cannot be realized everywhere 
because the number of qualified psychotherapists who speak a native language is 
limited. Moreover, each culture has different idioms of distress which are employed 
to communicate with clinicians. For example, many languages do not have equiva-
lent words to describe depression, but the words “sadness” or “unhappiness” can be 
easily used and verified. Finally, there is a profound danger in applying diagnostic 
tools developed in a specific country blindly without taking conceptual equivalence 
into account. Not only does this affect diagnostic patterns but also does it introduce 
concepts of what Kleinman calls category fallacy [41, 63].

Non-professional translators  (family members, members of hospital staff, etc.) 
can have a negative impact upon medical treatment via false translation, most com-
monly by the failure to add “creative elements” from their own interpretation to 
what has been said. Sometimes the “creative elements” have the aim to protect the 
patient by avoiding to translate what has been said. Minors are at special psycho-
logical risk when asked to help interpreting while a migrant parent with a mental 
disorder is seeking for mental health care. This issue is of crucial importance in 
traumatized refugee families. As a consequence, it is generally preferred using pro-
fessional interpreters. It has been shown that professional translation improves the 
quality of treatment and patients’ satisfaction with treatment [64].

Therefore, the work with psychologically trained interpreters is of great impor-
tance. Culture brokers or cultural mediators may provide an insight into different 
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cultures and enable clinicians to provide better and more acceptable services [24]. 
In a European expert Delphi study, it was shown that the adequate use of interpreters 
constitutes the most important factor of influence for the provision of high-quality 
mental health care [65].

Psychiatrists and other mental health professionals should develop conceptual 
models, skills and experience for conducting cross-language interviews by the use 
of interpreters [66]. Tribe [67] describes four modes of interpreting as psychothera-
peutic or constructionist, linguistic, advocate or adversarial/community and cultural 
broker/bicultural. It is helpful to know which model is being used and that some-
times interpreters may hold back information if they feel that sharing something 
may bring disrepute to the culture [24].

Three challenging issues were pointed out with regard to intercultural clini-
cal settings with interpreters: (1) the vital role of interpreters for the diagnostic 
process, (2) difficulties to establish confidence and (3) a higher risk for margin-
alization [68].

7.5  Cultural Competence Basic Components at the  
Policy-Maker Level

7.5.1  Working on Intercultural Barriers

A key barrier for immigrants could often be inadequate legal entitlements [69]. 
Sometimes these barriers are mistakenly attributed to cultural differences and mis-
understandings, and the term culture may be used as a putative politically correct 
expression reifying social differences and neglecting discrimination [70]. It is also 
helpful to recall that institutions have their own cultures which can produce barriers 
of various kinds, and minority groups may well face strongest barriers to health-care 
access [38, 39, 61]. Inequitable variation in the use and accessibility of health-care 
services for immigrants, indigenous populations and other minorities in EU coun-
tries remains a matter of concern for both health-care providers and policy-makers 
as variations in health-care usage between majority and minority populations have 
been noted [65]. Responsiveness to diversity is being recommended in European 
countries to improve access and quality of care for minority populations [71–75]. A 
study conducted in Italy showed that migrants’ pathways to psychiatric services 
vary across cities. Particularly, social services were important sources of migrants’ 
referrals for services providing cultural competent consultation-liaison activities 
[13]. With regard to massive disparities in the provision of adequate mental health 
care to refugees and asylum seekers with emotional distress or mental disorders in 
Europe, the European Psychiatric Association (EPA) established a task force work-
ing on this issue. Health-care providers have an obligation and responsibility to 
ensure that all service users irrespective of their background get highest quality 
services according to their needs [24].

Focusing on cultural competency, we believe that the recommendations listed in 
Table 7.1 will help.
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Table 7.1 Recommendations for cultural competence implementation

Service providers
  •  The service providers must initiate a culture change within the institutions to make 

services culturally accessible and sensitive
  •  Training all staff in cultural competency, cultural empathy and cultural sensitivity is an 

absolute must
  •  Regular additional training must be part of continuous professional development for all 

staff members
  •  Providers may consider the likelihood of employing culture brokers or cultural mediators 

which will benefit both the clinical team and the local communities
  •  Regular cross-cultural supervision must be made available directly or using 

tele-psychiatry
  •  Culturally sensitive services such as food and physical spaces be made available if 

relevant
  •  Health education as well as prevention and mental health promotion must be a part of the 

overall services targeting minority groups
  •  Information for immigrants by means of pamphlets in their preferred languages must be 

easily accessible and available
  •  The institutions should consider having a nominated lead clinician responsible for 

cultural competency training and delivery
  •  Qualified interpreters should be available for patients not mastering the language of the 

host country
Clinicians
  •  Training and ongoing education for all mental health professionals in understanding 

diagnosis, illness behaviours and culturally sensitive interventions must be mandatory 
when needed

  •  Ensuring quality standards for expert court opinions for minority groups in the context of 
criminal, civil and social law is available and employed in relevant settings

  •  Depending upon the needs of the local community, appropriate knowledge about 
culture-based medicine, culture-specific, illness-specific and migration-specific aspects 
should be offered to mental health professionals

  •  Information for minority groups in their preferred languages about their rights, 
psychiatric disorders and treatment options must be made available

  •  Cultural psychiatry should be an integral part of all curricula from undergraduate levels to 
continuing professional development

  •  Specific research dealing with the needs of minority groups must be encouraged and 
appropriately funded

Policy-makers
  •  Policy-makers must take a lead on ensuring that clear messages on equality and diversity 

are enshrined in law with non-discriminatory health policies
  • Mandatory policies should cover all minority groups
  •  More quantitative and qualitative research on aetiological factors, interventions and 

outcomes must be part of setting up services
  •  Integrated services should be the preferred norm with culturally specific resources 

allocated according to patients’ needs

Adapted from EPA guidance on cultural competence training [24]
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7.6  Several Experiences on Somatizations Among 
Immigrants in Europe

Since 2007, a group of clinicians and researchers within the scientific network of the 
European Association of Psychosomatic Medicine (EAPM, former EACLPP) started 
sharing their common interest and curiosity about the mental health of migrants [24]. 
Common ideas and experiences as well as specificities and differences deriving from 
different sociocultural contexts and organizations of health- care provision were dis-
cussed, also by means of scientific symposia offered during the EAPM meetings. 
The group progressively acquired a more stable and formal structure culminating in 
the formal institution of the Cultural CLP Special Interest Group (SIG), in 2010, that 
aims at promoting multinational exchange of experience and inspiring clinical and 
research projects at the interface of cultural and CL psychiatry and psychosomatics. 
The members of the SIG are involved in research projects addressing different sub-
items and presentations of mental health of migrants [76–84]. These previous experi-
ences were relevant as they suggested what the best further objectives for the SIG 
should be. The SIG has proved to be a useful forum where to discuss transcultural 
issues, exchange experiences in establishing mental health services for migrant 
patients in different European countries, be able to advice others on training, share 
and disseminate research findings and promote high standard of practice. We briefly 
present here some example of researches and clinical experiences in Europe.

7.6.1  Somatization Among Migrants at the Bologna 
Transcultural Psychiatry Team, Bologna, Italy

The Bologna Transcultural Psychosomatic Team (BoTPT) [85] of the Bologna 
University works together with the local community mental health service [85]. The 
BoTPT is a multidisciplinary study and research centre of the Department of 
Medical and Surgical Sciences—Bologna University. The team provides consulta-
tions in partnership with the Department of Mental Health of Bologna designed to 
identify the mental and psychosocial needs of migrants and to direct them to appro-
priate services. The consultation includes psychiatrists, researchers, psychologists, 
medical doctors, students, psychiatry registrars and medical anthropologists, and if 
needed, a cultural mediator joins the team [85]. In addition, the BoTPT delivers 
training and support activities to informal carers, general practitioners, psychiatrists 
and mental health operators, social workers, medical students and psychiatric train-
ees. Training is specially directed to social and voluntary workers working with 
asylum seekers and traumatized immigrants [86].
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A clinical survey and a 6-month follow-up were carried out on immigrants who 
consecutively attended the Bologna West Community Mental Health Centre 
between 1 July 1999 and 31 December 2007. An ad hoc schedule collecting socio- 
demographic, clinical and health service utilization data was specifically designed 
and adopted. Moreover, at the end of the first visit, the psychiatrists filled out sec-
tions 4 and 5 of the Manual for the Assessment and Documentation of 
Psychopathology (AMDP-SYSTEM) [87, 88]. Psychiatric diagnosis was provided 
according to ICD-10 criteria and confirmed by the Schedule for Clinical Assessment 
of Neuropsychiatry (SCAN) [89]. According to their birth area, patients were 
grouped under Maghreb, Sub-Saharan Africa, Asia, Eastern Europe and Central or 
South America. Following the AMDP structure, psychopathological items were 
grouped under three psychopathological syndromes: depressive, paranoid- 
hallucinatory and apathy syndromes [90, 91]; somatic items (nausea, breathing dif-
ficulties, dizziness, palpitations, cardiac pain, increased sweating, headache, hot 
flashes) were grouped together into the psychopathological definition of non- 
delusional hypochondria and autonomic syndrome [91]. The AMDP already showed 
good reliability and validity in samples of migrants [92].

Of the 180 migrant patients referred to BoTPT, 159 needed psychiatric care. 
Most of those patients came from North Africa (29%) and Sub-Saharan Africa 
(26%). At baseline, higher somatic scores were shown by Asian migrants (1.9 ± 3.6 
vs. 1 ± 1.8, p = 0.1), workers (1.6 ± 2.9 vs. 1 ± 1.9, p = 0.005) and patients referred 
by GPs (2.1 ± 2.8 vs. 1.1 ± 2.3, p = 0.06). Somatization appeared to cut across the 
discrete categories of ICD-10: 40% of patients with anxiety or adjustment and 30% 
of patients with mood or psychotic disorders showed at least one somatic complain. 
At 6-month follow-up, a significant improvement of somatization without differ-
ences among ethnic or socio-demographic groups was found. Differences in levels 
of somatization severity persisted among ethnic groups (higher score for Asian 
migrants).

Functional somatic symptoms showed high prevalence in all diagnostic groups. 
Somatization severity at the baseline appeared to be related to pathways to care and 
socio-demographic features, as well as cultural/ethnic background. The BoTPT 
multidisciplinary approach showed transcultural effectiveness on reducing somati-
zation severity.

7.6.2  Somatization and Self-Harm Behaviours in Migrants: 
The Experience in Modena, Italy

As the wave of immigration progressively increased in the last 20 years across Italy, 
health-care services had to adapt and react accordingly. Among the various expressions 
of this adaptation, there was, in the province of Modena, the institution of a transdisci-
plinary clinical group, within the local Department of Mental Health, dedicated to 
mental health of the immigrants as well as many research activities on this topic pro-
moted by the psychiatry section of the University of Modena and Reggio Emilia.

One of these researches explored the differences between natives and foreigners, in 
a general population sample, regarding the prevalence and the clinical features of 

I. Tarricone et al.



127

somatic symptoms, and analysed possible explanatory factors. After recruiting subjects 
in both public places and by a mail survey sent by GPs, somatic symptoms were 
assessed by means of the Bradford Somatic Inventory, short version (BSI-21), a self-
administered questionnaire, created and validated to be used cross-culturally [93, 94]. 
BSI-21 mean scores and positive cases (subjects above the cut-off of probable mental 
disorder) were compared, and confounding and explanatory variables tested with logis-
tic regression model. A sample of 229 Italians and 193 immigrants was recruited. 
Immigrants had a higher BSI-21 mean score (8.02 vs. 5.64, p = 0.004) and more posi-
tive cases (19.4% vs. 6.6%, p < 0.001). Differences were explained by adjustment for 
satisfaction about oneself and about relationship with Italians, presence of spouse and 
for reporting as cause of symptoms, poverty, the condition of foreigner, separation 
from friends and relatives or job (aOR = 1.11, 95% CI 0.48–2.57). This preliminary 
project suggested that immigrants from low-income countries, independently by ori-
gin, experienced more non-organic somatic symptoms than natives, and this seemed to 
be primarily due to their precarious social conditions and adaptation problems.

Self-harm behaviours among migrants were also felt as a major topic of investiga-
tion. At this regard, a retrospective analysis of migrants committing not lethal self-
harm behaviours referred to psychiatric consultation at the local A&E department vs. 
completed (lethal) suicides recorded in the database of the Modena Forensic Medicine 
Service was conducted. Migrants with self-harm behaviours were 34% (102/297), 
whereas completed suicides of migrants were 5% (7/122). More recently, one research 
project was developed to study self-harm behaviours among migrants in jail and 
impulsivity and trauma as possible associated factors. A prospective cohort study was 
designed, which assessed 54 migrants (M  =  96.3%, mean age 32.5  ±  8.68  years) 
recently admitted to the local jail for different crimes. At admission, subjects under-
went a diagnostic assessment and were asked to fill in three psychometric instru-
ments: the Jail Screening Assessment Tool [95], the LiMEs (List of Migration 
Experiences) [96] and the Barratt Impulsiveness Scale (BIT-11) [97]. After a 3-month 
follow-up, incidence of self-harm behaviours was calculated and analysed according 
to baseline data. According to the LiMEs, the prevalence of exposure to trauma related 
to war or conflict, in the premigration phase, was of 32.1%. The prevalence of trauma 
suffered by relatives and worries about the safety of relatives, in the post-migration 
phase, was 77.4%. The 72.2% of the initial sample was available for follow-up after 
3  months, and nine subjects (16% of the initial sample) had presented self-harm 
behaviours in the meanwhile. A statistically significant association was found between 
self-harm behaviours and exposure to trauma related to war/conflict before migration 
or exposure to worries about trauma for family members.

7.6.3  From Epidemiology to Intervention in Somatization: 
A Brief Report from Manchester, UK

People of Pakistani origin form the largest ethnic minority group in Manchester. 
Evidence from earlier research shows high rates of distress in Pakistani Muslims 
[80, 81]. Higher rates of depression and anxiety in British Indians and Pakistanis as 
compared to the larger white population and higher rates of presentations with 
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physical complaints have been reported in various works of research, although there 
has been contrasting evidence from other works of research [82] underlining the 
need for further analysis. A study was therefore conducted in Manchester, looking 
at rates of depression and access to primary care among people of Pakistani origin 
vs. white Europeans [83].

Cross-sectional population-based survey, followed by a prospective cohort 
study of depressed subjects, was conducted in order to determine whether the 
consultations were for somatic or psychological presentations and a description 
of GPs’ interventions. In the first phase, patients were assessed with the Self-
Reporting Questionnaire (SRQ) [98]. The SRQ has been successfully used in 
the Pakistani Muslim population and has shown good sensitivity and specificity 
for this group. In the second phase, all high scorers (score of 7 or more on SRQ) 
and a 1  in 4 sample of low scorers were contacted for an interview using the 
Schedule for Clinical Assessment in Neuropsychiatry (SCAN) to assess whether 
subjects met the criteria for either ICD-10 or DSM-IV depressive disorders [99]. 
A pain picture where the respondents were asked to mark any site where they 
would have experienced pain that lasted for more than a day in the previous 
30 days was also used. Using the general practitioners’ case notes, all consulta-
tions in  primary care for 1 year prior to the 6-month follow-up were identified. 
All instruments were translated into Urdu, and these were reviewed by a bilin-
gual focus group of mental health specialists and lay people according to a 
standard procedure [99].

Rates of depression were higher in women of Pakistani origin compared to 
white European women. There was no difference in somatic scores on the SRQ 
between the two ethnic groups whether depressed or nondepressed. Nor was there 
any difference in the psychological scores on the SRQ or on the pain scores or 
levels of distress. The correlation between total SRQ scores and pain was also 
exactly the same in the two groups. However, people of Pakistani origin had more 
frequent visits with their GPs for bodily symptoms. Although the prevalence of 
depression was significantly higher in the Pakistani population and there was no 
difference in symptoms of anxiety and depression presentations to the GPs in the 
two groups, people of Pakistani origin were less likely to be prescribed anti-
depressants and were less likely to be offered psychotherapy compared to the white 
European group.

The workgroup in Manchester is also currently working on the development 
of a culturally appropriate guidance on the delivery of cognitive behavioural 
therapy (CBT) for use with British South Asian women with medically unex-
plained symptoms. The guidance will include a manual, training programme and 
referral mechanism. It will be evidence-based and developed in partnership with 
service users. This is preliminary to an exploratory controlled trial of a ten-ses-
sion, CBT-based, culturally adapted psychological intervention, which will focus 
on understanding the participant’s model of illness, discussing physical manifes-
tations of an existing mental state, modification of illness behaviour, cognitive 
restructuring to address dysfunctional cognitions and improving interpersonal 
relationships.
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7.6.4  Social and Cultural Factors Affecting Physical 
and Psychosocial Wellbeing in Hospitalized Migrants 
in Barcelona, Spain ADIL

In Barcelona, in a sample of Latin American immigrants admitted in a general hos-
pital, a study exploring the relationship between acculturation, social integration 
and social context with psychosocial and physical wellbeing was performed. 
Specifically, the focus is to explore the degree to which one or another acculturation 
strategy was more or less related to psychosocial and physical wellbeing and to see 
if that relationship was mitigated by acculturative stress.

The sample consisted of 290 Latin American immigrants who sought medical 
attention in a tertiary care hospital in Barcelona. Somatization was registered using 
the somatic symptoms subscale of the Patient Health Questionnaire (PHQ). 
Information about the patients’ clinical outcomes, socio-demographic details, 
acculturative stress, social adaptation and legal status, anxiety and depression lev-
els, acculturation and perceived stress was gathered.

The study revealed that acculturative stress and social integration (i.e. language, 
basic needs covered and legal status) play an important role in the psychosocial and 
physical wellbeing of the patient. Furthermore, none of the acculturative strategies 
appeared to be related to an improvement in psychosocial or physical wellbeing. 
Immigrants with higher levels of social support presented fewer symptoms of 
depression. After controlling for perceived stress, clinical outcomes and anxiety, 
legal status was the most predictive social integration variable for physical wellbe-
ing (measured as somatization).

In conclusion, although culture may play an important role in somatic expression 
of distress, barriers to achieving immigration goals, or what could be considered 
strong stressors, seem to be what increase somatization.

7.6.5  Somatic and Depressive Symptom Variation in First- 
Generation Vietnamese and Native German Patients 
in a CL-Psychiatric Outpatient Clinic in Berlin, Germany

Vietnamese migrants are the largest group of immigrants from East Asia in 
Germany, and in Berlin they constitute the seventh largest immigrant group. In 
comparison to larger migrant groups, mental health-care utilization by first-gener-
ation (FG) Vietnamese migrants in Germany has been very low, and studies on 
symptom presentation and somatization in depression in Vietnamese immigrants 
were completely lacking. On the one hand, the Berlin working group aims to 
improve psychiatric and psychosomatic treatment facilities for Vietnamese 
migrants in Berlin [84]; on the other hand, these clinical activities are accompanied 
by research projects to study the complexity of migration processes and mental 
health [100].

A study that aims at exploring whether first-access FG Vietnamese CLP outpa-
tients had a tendency to present more somatic symptoms and less psychological 
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symptoms in depression and whether only a subset of symptoms was responsible for 
differences in the somatic or depressive symptom scores was reported [101].

All patients were simultaneously assessed with a semi-structured clinical inter-
view according to DSM-IV by a team of native Vietnamese psychiatrists and a 
German psychiatrist. Psychological or affective symptoms of depression were 
assessed by the depression scale of the Patient Health Questionnaire (PHQ-9), and 
somatic symptoms were assessed by the somatic symptom scale of the PHQ-15. 
Both PHQ scales were presented in either German language or as a translated 
Vietnamese version, as appropriate. PHQ assessments of Vietnamese patients were 
further validated for understanding with a native Vietnamese psychiatrist. To mini-
mize possible confounders, only patients who met DSM-IV criteria for major 
depressive episode (MDE) were included in the study. First-access German outpa-
tients at the same outpatient clinic were matched for age, gender and clinical diag-
nosis of MDE.

A sample of 110 first-generation migrant Vietnamese patients and 109 native 
German outpatients was included. While no significant differences on the total score 
of the PHQ-9 between both groups were found, FG Vietnamese outpatients had an 
overall significant and markedly higher score on the somatic symptom scale PHQ- 
15. When analysing single somatic items, FG Vietnamese outpatients were signifi-
cantly more likely to report somatic symptoms of headache, chest pain, dizziness 
and fainting than the native-born group. There was a trend towards higher scores on 
the item from the depression scale (PHQ-9): “moving or speaking so slowly that 
other people could have noticed” in Vietnamese outpatients, which might reflect a 
tendency to external orientation, as reported in other East Asian samples.

Depressed Vietnamese outpatients reported psychological symptoms at similar 
levels of severity or at a single item level as matched native German outpatients. 
That was in contrast to the first hypothesis that stated that native German depressed 
outpatients were more likely to report psychological symptoms. Confirming the 
second hypothesis, depressed Vietnamese outpatients had a higher total score for 
somatic symptoms using the PHQ-15. Emphasis on certain somatic symptoms does 
not reflect a minimization of depressive symptoms in FG Vietnamese immigrant 
outpatients. Limited language proficiency was shown to be linked to higher somatic 
symptom reporting. Cultural differences in somatization should be interpreted in 
the context of culturally shaped and migration-related experiences of help-seeking 
behaviour, also related to pathways to care.

7.7  Conclusions and Implication for Psychosomatic 
Medicine

With increasing globalization, there is an urgent need of adequate diagnoses and 
treatment strategies for patients with a migration background. Migrants and ethnic 
minorities show a higher prevalence of mental disorders when compared to natives 
or fellow countrymen without migratory experiences. Thus, it is very important for 
clinicians and mental health-care specialists to be aware of the wider determinants 
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of the mental health of immigrants and to be trained in cultural competence. If a 
health-care system wants to increase its cultural competence, it needs to value diver-
sity, be able to assess itself culturally, be aware of how cultures interact, incorporate 
and institutionalize cultural knowledge and adjust service delivery in order to under-
stand and be aware of diversity between and within cultures.

A multidisciplinary and bio-psycho-social-cultural approach to illness is pivotal 
in the understanding of complexity and may promote cross-cultural effectiveness in 
detecting and adequately managing symptoms of somatization among migrants.
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8Prevention in Psychosomatic Medical 
Care and Rehabilitation

Richard Fielding and Wendy Lam

Abstract
Addressing prevention of psychosomatic illness can approach the topic from the 
detailed study of proximal psychophysiological and brain sciences, or it can address 
the wider contextual factors and distal influences: This chapter addresses primarily 
the latter. In reviewing the impacts of social, developmental and environmental 
influences that have been associated with psychosomatic illness, it becomes appar-
ent that political and economic contexts are major influences on psychosomatic pro-
cesses that affect health, and it clearly indicates that this is the most powerful level 
that change can be instituted. The alternative of addressing individual-level inter-
ventions is feasible but reflects a primarily symptomatic approach rather than 
addressing the underlying causes. The chapter then looks at preventive options and 
briefly visits the question of rehabilitation before returning to the core conclusions.

8.1  Introduction

A psychosomatic illness is one having a distinct psychological component to its 
development. In the context of this chapter, we need to ask how can we best approach 
the question of what constitutes a psychosomatic illness and what factors are con-
tributary. For several thousand years, traditional Chinese medicine (TCM) theory 
has warned that an excess of emotion can harm the body. The ancient Greeks linked 
personality and bodily processes, and more recently, Arab physicians in the tenth 
century proposed reciprocal interactions between body and mind. The late 
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nineteenth- and twentieth-century analysts and psychosomatic researchers have 
continued this tradition of assuming mechanisms of the body that are subtly affected 
by the emotions or other psychological processes. In the second half of the twenti-
eth century, research on endocrinology and immunology began to document differ-
ences in hormonal and immune modulation as a result of various forms of “stress” 
[1, 2], and other studies claimed evidence for the impact of emotions on survival in 
common diseases, such as metastatic cancer, despite having serious methodological 
and interpretive  flaws (e.g. [3]), and acute myocardial infarction, where the evi-
dence has been much more robust but the effects of interventions remain quite mod-
est [4]. The discovery of what became known as the gut-brain axis lead to an 
explosion of work, most recently on gut flora and how they might associate with 
specific diseases, including irritable bowel syndrome, autism, anorexia nervosa, 
Parkinson’s disease, schizophrenia and anxiety and mood disorders (e.g. [5–7]). All 
of these theoretical models, from TCM to the gut-brain axis, have at their core one 
or more inferred subtle processes by which changes, often in in the emotional tone 
of the body as a result of psychological states or vice versa, result in developing, 
maintaining or inhibiting remediation of some pathological condition or state, cur-
rently emphasizing modification of immunity and inflammatory processes. However, 
unequivocal evidence of these mechanisms substantially influencing the trajectory 
of a major disease remains outstanding, despite many claims to the contrary and 
repeated and continuing attempts to identify robust mechanisms that translate to 
hard endpoints that respond significantly to therapeutic interventions [4, 8].

The alternative mechanism by which bodily state and psychological state might 
reciprocally influence one another is through the more indirect mechanisms of socio-
economic contexts and behaviour. Here there is much more robust evidence for such 
associations and impacts in most diseases studied. The remainder of this chapter will 
therefore focus on these mechanisms. We will in turn look at social, economic and 
behavioural factors from the perspective of preventing ill health. Given the range of 
conditions and influences encompassed by these factors, it will be impossible to cover 
every condition in the space available for one chapter. Instead, we will focus on sev-
eral key examples for each process as illustrating more general principles for explor-
ing approaches to prevention relevant to psychosomatic disease and management.

8.2  Social Influences

The complexity and challenges to providing a succinct yet comprehensive picture of 
pathogenesis through behaviour are exemplified through a look at social influences 
and how they work. While we will attempt to look at different areas of behavioural 
influence in sequence, in reality the boundaries between them are arbitrary, and the 
different process are frequently acting concurrently.

Humans are quintessentially social creatures. We care very much what others think 
about us, spending significant amounts of time and money on ensuring we are well 
presented to signal relative social status and reproductive fitness to others of our species. 
This may be largely because social acceptance is so fundamental for both physical and 
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psychological wellbeing. There are likely strong evolutionary roots for this. Primate 
species are predominantly social and hierarchical. Acceptance increases the likelihood 
of survival and reproduction; rejection, and more so exclusion, sharply diminishes sur-
vival. In contemporary human terms, the most direct equivalents to rejection range from 
ignoring someone through to discrimination, humiliation and bullying, both individu-
ally and institutionally and functionally and structurally. Exclusion may be a result of 
the actions of others or may result from other barriers, including emotional, such as fear, 
shame or embarrassment; physical, such as disability and impaired access; or economic, 
such as unaffordability. Often it is a combination of these. Such behaviours can be seen 
throughout childhood and into adulthood. Rejections by others intrinsically are most 
often acts by powerful—that is, influential and well-resourced individuals and groups—
against powerless or relatively low power others, but not exclusively. Otherness, indi-
cated by appearance, as in skin colour or clothing, language or behaviour, or by indicators 
of low social status (being poor) that does not conform to in-group expectations, is a 
well- recognized marker for targeting discriminatory behaviours within communities 
everywhere [9]. These behaviours when expressed by individuals are often held in check 
by disapproval from peers or the community majority. However, recent political devel-
opments in several Western countries show how quickly such community disapproval 
can, itself, become inhibited by the presence of an apparent upsurge in discriminatory 
attitudes, speech and behaviour, giving the appearance of a rapid shift in social norms of 
behaviour [10]. This seems to be most likely when there are perceived threats to social 
stability from any number of sources, but often economic. These shifts are rapid when 
initiated by key persons or groups, such as governments and media working in parallel, 
as has been witnessed in many Western countries with the introduction of austerity poli-
tics, but which for many communities who have faced long-term discrimination from 
the dominant social groups in societies  remain transgenerational. African-Americans 
are one such group who exemplify long-standing lower status in US society. Where 
several low status markers converge, such as racial and economic indicators, 
being coloured and being poor or being disabled, the negative effects are particularly 
concentrated, markedly so for women and are exacerbated by the conflation of intrinsic 
and extrinsic factors into markers of personal worth. These, in turn translate into norma-
tive prejudicial attitudes. For example, studies indicate that viewing images of homeless 
people sleeping in doorways elicits almost no response in terms of empathy. However, 
such indifference is amenable to being deactivated by posing questions to observers 
about what the homeless person might like to eat, prompting them to empathize with the 
person to answer. This suggests that observers are more likely to view homeless people 
as of lower value, even sub-human [11]. This view is reinforced by the frequent targeting 
for abuse and often violence towards homeless people by groups.

8.2.1  Do These Social Effects Influence Health?

Multiple epidemiological studies of a significant range of health and behavioural 
dimensions show that ethnic minorities and  economically disadvantaged groups 
within a given community have higher levels of sub- and ill-health and lower uptake 
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of preventive health services. Even within communities, members who face rejec-
tion are more likely to suffer from poorer mental health, loneliness and isolation 
from peers—a factor particularly important for children and adolescents—have 
poorer-quality sleep and weaker immune responses, report more ill health and die 
sooner than peers not reporting isolation and loneliness [12, 13]. Social rejection is 
comparable to physical pain in several ways. Neuropsychological studies show that 
neurological activity in response to social rejection involves areas associated with 
processing physical pain, namely, the insula and dorsal anterior cingulate cortex, 
and giving people a simple centrally acting analgesic like aminocetaphen can effec-
tively reduce the hurt associated with social rejection [14]. The health impacts of 
prolonged or chronic pain are well documented, including progressive disability, 
helplessness, depression, sexual health and impaired sleep quality, and can lead to 
long-term neurological modifications [15–17]. Recent work has shown that impaired 
motivation and depression seen in chronic pain may be attributable to increased 
galanin receptor-1 activity in the nucleus accumbens of mice subject to chronic pain 
[18]. Long-term social rejection may feasibly create similar detrimental health 
impacts to neurological function [19].

Social exclusion has more profound impacts and is particularly harmful to 
females [20]. During later childhood and early adolescence, social exclusion is 
common among girls (for whom closer intimate pair relationships are generally 
favoured), whereas in boys, physical aggression is a common tactic to exclude tar-
geted individuals, often to demonstrate individual dominance to a wider group of 
same sex peers. Hormonal and mood impacts of exclusion are seen in both genders 
in experimental situations. Males and females show declines in testosterone levels 
and females increases in progesterone levels [21]. Progesterone release seems to be 
a marker of perceived social rejection [22]. The wider health impacts of exclusion 
are substantially documented. Exclusion is both a cause and a consequence of men-
tal health problems [23], but because exclusion isolates people from potential 
sources of social support, it can also exacerbate other health problems and increase 
the risks associated with isolation, including substance abuse, anger and related 
antisocial behaviour and low self-esteem, poor self-care and chronic ill health. 
When accompanied by stigmatization and/or discrimination, health impacts are 
more severe [24]. Evidence has been reported for increased rates of depression, 
hypertension and heart disease and certain forms of cancer [25]. Perceived racism, 
for example, has been linked to hypertension [26]. However, it has proved difficult 
to disentangle these impacts. A large meta-analysis found consistent links between 
higher rates of perceived discrimination and more negative mental health generally 
(r = −0.16, 95%CIs −0.20 to −0.12), irrespective of gender or ethnicity, and poorer 
physical health (r = −0.12, 95%CI −0.16 to −0.10) [24].

8.2.2  What Mechanisms Might Underpin These Effects?

While social effects do not necessarily act as direct demands that tax the coping 
capacity of an individual, situations wherein the individual has lost control over 
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their environment are intrinsically more threatening to that individual because they 
are not open to personal modification. When loss of control is intermittent or arbi-
trary, as in situations where an individual encounters episodic discrimination, pre-
dictability becomes difficult, and when a person cannot predict what responses are 
required in a given situation, this increases perceived coping demands. Such situa-
tions are particularly harmful to health. When these situations become chronic, the 
“wear and tear” hypothesis is frequently invoked to explain the link with ill health. 
However, many of these findings are inconsistent. A number of social-related fac-
tors also have been inconsistently linked to mediating the negative effects of dis-
crimination, for example, strong group identity; it may be that we are still looking 
at partially social effects rather than fully psychophysiological ones. Pascoe and 
Richman’s (2009) meta-analysis compared stress-based with behaviour-based 
models to account for their observed health ill effects associated with discrimina-
tion and found a relatively small effect (r = −0.11, 95%CI −0.18 to −0.05) for 
stress-based and a somewhat larger effect for behaviour-based explanations 
(r = −0.179, 95%CI −0.21 to −0.15). More females than males showed evidence 
of poorer behaviours (r = −0.26, 95%CI −0.33 to −0.20; −0.14, 95%CI −0.20 to 
−0.08, respectively) [24]. Social support was more likely to show a mediating 
effect for mental health outcomes. No support effects were seen for physical health 
outcomes. The effects of coping style and social identification were mixed and 
largely null for mental and physical health outcomes and stress responses and 
health behaviours.

Felt loneliness, often but not always a consequence of exclusion, is also impli-
cated in ill health, with people who report greater loneliness experiencing higher 
morning peak cortisol responses [19]; poorer-quality sleep (particularly in older 
adults) after adjustment for a range of possible confounders, including self-rated 
health [17]; and impaired cognition, including self-regulatory responses associ-
ated with positive activities such as exercising [16], and has been linked to demen-
tia onset [27], as well as ischaemic heart disease mortality [28] and overall 
mortality [29].

One potentially important mechanism for explaining why social rejection can 
impact health is that it can create a barrier for the uptake of health promotion and 
service delivery. There are examples from many places and times of how groups 
experienced significant explosions in ill health as a result of facing health-care uti-
lization barriers. These include, for example, the outbreak of tuberculosis that 
occurred across America, particularly in New York in the 1980s and 1990s: The 
Reagan Administration’s cuts to support for the homeless and the poor exacerbated 
by opposition to the federal TB programme lead to increase in those vulnerable to 
infection and yet unable to utilize what few health services were left for them [30]; 
discrimination against gay men in the early stages of the HIV epidemic in the USA 
which impaired help seeking among members of the gay community; the failure for 
non-native-speaking immigrants to be able to negotiate a health-care system which 
lacks facilities for translation when they cannot speak the dominant language; and 
the simple inability of disabled individuals to be able to physically access health- 
care services as needed.
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Finally, the increasingly deliberate ideological identification of subgroups within 
society, the unemployed, the poor and the disabled for particular vilification in the 
mainstream media and by politicians via targeted policy decisions designed to with-
draw social security from already marginalized groups under the name of austerity 
politics has pushed significant numbers of the general population into poverty. The 
impact of these moves inevitably impacts families and individuals socially by pric-
ing them out of the social norms of success and material gain universally depicted 
in the media and advertising and thus marking them as not only “other” but also 
“under” (Untermenschen) people less worthy of respect from those less unfortunate 
and from themselves. This will be looked at in more detail in the following 
section.

8.3  Economic Influences

Economic status has long been recognized to be a major determinant of ill health 
and avoidable and premature mortality throughout the lifespan. Poverty, the most 
obvious manifestation of economic influence on health, has a corrosive and often 
lifetime effect. Impoverishment frequently arises from 

 1. Long-term national poverty where lack of employment or economic develop-
ment limits the ability of families and communities to raise their standard of 
living beyond subsistence. This may be due to, in underdeveloped countries, 
overpopulation and migration to cities in search of work, misaligned economic 
policies including those dictated for receipt of loans by multilateral agencies 
such as the World Bank, forced procurement or theft of land or civil or national 
warfare. In more developed countries, regions with low economic productivity 
or population density, where there are high levels of unemployment beyond tra-
ditional agrarian practices, and inner city areas which concentrate low pay work-
ers necessary for the service support of other activities.

 2. In developed and relatively prosperous communities, where economic policies 
result in a loss of employment, for example, in England in the 1970s and 1980s 
when the coal mining industry was deliberately shut down with no replacement 
sources of work, or the progressive loss of traditional or manual-skilled jobs due 
to globalization, automation or manufacturing shifts. In the USA, globalization 
and free trade policies have seen manufacturing jobs in the US industrial heart-
lands exported to reduce costs, resulting in chronic loss of jobs in traditional 
industries.

 3. Ill health, where medical costs and loss of earnings and high levels of existing 
debt, for example, a home mortgage, rapidly consume family savings and can 
result in eviction, inability to regain employment and a spiral into an inescapable 
poverty.  (In the absence of ill-health, debt alone is a major problem that both 
reflects and causes economic hardship for a growing proportion of 
populations.)
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Economic exclusion is associated with highly unequal societies. The Gini coeffi-
cient (GC) measures relative inequality within communities, where a GC of 0 indi-
cates that everyone has the same level of wealth and a GC of 1 that a single individual 
has all the wealth. Higher values therefore indicate greater inequality. Since the 
early 1980s, there has been a sustained move to reduce the social gains in economic 
activity brought about by union and post-war economic policies, especially in North 
America and Western Europe, with the result that national Gini coefficients in those 
countries have been moving upwards, and this has accelerated particularly in the 
past decade in more economically developed countries particularly [31].

The growth of socioeconomic inequalities has quite profound impacts on health 
and in particular mental health at all levels of society [32]. Of the countries studied 
by Wilkinson and Pickett, those with the highest disparities between the top and 
bottom 20% of society, Singapore, the USA, Portugal and Great Britain, have far 
worse health outcomes than countries with the least disparities between the top and 
bottom 20% (Japan, Norway, Finland and Denmark). More equal societies tended 
to have higher levels of trust, social cohesion, community involvement and lower 
levels of violence [32]. At the levels in society where exclusion from what were 
seen as formerly universal acts of social participation is dictated by lack of money, 
these effects are most strongly felt. At the same time, there has been a growing pres-
sure, particularly targeted at younger people and children to become consumers at 
younger and younger ages [33]. A combination of this consumer pressure in the 
context of a lack of spending power has been proposed as one reason why the levels 
of mental health problems in older children and adolescents, particularly girls, have 
rapidly increased during the early twenty-first century. Together with the Internet 
and a rise in social media, the perceived need to both meet peer expectations and at 
the same time being excluded from doing so shifts pressure to parents who may lack 
the means to provide the perceived necessities of modern childhood, such as up to 
date mobile phones, clothing and other things. This can have the effect of increasing 
parental consumer debt and under circumstances of precarious employment that 
currently exist creates further strain within households, which has detrimental 
impacts on adolescent mental health [34]. That children from lower socioeconomic 
status families have higher risk of mental health problems such as depression during 
adolescence is well established [35, 36]. However, while some researchers have 
questioned whether poverty inevitably causes mental health problems [37], citing, 
for example, teen pregnancy and low educational achievement which both increase 
the probability of raising children in poverty and that poor families tend to live in 
lower-quality neighbourhoods, attend underperforming schools and experience 
higher levels of nutritional deficiencies, poor parenting ability has also been blamed 
for these impacts, as have genetic factors. While the evidence is mixed, separating 
cause from correlation is needed, but the weight of accumulating evidence seems to 
support a causal association with evidence suggesting family income is an impor-
tant determinant of mental health impacts. However this may in turn be modulated 
by how the poverty occurs. Impacts may be different for a family that was support-
ive and that had good relationships and higher educational backgrounds, who 
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encounter unexpected poverty due to some change in external circumstances, such 
as unemployment or ill health, than for a family with long-standing poor relation-
ships and where poverty comes as a result of behaviour such as substance abuse or 
gambling. Thus it is probably important to differentiate between short-term acute 
poverty and long-term institutionalized poverty. These effects can be modified by 
factors such as supportive school environment or even good peer relationships or 
exposure to violence given the right circumstances. Where parental function is 
effective, this can potentially help to ameliorate some of the worse effects of pov-
erty. Conversely, stressed parents are likely to communicate that stress to their chil-
dren. Economic difficulties affect parental mood and generate marital discord, 
which in young children can disrupt early attachment and lead to inconsistent disci-
pline during childhood and adolescence [37]. Poor parental job opportunities with 
few opportunities for advancement can discourage school performance and help 
perpetuate the cycle of poverty, though not always. As family income increases, 
parents invest more resources in their child, and this enhances the child’s cognitive 
and social skills. Family hardship and stress are also reduced resulting in more posi-
tive parenting. Reducing financial hardship improves management of children’s 
problem behaviour while their academic achievement is enhanced by increased 
parental investment [38]. To achieve the latter, then, both removal of financial hard-
ship and parental support are needed. Government policies, such as social safety 
nets and targeted support, investment in education and health care, can help to sig-
nificantly moderate some of these deleterious effects [31].

8.4  Developmental Influences

Many developmental influences on mental health have already been touched on. 
Developmental influences can be thought of as beginning with intergenerational 
factors. A family may carry patterns of behaviour, such as teen pregnancy, substance 
abuse or abusive behaviour across several generations, being normative within a 
particular family group. As greater social awareness develops and more willingness 
to intervene on the part of, for example, schools, the more extreme of these trends 
are more likely to be disrupted, but some, such as sexual abuse, may be hidden from 
outside the family and persist. For example, women who are victims of childhood 
sexual abuse are more vulnerable to revictimization as adults. One US study found 
such women reporting twice the incidence of rape; 1.6 times the incidence of physi-
cal, particularly domestic, violence; 4 times as much self-harm; and more lifetime 
trauma than did a comparison group of women who were not victims in childhood 
[39]. More mundanely, generally poor parenting skills and low levels of education 
can be equally detrimental to mental health. However, probably the most prevalent 
(though not exclusively so) drivers of these factors are family, institutional and envi-
ronmental poverty.

Beginning with poor nutrition, possibly compounded by  substance use and 
higher levels of maternal stress during pregnancy, exposure to a poor nutritional 
environment in utero may programme the child’s metabolism in ways that increase 
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risk of adult health problems (Barker’s or the foetal origins hypothesis) [40]. 
Barker’s hypothesis implicates developmental plasticity as the key feature of embry-
onic adaptation to the anticipated environment signalled by the nature of the uterine 
environment. Developmental plasticity varies over the lifespan and may be of two 
types: immediate responses to current environmental circumstances and predictive 
adaptation to likely future circumstances. From the perspective of the present paper, 
predictive plasticity seems to offer most promise as a pathway setting the organism 
on a relatively fixed developmental trajectory designed to optimize reproductive 
fitness. This may be at cost to other developmental achievements, such as organ 
size, vascularization or other aspects of physical growth, some of which may 
increase psychological vulnerability. This may be enacted through modified hor-
monal or epigenetic programming influencing signalling sensitivity via altered 
receptor densities, for example [41].

However, as with many developmental issues, evidence for psychological effects 
in utero remains confounded by higher rates of maternal perinatal smoking, drink-
ing and other lifestyle factors. These behaviours are well documented to have nega-
tive impacts on the foetus, from inter-uterine growth retardation through to foetal 
alcohol syndrome and tobacco-induced neurodevelopmental changes [42, 43]. This 
makes separating the underlying psychological state of the mother from the mal-
adaptive coping impacts a difficult task. However, a number of studies have 
attempted to identify possible pathways for psychological impacts on embryonic 
and later postnatal infant development. While subjective maternal psychosocial 
stress during pregnancy is poorly correlated with amniotic cortisol, higher amniotic 
cortisol levels reportedly influence foetal growth and early childhood distress levels 
[44], though the mechanism is likely to be more complex than simple exposure [45]. 
In Australia, for example, approximately 9% of women experience depression in the 
antenatal period and 16% in the postnatal period [46], when bonding behaviour can 
be affected, and around 11% of women are affected by anxiety antenatally [47]. 
Such women may be more likely to have co-morbidities and take medication or self- 
medicate using a variety of agents, many of which have been shown to negatively 
influence aspects of foetal development, as has obesity, a growing problem in mod-
ern obstetrics [41], and also to smoke, which has long-term growth retardation 
effects [48]. Prenatal maternal anxiety has been associated with higher reported 
rates of inattention and hyperactivity in boys, but not girls at 5 years of age [49, 50].

Infant temperament is an important consideration and likely interacts with other 
perinatal factors. For example, immediately post-partum neonatal behaviour that is 
responsive to mother’s efforts to interact with and calm the infant, easy feeding and 
an absence of mood disorder can facilitate maternal response to the neonate, build-
ing a positive initial experience. In contrast, a difficult delivery may leave the mother 
exhausted, she may experience disinterest and disappointment at lack of maternal 
feeling towards the baby, and the neonate may be a difficult feeder, cranky or diffi-
cult to calm, discouraging initial interaction which can alter later expectations and 
behaviour around interactions leading to poor patterning of sleep and feeding cycles 
and growing frustration with childcare. This in turn may influence the bonding 
between mother and baby and thereafter the nature of infant attachment to the 
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mother. Whether the child’s temperament is affected by maternal psychological 
state is relevant but is confounded in that mothers’ ratings of their babies are influ-
enced in turn by such factors as mother’s personality, past experience of childcare 
and mood [41]. Nonetheless, studies using observers blinded to maternal neonatal 
status have reported correlation in indicators of neonatal temperament, such as fuss-
iness, crying and sleep and higher maternal cortisol levels [51].

Where maternal anxiety or depression persists post-partum, the infant can be 
negatively affected [52]. Anxious parenting can negatively influence the behaviour 
of their offspring [53], while parental anxiety may mediate the impact of stressful 
events on children [54]. Evidence suggests an additive effect of parental anxiety 
irrespective of child’s temperament, though this remains to be confirmed [53].

Persistent maternal or parental depression can have both intrusive and with-
drawal effects on mother-baby dyad, interfering with the baby’s exploratory play 
and generating hostile affect in the baby in the form of anger to discourage maternal 
intrusiveness, while withdrawal can contribute to negative affect in the baby, inter-
fering with normal learning [55]. Behaviourally, depressed mothers are poor role 
models for problem solving and resilience, showing maladaptive functioning and 
impaired responsiveness, all of which can impact negatively on the child’s behav-
iour. Little is known about the effects of paternal depression. Children of such par-
ents are themselves at increased risk for affective disorders before the age of 30 
[55]. However, many studies have noted that children of parents with psychopathol-
ogy do not all demonstrate negative behaviours themselves. Contextual factors, 
such as family social class, levels of education, marital conflict and others, can 
modify children’s behaviour. Having a caring and supportive father, and probably 
grandparents and older children, and to a lesser extent school, can significantly buf-
fer impacts from maternal depression, while the characteristics of the child includ-
ing sex differences, resilience and temperament also explain significant variance 
with boys being more vulnerable than girls to maternal depression [55]. Nonetheless, 
evidence is accumulating that childhood behavioural and conduct disorders are 
strong predictors of adult mental health and a major pathway through which social 
inequalities exert their effects [56].

By the time the child reaches adolescence, they have developed familial-driven 
coping behaviours often modelled on parental behaviours. At adolescence, young 
people become more responsive to peers and less responsive to parental drivers of 
behaviour, and if the adolescent has good social skills, peer support networks can be 
beneficial. However, in early adolescence, such networks are often unstable and 
changing and may be a source of significant stress for young people, particularly on 
social media.

This section has so far concentrated on mental health because most evidence 
indicates that somatic health problems in childhood frequently have strong psycho-
logical components, some directly arising from the child and some secondary from 
parental reaction to the child’s health problems. However, unlike in adults, such 
conditions may manifest themselves differently in children and adolescent, usually 
as somatoform or behavioural disorders. Somatoform disorders are frequent reasons 
for medical consultation in many countries, accounting for up to 50% of medical 
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outpatient visits. In 1991, a national prevalence study of mental disorders in the 
Finnish population indicated the prevalence of frequent headache at 2.8%, recurrent 
abdominal pain 2.4%, asthma 0.8%, enuresis at 1.5% and soiling in 0.3% of chil-
dren in the general population [57].

Among youth, studies report prevalence rates of any depressive disorder at 
between 0.9 and 2.5% (point prevalence) in the UK and 2.1 and 3.4% (3–12 months’ 
period prevalence) in the USA. For anxiety, equivalent figures are 3.3% (UK) and 
2.2–9.5% (USA) [58]. These disorders are often co-morbid with other problems, 
including conduct disorder, low school performance, substance abuse, eating disor-
ders and self-harm. Self-harm itself is often associated with trauma or sexual abuse 
[39]. Half of all mental health disorders start before age 14 years, but most go unde-
tected [59].

Globally teen pregnancy remains a problem in many countries, complications of 
pregnancy and childbirth being the most common cause of death for females aged 
15–19 years of age [59]. However, trends in teen pregnancy rates show substantial 
declines. In the USA a majority of these pregnancies (pregnancy rates, adolescent 
females aged 15–19: 1990—50.9/1000; 2014—24.2/1000) [60] occur outside of 
marriage and predominantly in the poorer southern and Midwestern states and 
among Hispanic and Black girls. Poor education achievement, having themselves 
been born during their mothers’ teen years and living with other than their biologi-
cal parents are risk factors [60]. A similar pattern of declines in teen pregnancy was 
seen in the UK. The provision of effective sex education and supportive teen sexual 
health advisory services, a change in social norms and the reduction of stigma asso-
ciated with contraception, as well as the availability of emergency contraception, 
are believed to have played a major part in the observed declines. The example of 
teen pregnancy declines is illustrative of the multifactorial nature of many problems 
that straddle the psychological-somatic health domains. The message from this is 
that similar changes are needed to effect prevention in many of the other areas 
addressed in this chapter.

During early adulthood, among the most common health problems having strong 
behavioural components are unintentional injuries (many arising from higher rates 
of risk taking and occupations that include greater risk of injury and road accidents 
and drowning often in conjunction with drugs and alcohol use), tobacco, obesity 
and inactivity, HIV and violence. Males are disproportionately affected by these 
conditions, and in many cases, they are associated with broader contextual factors, 
including war, political and social instability, impoverished communities and low 
educational levels, coupled with higher risk taking in this age group and among 
males generally. Trauma in youth who have been exposed to violence and conflict is 
a growing problem that can contribute significantly to maladaption and psychoso-
matic behaviours generally. Where these occur in refugee and immigrant groups, 
the problems can be further compounded.

From early adulthood onwards throughout middle and later adulthood, growing 
numbers of young people are affected by chronic health problems arising from poor 
lifestyle, substance use and inactivity. These problems themselves generate collateral 
impacts on mental health, self-esteem and marital and intimate relationships and 
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therefore also affect parent-child roles and behaviours. For example, cancer in younger 
adults impacts at a life stage where career and family may be closely interrelated. For 
a person in their 40s diagnosed with cancer, children are likely to still be dependent, 
may be in the more challenging teen years facing educational demands, and financial 
responsibilities mean that loss of work or impaired income can present significant 
additional stresses to families already struggling financially. If the patient had pre-
existing coping difficulties, the additional demands of cancer can significantly com-
pound these. For these and other reasons, it is well established that younger cancer 
patients report more difficulties and greater symptom impacts on average than do 
older cancer patients (e.g. [61]). The availability of sufficient coping resources, in 
many instances these are predominantly material and social, determines how well 
patients effectively cope with the demands of chronic illnesses such as cancer. Patients 
with limited coping or those with significantly constrained access to necessary 
resources are likely to face additional stress. Once primary treatments are concluded, 
the extent and persistence of residual symptoms and late effects of disease and treat-
ments can themselves interfere considerably with return to normal life, and coupled 
with fear of recurrence, these factors can cast a significant shadow over family life and 
create substantial secondary difficulties. Difficulties in renormalizing bodily sensa-
tions after cancer can make it difficult for patients to put the experience of cancer 
behind them and helps to maintain, and be maintained by fear of disease recurrence. 
Residual symptoms such as fatigue and sleep disruption can limit return to work, and 
significant numbers of patients experiencing cancer report higher levels of anxiety, 
distress and depression, though in many cases these resolve without intervention.

In later adulthood, more frequent health challenges, accumulation of chronic 
diseases and gradually impaired activity and social roles, particularly following 
retirement or often worse after early redundancy or job loss, are associated with 
increased velocity of health deterioration, health-care utilization and increasing 
mental health challenges, particularly depression. These role, economic and other 
losses characterize this developmental stage. The deterioration of cognitive function 
that accompanies ageing can also further impair coping with health and other 
demands.

With the onset of chronic health problems, coping resilience is a critical func-
tion. Again, resource availability and coping capacity are factors that modify out-
comes, in particular mental health [62]. People react differently depending on 
whether they view demands as losses, threats or challenges. Responding to a demand 
as a challenge tends to evoke more action-focussed coping to address the demand, 
whereas responding to demand as a threat or loss tends to evoke more passive, emo-
tion control-oriented coping [63]. A similar emotion-focussed response is seen in 
relation to physical symptoms such as persistent pain in elderly adults [64]. With a 
rapid ageing of the global population, this demographic will form a growing and 
predominant pool of demand for health care. Effective preventive management is 
therefore imperative to avoid health-care systems from being overwhelmed.

Determinants of overall health perceptions interact with perceived coping capac-
ity. In older adults better health status is associated with higher income. For 
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example, among Canadian adults aged 45–64 and 65+, those in the highest income 
bracket were 4.65 and 1.94 times, respectively, to report better health than the low-
est income bracket [65]. Given that Canada has a social insurance-based health-care 
system, access to care is less obviously a reason for such disparities than it might be 
in a country with private insurance-based health care such as the USA. Given that 
health perceptions are primary drivers of health-care utilization [66], the association 
between adequate resourcing and social support and the reduction of health-care 
demand in older adults are brought into sharp relief as important targets for 
prevention.

8.5  Environmental Influences

The role of environment in health can be construed in several ways, some of which 
have already been identified in the forgoing sections of this chapter. The direct 
effects of physical conditions can impact on health in a variety of ways, for exam-
ple, the harms from living near a busy main road on child respiratory health [67]; the 
more indirect effects seen in impoverished communities, particularly in relation to 
living in poor-quality housing where effects can also be direct, such as from mould 
and damp [68]; psychological harms from having to live in circumstances that are 
both unpleasant and potential hazardous especially to children and in wider environ-
ments characterized by low social, cultural and financial capital [69]; and living in 
isolated or depopulated rural settings, some of which may be secure; others of 
which may be subject to violence, warfare or extreme disaster risks; and where 
health-care facilities may be at best distant and at worst degraded past use or com-
pletely absent.

There is a mixed causal picture with regard to the interactions between living 
in impoverished areas and poor health. In some cases, social housing acts as a 
safety net for the poor and ill [70], but such housing need not be of poor standard, 
though all too often it is. The functional capacity of families living in substan-
dard housing is often compromised by low education, low income and opportu-
nity occupations or unemployment and the stresses this produces, school 
underperformance in children, lack of access to positive activities and role mod-
els, substance misuse and poor diet all feeding in to limit coping resources and 
hence capacity.

These are compounded by the location of substandard housing in low-quality 
urban districts, adjacent to industrial sites or in flood-prone locations, dispropor-
tionately increasing exposure to and hence risks from natural and other disasters 
among poorer and more impoverished communities [71]. Witness the predominant 
impacts on poorer and mostly Black neighbourhoods in New Orleans and Houston, 
respectively, from Hurricanes Katrina in 2003 and Harvey in 2017. Following such 
episodes in the USA, for example, relief and rebuilding efforts tended to be slower 
and less extensive than those where predominantly white middle-class areas are 
affected [72].
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8.6  Consequences for Prevention

8.6.1  Contextual Strategies

From the foregoing sections, it is obvious that multipronged and prolonged, proba-
bly multigenerational, approaches are needed to reduce and, whenever possible, 
prevent psychosomatic complications to health through the broad domains of 
behaviour and lifestyle. Because these processes are among the most important 
drivers of health overall, the payback from long-term investment in strategies such 
as infrastructure spending on building and maintaining to a high standard social and 
public housing, policing, education and other aspects of society that have been out-
lined above is extraordinary. Wilkinson and Pickett’s 2013 summation of the evi-
dence [32] (only one of several similar treatises reaching broadly comparable 
conclusions) of the health harms to all strata of society from high levels of inequali-
ties provides powerful arguments for a societal-oriented economics based on strate-
gies other than those of the free market which having been tried for almost 40 years 
have produced exactly the opposite outcomes to those needed to achieve prevention 
of exclusion by prevention of inequalities as a result of neoliberal political and eco-
nomic policies. Governments frequently claim that reducing taxes on the upper 
income brackets and tightening spending on lower income “welfare” will stimulate 
economic growth. Despite being the basis for Western economic policy for over 
40 years, however, evidence clearly indicates the opposite [31].

Key among these are policies designed to support and help families with signifi-
cant social and educational needs. Programmes such as Sure Start can offer remark-
ably inexpensive and good value for money and high levels of effectiveness [73] 
when appropriately implemented. These programmes should involve other family 
members, in particular the mother, which can benefit both mother and child. Parents 
more involved with their children’s education tend to have less conflict with the 
child, and the child in turn has better social skills [74]. However, the causal direction 
here is unclear. It may simply be that parents who are more involved also have 
greater personal resources and children who have benefitted developmentally from 
this. Similar early childhood intervention programmes have been tried in many 
developed countries. Longer-term findings are mixed, probably because of inconsis-
tencies in implementation and a lack of further follow-up interventions designed to 
improve the wider community. What the few studies done tend to suggest is that the 
0–3 age range is likely to be most cost-effective for interventions [75]. However, 
most existing studies have focused on programmes designed to reduce criminality 
and conduct disorder, and not necessarily health decrements from low-grade child-
hood environments. Interventions targeting post-partum [76] and later maternal 
depression [77] have been found to be effective in reducing child psychopatholo-
gies, but for logistical reasons, these studies are not sufficiently long term to look at 
outcomes into adolescence and beyond. The weight of evidence suggests such pro-
grammes to be very cost-effective [72]. More generally, enhancing positive parental 
interactions with their children overall is generally beneficial across a range of indi-
cators [78].
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Relatively uncontroversial programmes such as free playgroups and kindergar-
ten education of all children can have quite profound effects in terms of exposing 
children to enriched learning environments and giving mothers relief from child- 
minding. Engagement by parents in everyday activities in which parents model 
desirable behaviours benefits child learning of both behaviours and values [78], but 
this relies on the parent having the skills, opportunities and motivation to enact such 
modelling. For this reason, addressing the factors preventing access to and uptake of 
education; adequately salaried, secure work; and good standard housing with stable 
tenure is a crucial step in the longer-term prevention of psychosomatic contributions 
to health. Again we are brought back to the conclusion that to achieve this requires 
a move away from the economic policies that have been pursued since the mid-
1970s that reflect political initiatives intended to reduce or remove social institu-
tions developed to address these needs. The failure of deregulated banking in 
2007–2008 leading to the subprime and wider banking crisis has served as a perfect 
opportunity for ideologically driven actions to reduce funding for social pro-
grammes put into place following the Second World War to aid recovery of European 
and other countries after that conflict. These actions coupled with globalized move-
ment of manufacturing and promotion of consumption-based economics have 
reversed the steadily declining wealth inequalities arising  in the first half of the 
twentieth century and the wider social achievements that had consequently accrued 
by the mid-1970s. There needs to be a sustained and evidence-based programme of 
investment into affordable good-quality housing, jobs and education as these three 
factors have been shown repeatedly and globally to accrue the largest gains in com-
munity wellbeing and individual health [31].

One notable trend has been a progressive loss of food skills in younger cohorts 
and a growing reliance on convenience foods that tend to have poor nutritional pro-
files and are also relatively expensive. In working families, time becomes a precious 
commodity, and avoiding spending large amounts of the buying, preparation and 
eating of food is something that in many places is now seen in terms of an opportu-
nity cost. At the same time, marketing strategies and product ranges reliant on 
highly processed and refined carbohydrates and fats, demand for cheap foods and 
mass production of cheap meat have created a nutritional environment that is obe-
sogenic. In settings of increasing social isolation partly as a result of exclusion and 
partly arising from greater urbanization and the associated barriers to easy social 
interactions, there is a need to help to regenerate ways that facilitate social interac-
tion and engagement. This is dependent on the revitalization of community 
resources, including places such as well-designed public spaces, libraries and com-
munity centres that act as points of convergence for different threads of the com-
munity. These need to be sufficiently local that they enable people to recognize and 
repeatedly interact with one another to build relationships, mutual respect and sup-
port. City-level settings are too impersonal, and district-level settings are likely to 
be more effective. Traditionally, such functions were served by religious and other 
community institutions, such as, in the West, public houses, union and clubhouses 
and other groupings derived from mutual or common interests. Because many com-
munication functions have been taken over by social media, this has allowed 
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interaction in the absence of face-to-face exchange. This clearly has benefits in that 
it enables people to more easily keep in touch, particularly over longer distances, 
but it has probably contributed to a relative degree of isolationism as well.

In summary then, the main issues for primary prevention of psychosomatic over-
lay converge on maintaining good levels of mental health, and this is best achieved 
by national investments in education, social engagement and adequate material 
resources for individuals and families. In other words, building individual capacity 
through enhancing social and community capital is the critical context to address 
the foundations of community and individual wellbeing. This in turn relies on ade-
quate, meaningful and fairly remunerated occupational opportunities, and these 
come from suitable population-oriented political and economic policies.

8.6.2  Rehabilitation Strategies

The importance of effective communication as a key plank in both the prevention of 
ill health and rehabilitation of people with existing health difficulties cannot be 
overemphasized. In the absence of adequate authoritative and evidence-based infor-
mation from trusted sources, the primary, secondary and tertiary prevention of 
health problems becomes considerably more difficult. The ease with which belief- 
based rather than evidence-based information is promulgated both in the main-
stream media (MSM) and the Wild West of the Internet is apparent in any number 
of areas of contemporary concern from vaccinations to climate change, from the 
reasons for the banking crisis to US presidential elections and the Brexit debate in 
the UK. The deliberate obfuscation of facts and the presentation of counter “evi-
dence” through selective cherry picking, targeted lobbying and other means, to 
achieve the maintenance of doubt in the eyes of both the population and the policy 
makers, are highly effective strategies, developed by the public relations industry 
and used to devastating effect in delaying asbestos, lead and tobacco control, cli-
mate change action and tax reform, among other things [79]. Most of these “cam-
paigns” have been with the aim of maintaining or boosting consumption or sales of 
products that are harmful or at best have little clear benefit. While robust evidence- 
based logic has probably never been the basis of much policy setting in the past 
40 years, there has been a sustained effort to replace evidence-based policy making 
with belief or ideological policy making. The consequences of these policies, appar-
ently misinformed by economic doctrine are that they have performed poorly for the 
majority but very well for a wealthy minority. That  successive governments 
have failed to acknowledge, let alone addres these shortcomings, too often due to 
personal interest and ideological dogma, and those that have done are vilified in the 
mainstream media indicates a clear unwillingness to prioritize population wellbeing 
over ideology. It is of little surprise then that inequalities have expanded and become 
more entrenched with resulting impacts on the very community resources that help 
to maintain wellness [31, 32].

From an individual practitioner perspective, when focus is on those with existing 
illness, clear and effective communications enable a number of responses that 
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facilitate recovery and help to avoid compounding physical health problems with 
additional psychological overlay. First, accurate preparatory information about 
ilness and symptom  trajectories and outcomes, even when probabilistic, helps to 
enable more realistic expectations, and these in turn allow better prediction of cop-
ing demands. Uncertainty when there are anticipated threats, as we all experience 
from time to time, is a particularly uncomfortable state. In most instances, stress and 
the accompanying psychophysiological responses from increased arousal arise 
from appraising the outcome of a perceived demand as threatening in some way 
[80]. When demands can be better quantified, then it becomes easier to determine 
what resources are needed to meet those demands, and therefore good information 
about outcomes enables a person to reduce uncertainty and better plan to deal with 
what is coming. In some respects all information can be said to be either preparatory 
(about the future), when it can help to reduce uncertainty, or explanatory (about the 
present or past), when it can help account for experiences that are poorly under-
stood. However, matching information provision to coping preference is important. 
People differ in their preference for information, with some preferring as much 
information as possible, and others less, and even none at all [81]. Most people fall 
somewhere between these two extremes. Miller’s minimax theory indicates that 
predictability is not the only way that information reduces stress [81]. Predictability 
better enables control over the environment. However, if the person already per-
ceives little control over their environment or the threat they face, such as in the case 
of a cancer diagnosis, for example, they can reduce stress by defaulting to a passive 
mode of coping that relies instead on managing their emotional state but also by 
engaging external agents (doctors) to act on their behalf. This in turn can enhance a 
sense of control for the patient, particularly when the doctor works closely with the 
patient and can build a sense of a shared task; in other words, if the doctor is able to 
give the patient a sense of their concern, support, attention and effort, the result is in 
effect the partial internalization of control for the patient, who may then be more 
motivated and positive about the outcomes. An engaged and supportive doctor helps 
to build a patients’ sense of control. In most circumstances, therefore patients should 
seek to engage closer involvement with the doctor to increase their sense of control, 
a process called participatory control [82]. Under these circumstances the patient- 
doctor dyad works effectively to address the patient’s health problem. From the 
doctor’s perspective, this level of engaged working can be more emotionally 
demanding, requiring involvement at a more personal level that in effect needs rela-
tionship building. However, there may be a need to include more structured help, in 
the form of psychotherapeutic support such as cognitive behavioural therapies, par-
ticularly where threats are only partially controllable, as with cancer, for example.

A second way in which effective communications are crucial to the prevention of 
psychological compounding of physical health problems is that clear and effective 
information can improve decision-making. Frequently in health care, patients are 
given choices of treatments, but under these circumstances, a patient and their fam-
ily may lack the background to feel confident in their choice. This can then have 
negative consequences for the patient that include doubt, regret and guilt over 
choices made if outcomes fail to meet expectations. For example, Lam and 
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colleagues [83] have shown that women given the choice between breast cancer 
treatments often have higher levels of subsequent psychological distress up to 
6 years later if they are given more or less responsibility for the treatment decision 
than their preferred level. Most women were given the choice to make themselves, 
but most preferred for the doctor to make the decision with their involvement, that 
is, in a joint manner [83]. Those women for whom their decision-involvement pref-
erence did not match their actual decision-making responsibility reported higher 
levels of distress 8 months later. It is therefore beneficial for doctors to optimize the 
degree of involvement patients have by matching their actual information require-
ment and decision-making with their actual preference. This is easily done by con-
sidering information need when meeting the patient for the first time when the 
doctor is ready to begin to give information to the patient by asking, for example, 
“How much information would you like about your condition? Do you want to told 
about everything that happens, like changes in your condition? If not, is there some-
one, a family member perhaps, who you would like to be kept informed and if 
necessary who can make decisions on your behalf? I also need to know how much 
you want to be involved in decisions about your care. Most people prefer to make 
these decisions with their doctor. But, if you prefer, you can make all the decisions, 
or I can make them on your behalf together with your designated family member”. 
It is important to make statements such as these, particularly when working with 
ethnically diverse populations as cultural preferences for information vary consider-
ably. In such circumstances, comprehension issues need to be considered and if 
needed a translator made available, often a bilingual second-generation family 
member. But it is important to explain to such family members the importance of 
not censoring the initial communication. For example, it is common in some Chinese 
communities for family members to try to protect elderly relatives by withholding 
information for fear they will suffer, give up hope and die more quickly. However, 
many elderly patients may want more information and be more able to exercise 
agency over decisions affecting them. Under such circumstances, it is important to 
ask the patient in the presence of the relatives so they hear the patient’s preference 
for themselves. However, they must provide an honest translation in the first place 
about the request. Ideally, professional translators would be the best solution.

The effective control of and communication regarding symptoms and late effects 
of disease and treatments are also a crucial step in controlling the negative interac-
tions between the physical aspects of the patient’s health and their psychological 
state. It should be already apparent to the reader from the foregoing that the inter-
play between psychological state, behaviour and physical health is not really man-
ageable by simply addressing only the physical aspects of an illness alone, though 
for many minor problems this may be sufficient. However, in the case of chronic or 
life-threatening illness, residual symptoms and late effects of treatments are proba-
bly major causes of psychological overlay to physical illness as well as major barri-
ers to effective reintegration to normal life [84]. As such they are important targets 
for intervention. These symptoms can be classified in a number of ways. Reviews of 
early studies of symptom clusters in cancer consistently identified just one cluster, 
related to gastrointestinal symptoms, involving nausea and vomiting [85], and while 
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more clusters were apparent in advanced cancer [86], these were not stable over 
time. This finding is partly due to methodological differences in reviewed studies as 
well and poor consistency of definitions of symptom clusters. More detailed studies 
suggest that symptoms are often related in a lagged or cascading fashion, with pain, 
for example, disturbing sleep, which in turn leads to fatigue and subsequently 
depression [87]. Sleep disturbances are prominent in a number of chronic diseases 
in addition to cancer, are particularly disruptive and in older adults appear to be 
secondary to co-morbidities, particularly depression, heart disease, bodily pain and 
memory disorders, rather than being a primary consequence of ageing [88, 89] 
affecting between 2.8 and 17% of the population aged over 50 in different countries 
[89], though reports from China suggest rates as high as 43% particularly among 
older females [90, 91] and that sleep difficulties are  associated with alcohol use 
5–7 days a week [90]. In turn, poor sleep is a major contributor to poor quality of 
life and may exacerbate fatigue and low mood [87], interfering with the ability to 
return to a normal life. Fatigued and tired people are more likely to have low activity 
levels, and this in turn can compound or perpetuate sleeping difficulties [92]. 
Conversely, increasing activity levels can help to improve sleep quality, though get-
ting tired people to exercise sufficiently to have a noticeable effect needs good moti-
vation. Motivational deficits are particularly prominent in depression, and the 
associations between impaired sleep and depression are well established [93], 
as  both are with chronic pain [90]. Exercise has been shown to be an effective 
adjunct to treatment for depression [94, 95] though disagreement remains on the 
effect size.

Despite frequently being co-morbid in significant numbers of those reporting 
these problems, chronic pain and depression differentially impact on quality of life 
[91]. Around 34% (22–42%) of people in Hong Kong, for example, report some 
kind of chronic pain [96]; in the German population, ~20% report chronic non- 
disabling, non-malignant pain [97], while in the UK the prevalence in the general 
population is estimated at 43% (38–49%) [98], in Sweden 46% (25–57%) [99] and 
in the USA 30% (29.8–31.7%) [100]. While differences in prevalence are mostly 
due to different definitions and sample structures, these rates are high. The need for 
effective management of these high rates of pain raises significant concerns. The 
high rates of abuse of opioid-based prescription drugs in the USA have been blamed 
for contributing to a significant decline in the trend of gains in life expectancies for 
Americans, particularly white segments, among others, linked to an epidemic of 
chronic pain, increases in obesity and heart disease [101].

Conclusions
While much of the reported physical pain in the above prevalence studies is 
attributed to physical ill health associated with sedentary and ageing populations, 
it is also notable that we find ourselves back to the question that this chapter 
began with, namely, whether exclusion in the form of social isolation and alien-
ation that is now so prevalent in developed countries, particularly among unem-
ployed lower middle-class white industrial heartlands that have been most 
affected by economic policies of the past 40 years, might also account for much 
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of the pain these communities experience [14–16, 20, 24]. The need to approach 
the psychosomatic health of communities from multiple levels is stark. A medi-
cal approach is only going to achieve limited success if the main sources of the 
distress overlaying physical health are addressed at the multiple levels they act 
on. Nonetheless, the physician needs to be aware of and prepared to act in ways 
that they can to achieve the best outcomes for the patient. At the most fundamen-
tal level, this requires relationships and good communications; at the most effec-
tive level, it requires a major change in the economic and social policies we are 
prepared to tolerate.
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9Communication and Relational Skills 
in Medicine

Carmel Loughland, Philippa Ditton-Phare, 
and David W. Kissane

Abstract
Effective clinical communication is key to high-quality person-centered health 
care, but this can be challenging for medical professionals, especially when the 
news is unwelcome, distressing, or complex to deliver. Despite inherent chal-
lenges, effective communication can be taught. Two advanced communication 
training programs are discussed. The Comskil model teaches advanced modules 
to cancer clinicians about how to communicate distressing diagnostic and prog-
nostic news to oncology patients and families. The program has matured into a 
comprehensive curriculum and utilizes highly trained simulated patients and 
small group role-plays that allow trainees to learn, practice, and evaluate com-
munication skills in a safe learning environment. Digital recordings along with 
facilitator and peer group discussions are used to provide immediate feedback to 
trainees about their performance. The validity and utility of the Comskil program 
have been demonstrated, applied to over 1000 clinicians, as has the use of 
facilitator- led small group role-play sessions. This framework provided a useful 
model from which to develop a communication skills training program specific 
to psychiatry. The ComPsych model focuses on schizophrenia and management 
approaches aligned to a recovery-orientated framework and has demonstrated 
acceptability, utility, and efficacy for psychiatry. A greater understanding is 
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needed of how medical professionals use a reflective process to make sense of 
their communication with patients, how training impacts communication style, 
and how communication style is further developed in practice.

9.1  Introduction

The very essence of high-quality person-centered care in the twenty-first century is 
grounded in effective communication between the clinician and the person receiv-
ing care. This is a complex task subject to a mutual understanding of needs, prefer-
ences, and expectations, with appropriate cultural sensitivity and insight into health 
literacy, and built upon a trusting relationship. When communication is truly patient- 
centered, it has the potential to promote healing and ameliorate suffering [1].

The reasons to enhance physician-patient communication are several and relate to 
optimizing the quality of care, the resultant satisfaction with care, and importantly 
enhancing the optimal take-up of evidence-based recommendations, when treatment 
is crucial to enhanced health and well-being. Such care delivery is nevertheless chal-
lenging, especially when unwelcome news about poor health needs to be shared and 
prognosis discussed, treatment choices are complex, and a threat to life (or quality of 
life) exists for the recipient of such information. Despite these inherent challenges, 
communication can be taught as a skill, such that clinicians may employ sensible 
strategies, choose language wisely, behave compassionately, and clarify understand-
ing, so that essential information can be not only transmitted to but integrated by the 
patient, who can then utilize it for health-promoting benefits [2].

Three decades of research and endeavors to teach communication have resulted 
in the irrefutable finding that effective communication can be taught—basic models 
are employed by medical and nursing undergraduate schools, while advanced mod-
els have been applied to specialty training [3]. Clinicians can be taught to respond 
empathically to human distress because they can learn to recognize emotional cues, 
rehearse verbal utterances that they can make in response, and cultivate the ability 
to prioritize such behaviors in settings that benefit clinically from such responses.

9.2  Models of Communication Skills Training

In its early origins, communication skills training (CST) developed tasks to solve 
certain perceived problems in medical communication [4, 5]. Examples included 
“how to ask a question?” or “how to increase empathic responsiveness?” Work 
matured with simulated patients creating safe environments for clinicians in small 
groups to test awkward scenarios in a creative endeavor to find ways to improve their 
communication [6]. Such development was a little random and haphazard, being 
facilitated by a trainer who asked clinicians to nominate the major predicaments that 
challenged them and then sought collectively with each small group to build a more 
adaptive response [7]. As medical schools took up the gauntlet, their focus was ini-
tially on assessment techniques for optimal history taking, and they developed 
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classifications like open, closed, and focused questions to respond to their need. As 
others researched specific encounters that led to frameworks for shared decision-
making, the movement from a paternalistic medical model to deeper patient-cen-
teredness matured. Gradually researchers questioned the theory, objectives, and 
techniques that were being employed in search of a more integrated approach [8].

Given the prospect at Memorial Sloan Kettering Cancer Center (MSKCC) of 
developing a dedicated Communications Skills Training and Research Laboratory, 
which became known as the Comskil laboratory, we sought to better define what 
should be taught so that it could in turn be measured, with outcomes assessed [9]. 
Drawing on goals, plans, and actions as a theoretical model [10, 11], we built the 
Comskil model that defined for each training module a communication goal, a set 
of sequential strategies to follow to achieve that goal, and in turn behavioral tasks 
and verbal skills that ensured accomplishment of each strategy (see Fig. 9.1) [12]. 
This quickly evolved into a reproducible and learner-centered facilitation model, 
which had the aim of training learners undertaking CST to develop a language to 
describe the strategies and skills they used, which empowered individual reflection 
about what the clinician was doing at any time. Such a reflective function, exactly 
what the psychotherapist uses in seeking to develop mentalization in the mind of a 
patient, proves invaluable to the clinician. This could be thought of as building a 
communication literacy, because by naming strategies, skills, and processes that 
advance patient-centered communication, we empower the clinician with the abil-
ity to choose requisite strategies and skills at recognizable predicaments.

Strategies: a set of a priori
steps that can be sequentially
worked through in the module
to achieve the defined goal. 

Module goal: the desirable
outcome of a reproducible
communication challenge is
defined as a specified objective
of the communication
encounter.

Verbal skills: Key verbal
utterances that help to
complete each sequential
strategy needing to be
worked through.

Process tasks: Behaviours
that accompany verbal skills
to set the tone and context
for the strategy to be
successful.

Reflective
Feedback
loops 

Reflective
Feedback loops 

Fig. 9.1 Comskil model as a framework for communication skill training
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An example might illustrate this theoretical notion. When a topic has been well 
discussed, the clinician may be ready to move on to the next concern. But is the 
patient aligned with this clinician’s perspective? The skill of “taking stock” checks 
to see if the timing is right to move on. Here the clinician offers a brief summary of 
what has been discussed and asks directly if the patient has understood all of this, 
such that they give permission to move on. To put a name to this skill, and to identify 
its place among an array of communication options, is what we mean by building a 
communication literacy in the armamentarium of the clinician. Thus, when con-
fronted with a difficult predicament, the clinician can reflect to him- or herself on 
what strategies will be needed to resolve the predicament and in turn consider what 
skills will optimally accomplish each strategy. The accompanying process tasks are 
usually more basic and include behaviors like maintaining eye contact with the 
patient, offering tissues when tears occur, or choosing a private space for a consulta-
tion that delivers the results of key investigations.

Our result was the Comskil model, which clustered teachable skills into six higher-
ordered categories, within which we could define each skill and illustrate its applica-
tion [13]. Examples of these categories of skill clusters included (1) agenda setting and 
framework, (2) questioning, (3) information organization, (4) checking preferences 
and level of desire for knowledge, (5) empathic skills, and (6) shared decision-making 
communication skills. We will illustrate and define these shortly (see Table 9.1).

In addition, a curriculum was readily established as we recognized the series of 
predicaments that clinicians identified as moments of challenge that can occur across 
any consultation. Each reproducible predicament was termed a module, as it had a 
focused goal to achieve its resolution, often unique strategies to fulfill this, and dif-
ferent skills and tasks proved relevant to particular modules. Working initially in the 
oncology setting, this modular curriculum followed the journey of the cancer illness: 
breaking diagnostic news, discussing prognosis, achieving a shared treatment deci-
sion, responding to difficult emotions, dealing with denial, responding to spouses/
carers in the consultation, working with interpreters, preparing for survivorship, 
dealing with unexpected surgical events, supporting disease recurrence, transitioning 
to palliative care, running a family meeting, and talking about death and dying [14]. 
While these modules originated in the oncology setting, they carried broad applica-
bility to many other challenges in dealing with complex medical and surgical 
illnesses.

We only needed to validate a coding schema to confirm the uptake of learning 
goals [15], standardize facilitation techniques to optimize learner-centered needs in 
experiential training [16], and comparably develop a coding schema to confirm the 
fidelity of our educational approach [17], and we then had a comprehensive approach 
to communication skills training with broad applicability to all of medicine.

9.2.1  Definitions of Key Skills to Build a Literacy 
of Communication Skills Training

Let us take time to define and illustrate the common skills within the broad six clus-
ters of skills that we recognized. These are set out in Table 9.1.
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Table 9.1 The verbal utterances forming the common communication skills used in medical 
practice with illustrative examples

Broad 
skill 
category Name of specific skill Example of verbal utterance
1. Agenda setting and framework skills:

  (a) Invite patient’s 
agenda

“Tell me what issues or concerns you have come with 
today?”

  (b) Declare 
clinician’s agenda

“I note it is also time to review your blood pressure and 
order some annual health checks.”

  (c) Negotiate shared 
agenda

“So let’s learn about these new symptoms first and then 
see what examination and tests we need.”

  (d) Take stock of 
progress

‘Thus far, I have a good sense of your history. Are you 
ready for me to conduct a physical examination?”

  (e) Summarize 
progress

“The history and examination point to the need for three 
sorts of tests we should plan for to complete this 
assessment. These are…”

2. Questioning skills
  (a) Open-ended, 

linear questions
“Tell me the story of this symptom that you developed?”

  (b) Focused questions “How would you describe this pain?”
  (c) Structured 

systematic questions
“Let me ask you what aggravates and also what improves 
this pain?”

  (d) Closed questions “Do you ever think that life is not worth it anymore?”
  (e) Circular questions “How do your children communicate with one another?”
  (f) Strategic or 

therapeutic questions
“What are the benefits and burdens of caring for your 
sick parent at home?”

3. Information organization skills
  (a) Previewing “There are four potential side-effects from this 

medication that I want to review with you.”
  (b) Categorizing “Treatments for your condition can be grouped into (1) 

surgical; (2) radiotherapy; and (3) active surveillance. 
Let’s discuss each in turn.”

  (c) Information 
provision

“Let me explain this operation as I draw here to illustrate 
what I would do.”

  (d) Summarizing “So there are benefits and risks associated with each 
potential treatment, all of what can deliver a satisfactory 
outcome. Your preferences matter a lot here, and we need 
to discuss together what appeals to you and why.”

  (e) Educational 
brochures

“I want to send you home with some more reading 
material about these options and give you some time to 
think through your preference and discuss it with your 
close relatives.”

4. Checking skills
  (a) Checking patient 

understanding
“What I presented is a complex concept. Please explain it 
back to me to help me understand what level of detail 
you have grasped?”

  (b) Checking patient 
preference for detail

“Some prefer a lot of detail, including statistics; others 
prefer more of an overview. Please guide me as to how 
much detail you want to grasp about this illness.”

  (c) Checking interest 
in prognosis

“Some people ask directly about their prognosis; others 
say they are not ready to know. Guide me with your level 
of interest.”

  (d) Patient 
summarizing

“I’ve shared a lot of detail with you today. Summarize for 
me the key points that you are taking away with you?”

(continued)
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9.2.2  Standardization of Coding Communication in Research 
Endeavors

Once programs establish which skills they want to teach and what role-play sce-
narios they will use to help learners develop mastery of these skills, it becomes 
important to be able to demonstrate success resultant upon any educational process. 
We have created standardized patient assessments (SPAs) to do this in the labora-
tory or in vitro setting, wherein actors are trained to offer reproducible responses 
across a range of encounters with different learners [18]. The reliability and dis-
criminant validity of the SPA have been demonstrated previously [19–21]. With 
adequate rehearsal and clear direction, actors can effectively simulate realistic 
encounters and do so in a manner than can be graded in an objective and structured 
manner. This has been used for medical student exams for many years 
(OCSE = Objective Clinical Structured Examination) and can similarly be used as 
a pre- and post-training assessment to generate competency as a result of CST.

9.2.3  Standardization of Facilitation of Role-Play Learning

In like manner, it becomes possible to adopt a strengths-based and learner-centered 
approach to facilitation of role-play exercises with simulated patients in small 
groups by following a series of guidelines that help facilitators to optimize these 

Table 9.1 (continued)

Broad 
skill 
category Name of specific skill Example of verbal utterance
5. Empathic skills

  (a) Emotional 
acknowledgement

“I can see a lot of grief as a result of these results.”

  (b) Emotional 
normalization

“The sadness you feel now is quite a normal response 
that many others experience in these circumstances.”

  (c) Emotional 
validation

“Your anger at this outcome is both comprehensible and 
almost inescapable given the tough hand you have been 
dealt.”

  (d) Silence “I see the tears. I feel your pain. There are no easy words 
for what you are being asked to cope with.”

  (e) Foster spousal or 
caregiver support

“I sense your partner has been hit hard by this news. 
What words would you use to describe what is being 
felt?”

6. Shared decision-making skills
  (a) Priority of 

personal choice
“Are you the sort of person who really likes to make an 
independent choice about their body?”

  (b) Medical 
recommendation 
preferred

“Some people do like their doctor to recommend what is 
best.”

  (c) Partnership 
statement

“Let’s try together to work out what might be the best 
treatment choice for you.”
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learning sessions. We have found the following principles for providing feedback 
most beneficial:

 1. Identify what worked in the role-play encounter (offer praise first).
 2. Invite the learner to self-reflect about what proved challenging and why.
 3. Seek constructive feedback from observers.
 4. Observe the interaction through immediate playback of a video recording of the 

encounter.
 5. Determine that the goal was achieved, or select an alternative strategy that may 

overcome any perceived difficulty.
 6. Rerun the encounter to explore the benefits of using alternative skills or 

strategies.
 7. Re-discuss what worked well and what proved challenging.

Occasionally learners find it stressful to expose their skills in front of peers. The 
facilitator carries responsibility for maintaining safety in the small group [22].

As we built experience, we quickly learnt that respected specialists from the 
discipline of any learner prove important for the modeling they can provide and 
accurate interpretation of technical treatment issues that are met by that specialty. 
Nevertheless, psychosocial experts did best when it came to recognition and model-
ing of empathic opportunities that could be easily missed by a specialist from an 
unrelated discipline. We therefore developed a co-facilitation model, wherein the 
specialist from the learner’s discipline took responsibility for the discipline-specific 
content under discussion, while the psychosocial co-facilitator took responsibility 
for adherence to the model of training and the empathic skill development that 
occurred. Thus a blended model of facilitation proved optimal to accomplish the 
complex goals that we aimed to achieve [2].

9.2.4  Evidence for Comskil Effectiveness in Oncology Training

In mounting CST for over 1000 faculty and trainees progressing through the Comskil 
laboratory at MSKCC, we undertook a formal evaluation under the auspices of an 
R25 grant mechanism from the National Cancer Institute (CA134252, Principal 
Investigator, D.W. Kissane). Over 4 academic years, a total of 85 oncology faculty 
formed interdisciplinary pairs to co-facilitate experiential learning for 262 postgrad-
uate trainees, who took part in some 536 small group CST role-plays. Fidelity of 
CST facilitation was confirmed though application of the Comskil facilitator compe-
tence coding schema [17]. Participants reported high satisfaction with the CST expe-
rience [2] and revealed significant skill growth through pre- and post- training SPAs 
in the laboratory (mean increase of 1.19 new skills, effect size d = 0.60), but transfer 
of these skills into the clinic was incomplete [23]. Some 803 outpatients gave feed-
back and permitted consultation recordings. The important finding was that partici-
pants with lower baseline scores had the largest improvements in their use of 
communication skills with both SPAs and in clinic recording of real patients.
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In this MSK program, many attending physicians restricted the role that their 
trainee fellows could play with patients in the clinic, as the institution was a private 
one. The fellows often took histories but did not engage in shared decision-making 
discussions with the patients, waiting instead for the oncologists to have these with 
their private patients. This restricted considerably the observations that we could 
record and assess to ascertain how much the skills taught in the laboratory could be 
transferred into the real clinical setting.

Nevertheless, it was our experience at MSKCC that trainees learnt to be able to 
reflect on their communication, enhance their use of empathic comments, and better 
structure the content of their conversations so that efficiency was increased, while 
message delivery was enhanced for the benefit of all. It is a universal challenge the 
world over to show the transfer of communication skills learnt in the in vitro setting 
of the laboratory to the in vivo real clinic with patients. This is as much a method-
ological challenge for research, as it is clear to many of us who have facilitated 
communication training through the years that our own clinical skills have increased 
as a result of the teaching we have done.

9.3  The Psychiatry Model of Communication Skills Training

There are few formal postgraduate educational programs specific to psychiatry 
involving the experiential use of CST.  The ComPsych program was developed 
based on the Comskil model. ComPsych teaches advanced modules to psychiatrists 
about how to communicate distressing diagnostic, prognostic, and treatment-related 
news to mental health patients and their families and carers. ComPsych, likewise, 
has strong theoretical underpinnings that draw on experiential, interpersonal, and 
culturally sensitive role-play from sociolinguistic theory and goals, plans, and 
actions theory [24]. Communication is viewed as a goal-driven process, which ulti-
mately may modify the behavior of the recipient [25]. According to the model, com-
munication consists of five components: goals, strategies, skills, process tasks, and 
cognitive appraisals [12]. This is not a prescriptive but rather a flexible model that 
aims to further develop participants’ communication skills by allowing them to 
choose those that are necessary and appropriate for an individual situation. 
ComPsych teaches learners a reflective language about their communication skills 
and strategies through which they can self-evaluate future communication and con-
tinuously seek improvement.

Current practices within psychiatry were examined using a brief e-list survey of 
clinicians about the communication of diagnostic information, particularly for severe 
psychotic illnesses (e.g., schizophrenia) [26]. Findings identified broad endorsement 
for the complexity of communicating a schizophrenia diagnosis, the challenge it pres-
ents to clinicians, and acknowledgement of the impact of the illness on communication 
(e.g., patients’ cognitive disorganization and impaired insight). Dilemmas around the 
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uncertainty about diagnosis and the use of explanatory models (e.g., a stress-diathesis 
model) that promoted an optimistic therapeutic framework were also identified.

A parallel series of qualitative studies were also conducted with both clinicians 
and patients. Mental health patients reported unmet information needs. They 
described difficulties obtaining information about their diagnosis, prognosis, and 
treatment and discussed the long and difficult road to being told a diagnosis, the 
haphazard means of finding out the diagnosis, and exclusion from the medical care 
process [27]. Patients highlighted poor clinician communication and engagement as 
a major concern [28].

Mental health clinicians discussed the dilemmas they face in communicating this 
information. In one study [29], slightly more than half of clinicians interviewed sup-
ported the need to inform people with schizophrenia of their diagnosis yet listed sev-
eral reasons for not doing so, including concerns about diagnostic uncertainty, patient 
distress, loss of hope, and risk of suicide. In a second study [30], the vital role of clini-
cal context and environment was examined in promoting or inhibiting optimal com-
munication around a schizophrenia diagnosis. Clinicians articulated their frustrations 
about team functioning and leadership and identified contextual and environmental 
barriers to discussing a schizophrenia diagnosis with patients, including poorly func-
tioning multidisciplinary teams, differing models of leadership, and lack of planning 
resulting in ad hoc communication and tensions between team members.

The strong themes identified in the research provided the foundation for the 
development of the ComPsych advanced communication skills training program for 
psychiatry and construction of our detailed modules.

9.3.1  The ComPsych Program

The ComPsych program is deliverable within existing psychiatry development pro-
grams. To date, the program has focused on schizophrenia, primarily because it is 
identified by clinicians as presenting a more challenging set of communication tasks 
than other mental health problems and the illness is frequently encountered within 
mental health services.

The program consists of four modules based on best practice techniques: 
Discussing Diagnosis focuses on key skills in agenda setting, empathic respond-
ing, and checking understanding [12]; Discussing Illness Prognosis utilizes a 
 “best/worst/most likely” case scenario model [31, 32]; and Discussing Treatment 
utilizes principles of patient-centered, shared decision-making that promotes 
adherence to recommended medications and counseling approaches [33, 34], while 
Conducting Family Meetings makes use of communication skills unique to the 
family setting to foster mutual empathic support within the family [35, 36]. 
ComPsych consists of educational resources, presentation slides, exemplary vid-
eos, and facilitation guidelines for each module. Didactic sessions provide a theo-
retical and empirical introduction to the topic and an overview of communication 
goals, strategies, skills, and process tasks and present specific examples of 
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gold-standard communication behaviors. These management approaches are 
aligned to a recovery-orientated framework to promote hope and rehabilitation as 
conversations happen.

A key innovation in ComPsych is the use of small group role-play sessions led 
by trained facilitators using simulated patients (SP) specifically trained for the ses-
sion and digital feedback during sessions [16, 37]. An SP pool and SP resources 
(i.e., training manuals, scenarios, assessment tools, etc.) specific to psychiatric care 
have been developed. Role-play sessions are learner-centered allowing trainees to 
identify key communication challenges, safely practice new communication skills 
with an SP, and receive immediate feedback about performance using digital play-
back and facilitator-led peer discussion.

9.3.2  Evidence for ComPsych Effectiveness  
in Psychiatry Training

Kirkpatrick’s training evaluation triangle [38] was selected to evaluate the ComPsych 
program with respect to its acceptability and utility and its efficacy as a program. 
Kirkpatrick’s framework has four levels of evaluation: Level 1 utilizes learner self- 
report. Level 2 uses observations and objective simulated patient assessments 
(SPAs)  to evaluate skill development. Level 3 examines the translation of training 
into “real-world” practice. Level 4 evaluates the impact of such training and skill 
development on patient outcomes.

9.3.3  ComPsych Evaluation Level 1: Acceptability  
and Learner- Reported Outcomes

To evaluate the utility and feasibility of the ComPsych training, self-reported confi-
dence in a range of communication tasks was obtained pre-post training, along with 
trainees’ views of the training methods and resources. Thirty-eight psychiatry train-
ees completed training. Significant improvements (effect sizes from d = −0.98 to 
−1.68) in confidence were observed post-training for discussing schizophrenia 
prognosis and working with simulated patients and in the ability to critically evalu-
ate ones’ own communication skills. Trainees also reported high levels of satisfac-
tion with the training program, especially the use of small group workshops, 
role-plays, and the digital feedback. The findings support the translation to psychia-
try of the well-established Comskil oncology educational model to address core 
clinical communication tasks in psychiatry [39].

9.3.4  ComPsych Evaluation Level 2: Skills Demonstrated 
in a Simulated Setting

To objectively assess communication skills acquisition, 22 psychiatry trainees com-
pleted a standardized patient assessment (SPA) pre-post training. Each SPA was 

C. Loughland et al.



173

conducted with a trained SP using a standardized patient scenario. SPAs lasted 
15  min each and were digitally recorded. Pre-post-SPA performances for each 
trainee were coded using a standardized instrument to score frequency, breadth of 
skills, and processes [2, 15, 40]. Coders were independent and blind to pre-post SPA 
order. A significant improvement in agenda setting skills (d = −0.97) was observed, 
with a corresponding decrease in questioning skills, suggesting early agenda setting 
diminished the volume of questioning required to conduct the meeting. A dose 
effect was also observed, with trainees attending two or more training sessions out-
performing those attending only one. The findings provided preliminary evidence 
that training can successfully improve the frequency of specific patient-centered 
communication behaviors [41].

9.3.5  ComPsych Evaluation Levels 3 and 4: Translation of Skills 
to Practice and Impact on Patients

A systematic review of current evidence [42] revealed a significant gap in knowl-
edge about how communication training is translated into practice and the impact 
on patients’ experiences of care. Also identified were a variety of barriers to under-
taking this research, including the significant resources and high-level expertise 
required to conduct translational research; inadequate sample sizes due to regular 
rotation of trainees through clinical placements impacting follow-up; busy, dynamic 
workplaces not conducive to objective assessment methods; and significant health 
service governance support requirements. Undertaking translational research in 
mental health care settings necessitates strong partnerships with and between men-
tal health clinicians, researchers, educators, and regulatory bodies if it is to be 
successful.

Since this review was published, a cluster randomized controlled trial was con-
ducted by McCabe et al. [43], with the intervention group showing an increase post- 
training in self-repair (d = 0.91), an increase in psychiatrist confidence (p < 0.01), 
as well as a significantly improved therapeutic relationship on both psychiatrist rat-
ings (p = 0.022) and patient ratings (p = 0.043). Patient ratings of the therapeutic 
relationship between themselves and the psychiatrist are the first reported level 4 
outcome [44] of psychiatry CST. This budding research in psychiatry CST is the 
foundation from which further higher-level evaluations need to occur for a greater 
understanding of how CST translates into clinical practice.

9.4  Methodological Limitations

Previous research on communication skills training [45–49] has shown that transfer 
of learning into the workplace is hampered by context-specific issues such as a sup-
portive work environment, supervisors’ availability, dose of training, and time con-
straints, as well as trainee-specific factors such as fatigue, and existing beliefs and 
attitudes toward communication and communication skills. Exactly how this com-
plex interaction of factors seems to be influencing transfer remains unclear. There is 
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a need for more clarification research [50] to gain insight into these underlying 
mechanisms [51] and their measurement, specifically how to foster lasting improve-
ments of communication skills following the ComPsych intervention, and how to 
integrate these in participants’ continuous development, rather than a onetime 
improvement in “off-site” training and assessment.

9.5  Summary

This chapter outlined two communication skills training programs, namely, Comskil 
and ComPsych, and subsequent assessments of their efficacy in oncology and psy-
chiatry. Studies demonstrate the utility and feasibility of the Comskil and ComPsych 
models as a framework for advanced experiential CST in medical training. The next 
step for future research is to utilize both qualitative and quantitative methodology to 
determine the barriers and enablers to translation of these programs to clinical prac-
tice and the effect of CST on patient outcomes. It will be important to understand 
how medical professionals use reflective thinking to make sense of how they com-
municate with patients, how CST programs affect their communication style, and 
how they further develop their communication style in practice.
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Physical Health
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Abstract
Psychological trauma is common and can have long-lasting deleterious effects 
on mental and physical health. Childhood adversity and maltreatment, as well as 
adult exposures to interpersonal violence, accidents and disasters, and other life- 
threatening medical events, such as myocardial infarcts can all be associated 
with psychological trauma, as can even lifesaving medical procedures such as 
surgeries and intensive care unit stays. Exposure to trauma in childhood and as 
adults is associated with increased risk for psychiatric morbidity, in particular 
posttraumatic stress disorder (PTSD), but also increased rates of depression and 
anxiety disorders. It has long been appreciated that PTSD has substantial comor-
bidity with other psychiatric disorders, including in depression and substance use 
disorders, and there is also accumulating evidence that childhood adversity, adult 
trauma exposure, and PTSD all have considerable somatic health consequences 
and are associated with increased disease risk and increased medical morbidity 
and mortality. These include conditions often associated with somatization and 
psychiatric morbidity, such as irritable bowel disorder, fibromyalgia, and other 
chronic pain disorders, but also more common medical disorders such as coro-
nary artery disorder, atherosclerosis, cancer, and stroke. Trauma exposure and 
PTSD are associated with increased levels of health risk behaviors, such as 
smoking, alcohol and drug use, poor diet, and physical activity, as well as 
increased body mass index (BMI) and rates of obesity; PTSD is also associated 
with poorer medical compliance and healthcare utilization. All of these at-risk 
health behaviors likely contribute to the increased morbidity and mortality asso-
ciated with trauma exposure and PTSD. It is possible that, in addition, specific 
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physiological processes related to trauma exposure and PTSD may also contrib-
ute to disease processes and increase morbidity. This chapter will review evi-
dence linking trauma and PTSD to several psychobiological processes or “axes” 
that may contribute and/or mediate increased morbidity. Long-term effects of 
trauma and PTSD are presumably mediated and maintained by alterations on the 
brain/central nervous system (CNS) that then lead to alterations in output and 
activity of peripheral nervous system and autonomic as well as neuroendocrine 
systems that then effect changes on peripheral physiological processes such as 
cardiovascular function, immune function, and metabolism that lead to increased 
pathophysiological processes and disease risk. This chapter will review evidence 
of effects of trauma and PTSD on specific CNS functions that may be associated 
with “downstream” pathological processes, as well as evidence of effects of 
trauma and PTSD on the sympathetic autonomic system, the hypothalamic- 
pituitary- adrenal (HPA) axis, and immune function (in particular, inflammatory 
processes), all of which could contribute and/or mediate effects of trauma and 
PTSD on medical morbidity.

10.1  Trauma and Trauma-Related Psychiatric Syndromes

Psychological trauma is highly prevalent: estimates of lifetime exposure have 
ranged from 62% in a nationally representative sample [1] to over 90% in a Detroit- 
area cohort [2]. However, lifetime prevalence of posttraumatic stress disorder 
(PTSD) is much lower, indicating that the majority of trauma-exposed individuals 
do not develop PTSD and that exposure to a potentially traumatizing event per se is 
not sufficient to cause PTSD. [1–3]. Epidemiological studies point toward specific 
environmental events, particularly early life adversity such as child abuse or other 
childhood trauma, as risk factors for PTSD [4–7], suggesting that childhood adver-
sity and maltreatment may mold psychological and physiological processes toward 
greater psychiatric vulnerability, and this may also have important repercussions for 
somatic health. A number of other environmental factors, including the nature and 
severity of the index trauma, previous trauma exposure, age at time of the trauma, 
and sociodemographic factors such as poverty and social support, all influence risk 
for PTSD, as do pre-existing or family history of depression and anxiety [1, 2, 8]. 
Currently those neurobiological factors that lead to increased vulnerability to PTSD 
in some and increased resilience in others are still an area of active research.

In general, psychological trauma is often associated with transient psychological 
reactions, which can include many of the core intrusive, avoidant, hyperarousal, and 
emotional negativity symptoms of PTSD. For most people, these transient reactions 
are followed by a period of recovery and a return to baseline functioning; however, 
for a significant minority, trauma can precipitate the development of PTSD [9]. 
Some people who do not develop PTSD following a trauma develop major depres-
sive disorder (MDD), and some develop a combination of PTSD and MDD. Even 
when the experience of trauma does not directly precipitate an immediate 
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psychiatric disorder, it may lead to greater risk for development of psychiatric prob-
lems later, perhaps many years later. A developmental perspective of PTSD risk 
factors could suggest that experience of trauma in early life could lead to disruption 
of neurodevelopmental processes or specific alterations in key neural systems that 
lead to long-term changes in adult patterns of emotional processing and/or physio-
logical alterations in stress-responsive systems, leading to vulnerability to PTSD 
when the individual experiences additional trauma. Presumably, the experience of 
trauma also leads to alterations in neurobiological and physiological functions that 
may also impinge on a number of behavioral and pathophysiological systems that 
also may increase risk for somatic health disorders, and these pathophysiological 
processes may in some cases become further exacerbated by the syndrome of PTSD, 
further increasing health risks.

PTSD is highly prevalent and is associated with considerable human suffering, 
disability, and economic costs. The National Comorbidity Survey Replication study 
[10], a nationally representative sample of over 10,000 adults in the USA, found the 
lifetime prevalence of PTSD was over 7%, and the 12-month prevalence (percent of 
people who had met criteria for PTSD over the past year) was 4%. Thus PTSD is the 
third most prevalent disorder in the USA, after major depression (17% lifetime) and 
social anxiety disorder (12% lifetime), and worldwide prevalence appears similar. 
Furthermore, PTSD is twice as common in women (11% lifetime) than in men 
(5%). PTSD risk is higher in some subpopulations (e.g., 15–30% in combat veterans 
[11–13] and up to 45% in low SES people living in urban areas [14]. Over 20% of 
all Desert Storm combat-exposed veterans were diagnosed with PTSD 6 years after 
deployment [13] and up to 20% of all military veterans deployed to Iraq (OIF) and 
Afghanistan (OEF). PTSD has high levels of disability and family disruption that 
can last for decades [1, 3, 12, 13], often leading to significant loss of productivity, 
unemployment, and high economic costs to patients and to society [15]. Chronic 
PTSD is highly comorbid with major depressive disorder (MDD) . Chronic depres-
sion is a leading cause of disability, associated with notoriously high levels of 
relapse [16], and is often associated with trauma, and the combination of chronic 
PTSD and chronic depression can be particularly difficult to treat.

Definition of Trauma and PTSD Severe psychological disruptions associated with 
the experience of psychological trauma have been documented since ancient times, 
and descriptions of maladies similar to PTSD can be found in Homer, The Book of 
Job, the Mahabharata, Herodotus, and Shakespeare. However, the formal diagnostic 
category of “posttraumatic stress disorder” did not appear in the modern medical 
nosological system until the publication of the third edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-III-R) by the American Psychiatric 
Association in 1980. The specific definition of what constitutes a “trauma” and the 
diagnostic criteria of PTSD have continued to be refined since that time. The latest 
edition of the American Psychiatric Association’s DSM-5 defines “trauma” as an 
aversive event in which a person experienced, witnessed, or was confronted with an 
event or events that involved actual or threatened death or serious injury, or a threat to 
the physical integrity of self or others, such as through sexual assault. (The previous 
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requirement from DSM-IV of a reaction of fear, helplessness, or horror occurring 
right after the trauma has been removed from the trauma criteria definition, as it did 
not improve diagnostic accuracy for the disorder). In addition to the experience of a 
traumatic event, a specific constellation of symptoms must be present for at least 1 
month. DSM-5 has four clusters of PTSD symptoms: (A) intrusion (e.g., intrusive, 
upsetting memories, getting upset to reminders of the trauma, nightmares, etc.), (B) 
alterations in arousal and reactivity avoidance (e.g., hypervigilance, exaggerated 
startle, concentration problems, irritability, sleep disturbance), (C) avoidance (e.g., 
avoiding trauma reminders), and (D) negative alterations in cognitions and mood 
(e.g., negative affect, anhedonia, feelings of isolation, overly negative thoughts about 
oneself or the world, exaggerated blame of self or others for causing the trauma)

PTSD can develop following a variety of traumas such as combat or exposure to 
wartime hostilities, physical and sexual assault, kidnapping, torture, and injuries 
from accidents, fires, and major disasters. PTSD can also develop from other very 
difficult but relatively “routine” and relatively common life events such as death of 
a loved one, miscarriage, abortion, and stressful medical procedures [1–3, 17]. 
Depression and PTSD can develop following stressful life events, including medical 
illnesses. Medical conditions requiring intensive care, such as myocardial infarc-
tions and major surgeries, produce particularly high rates of psychiatric morbidity 
in several forms, including depression, anxiety, and posttraumatic stress disorder 
(PTSD). Elevated depressive symptoms are seen in as many as 65% of patients fol-
lowing myocardial infarction (MI), with up to 20% developing major depressive 
disorder [18]. Depression following cardiac artery bypass graft (CABG), and the 
relationship between depression and post-surgery cardiac outcomes, has been 
examined in a number of studies [19–21] with rates of depression following major 
surgery documented at 20–30%.

PTSD symptoms are also common in acute cardiac syndromes (ACS) which are 
clearly life-threatening [17]—a PTSD rate of 12% was reported in a large meta- 
analysis of ACS [22, 23]. Interestingly, elevated rates of PTSD have also been 
reported following surgical procedures [24–27]. Cardiac events represent extreme 
stressors both psychologically and physiologically, posing sudden grave threats to 
life and function, but cardiac and vascular surgeries, even when undertaken elec-
tively, are also associated with substantial rates of psychiatric morbidity. PTSD 
rates following bypass surgery or heart transplant can be as high as 20% [28–30], 
likely because even scheduled surgery of this type carries significant morbidity, 
threat of mortality, physiological trauma, and exposure to intensive care units (ICU), 
where fear of dying, helplessness, and loss of control are common. We have shown 
retrospectively that elective abdominal vascular surgery is associated with substan-
tially elevated levels of postoperative depression, anxiety, and PTSD [31] overall, 
about a fourfold risk in new psychiatric syndromes following the surgery, although 
of course, retrospective report may be biased by presence of current psychopathol-
ogy. We recently replicated a greater than fourfold increase in risk for development 
of de novo psychiatric disorders (depression, PTSD, GAD) in AAA patients who 
had open surgeries compared to those who had nonsurgical treatment followed over 
18 months in a prospective study ([32]; all patients did not have a psychiatric diag-
nosis at the time of intake).
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Early Life Trauma and PTSD Childhood adversity has long been theorized as an 
important component of psychiatric diathesis in psychodynamic as well as biopsycho-
social models of adult clinical psychiatry. As reviewed in Briere and Jordan [33], child 
abuse and neglect, especially sexual abuse, is associated with PTSD both in children 
(e.g., [34]) and later in adults (e.g., [35, 36]). Child abuse and neglect has also been 
associated with a number of other psychiatric problems in adulthood, including mood 
and anxiety disorders [33] and chronic interpersonal difficulties [33]. Childhood sexual 
abuse is a particularly psychological challenging form of developmental insult. Women 
with a history of childhood sexual abuse are at increased risk for major depressive 
disorder (MDD) in adulthood [37], and there is work which suggests that the effects of 
CSA on MDD are causal [38]. Childhood sexual abuse can be associated with severe 
PTSD and a range of psychopathological disorders. Childhood adversity is also associ-
ated with increased risk for adult PTSD, even controlling for type of adult index trauma. 
There is now clear evidence that developmental insults including childhood traumas, 
such as physical and sexual abuse, or witnessing violence directed against the child’s 
mother, are associated with much higher rates of development of PTSD after trauma 
exposure in adulthood. The effect of childhood trauma and adversity on adult PTSD 
risk is pronounced, with two- to fourfold increased risk in studies of male and female 
general medical patients [39] in an urban community to samples from epidemiological 
studies of males and females in inner-city Detroit [2, 40] and primarily females in 
inner-city Atlanta [41], to primarily male combat veterans deployed to Vietnam [5] and 
deployed to Iraq or Afghanistan [4]. Similar to the findings of Felitti et al. [42], not only 
childhood traumas per se but also other forms of childhood adversity such as loss of a 
parent and having a substance-dependent adult or seriously mentally ill adult residing 
in the childhood home are associated with substantially increased risk for PTSD in 
adult combat veterans (primarily men) deployed to Iraq [4]. Furthermore, the cumula-
tive effects of the number of categories of ACE experienced had a pronounced and 
graded effect on risk for PTSD in this study of (primarily male) Iraq combat veterans 
(~8% incidence in soldiers with no childhood adversity following deployment to Iraq, 
compared to 30% incidence of PTSD in soldiers with four or more categories of ACE 
following deployment to Iraq; [4]).

10.2  Somatic Health Risks Associated with Trauma 
and Trauma-Related Psychiatric Syndromes

There is considerable epidemiological evidence that exposure to trauma as children 
and as adults and development of PTSD are all associated with poorer health out-
comes and increased risk for several diseases and that development of the syndrome 
of PTSD further increases risk in terms of adult trauma exposures. Experiences of 
adversity and trauma during childhood appear to be particularly harmful to health 
outcomes. The Adverse Childhood Experiences (ACE) Study [42] was one of the first 
large-scale epidemiological studies of risks of childhood adversity to mental health 
and physical health. It examined seven categories of adverse childhood experiences in 
9508 adults who were aged 19–34 years. The categories of ACE included psychologi-
cal, physical, or sexual abuse, witnessing violence against one’s mother, and living 
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with adult household members who were substance abusers or seriously mentally ill. 
This study found 18% of respondents reported sexual abuse, 25% experienced at least 
one category of childhood adversity, and 38% experienced two or more categories. 
Having high levels of childhood adversity (exposure to four or more “ACEs”) was 
associated with 4–5-fold increase in risk for major depression in the past year and a 
12-fold increased risk for lifetime suicide attempt, controlling for SES and other risk 
factors. This study also found that having high levels of childhood adversity was asso-
ciated with higher incidence of a number of health risk behaviors, including a five- to 
tenfold increase in alcoholism, illicit drug use, and intravenous drug use, approxi-
mately threefold increase in having a high number (>50) of lifetime sexual partners 
and lifetime risk for sexually transmitted disease, as well as approximately twofold 
increased risks for current smoking, severe obesity (BMI >35), and physical inactivity 
[42]. Epidemiological studies also find high levels of childhood adversity are signifi-
cantly associated with higher risk for a number of serious somatic health disorders and 
diseases in these 19–39-year-old people [42–45], including approximately fourfold 
increased risk for chronic bronchitis or emphysema; two- to threefold increased risk 
for ischemic heart disease, any form of cancer, and stroke; approximately twofold 
increased risk for lifetime incidence of broken bones, hepatitis, and an overall self-
rating of one’s health as “fair or poor”; and significantly elevated risk for diabetes. 
Subsequent analyses have confirmed increased adult risk for several somatic diseases 
in people with high childhood adversity, including liver disease [46], chronic obstruc-
tive pulmonary disease (COPD, [43]), ischemic heart disease [44], and autoimmune 
disorders [45]. A retrospective study of relationship of the number of adverse child-
hood experiences (“ACE score”) and selected mental health and physical health out-
comes looked at >17,000 patients across four successive birth cohorts (1900–1931, 
1932–1946, 1947–1961, and 1962–1978) and found statistically significant elevation 
of risks in all birth cohorts among people reporting the highest levels of childhood 
adversity, with 3–4-fold increased risk for depression, 10–20-fold increased risk for 
suicide attempts, and 1.5–3-fold risks for multiple sexual partners, smoking, and alco-
holism, suggesting that somatic health risks associated with childhood adversity have 
remained relatively stable across the past century [45].

Epidemiological evidence also finds that adult trauma exposures and PTSD are 
also associated with substantially increased health risks in a wide range of diseases, 
including rheumatoid arthritis, stroke, heart disease and cancer, and cardiovascular 
and cardiometabolic diseases [5, 47–49]. In an epidemiological study of N = 2490 
US military veterans of the conflict in Vietnam (1965–1976), Boscarino et al. [50] 
found significantly elevated levels of several autoimmune disorders among veterans 
with PTSD, in models adjusting for age, education, race, IQ, income, geographic 
region, Army volunteer status, number of times married, and history of antisocial 
personality, alcohol abuse, drug abuse, and cigarette smoking. There was a 3.3-fold 
increased risk for having any of the 20 autoimmune disorders tested and 3–8-fold 
increased risk for rheumatoid arthritis, psoriasis, insulin-dependent (type II) diabe-
tes, Graves’ disease, and hypothyroidism. This study also found significant derange-
ments in several immune and neuroendocrine system laboratory measures, including 
three- to fivefold increased risk for elevated total and T-lymphocyte counts, elevated 
cell-mediated immunity response, elevated IgM, and lower levels of DHEA-S [47].
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Perhaps the strongest evidence to date for the association of PTSD with health 
risks is in cardiovascular and metabolic diseases. Several large, methodologically rig-
orous, and well-controlled prospective population-based studies have now examined 
the association of PTSD with a number of cardiovascular outcomes in both veteran 
and civilian populations; the follow-up time has ranged from 3 to nearly 20 years, and 
several studies now have followed populations with tens to hundreds of thousands of 
people; and meta-analyses show ca. 1.5–2.0 hazard ratio for PTSD [48]. A study of 
4000 US Vietnam veterans also found PTSD associated with about a twofold increase 
in overall heart disease mortality, after controlling for smoking, BMI, and intelligence, 
as well as history of major depression [47]. Several other large studies of US military 
veterans have also found PTSD associated with increases in incident cardiovascular 
disease. PTSD was associated with a 1.5-fold increased risk for heart failure in a study 
of 8248 veterans followed for 7 years and controlling for age, BMI, smoking, and 
demographic and metabolic measures, as well as depression [51]. Another well-con-
trolled study of over 130,000 military veterans followed for 10 years reported PTSD 
associated with about a 1.5-fold increase in myocardial infarct (MI), peripheral vascu-
lar disease, congestive heart failure, and cerebrovascular disease [52], and the largest 
study to date of military veterans (over 350,000) found slightly lower but statistically 
significant hazard ratio of 1.39 controlling for age, race, smoking, substances, hyper-
tension, etc. [53] and a smaller but still significant HR of 1.16 when also controlling 
for depression, which is commonly comorbid with PTSD. Population-based prospec-
tive studies in civilians found PTSD associated with an approximately 1.5- to 2-fold 
increase in MI and stroke in an 8-year follow-up of a 4000 person Danish population 
[54], and a recent study found an over 3-fold increase in risk for stroke in PTSD in a 
26,000 person sample of Taiwanese [55]. Large and well-controlled prospective stud-
ies have also reported PTSD associated with a 2-fold increase in type 2 diabetes in 
over 44,000 US military members [56] and approximately 1.3- to 1.5-fold risk in a 
study of over 50,000 US nurses exposed to trauma and with varying levels of PTSD 
symptoms [57], controlling BMI, smoking, family genetic loading, and history of 
major depression.

In addition to distal childhood maltreatment and adult traumas associated with 
interpersonal violence and disasters, psychiatric symptoms that are associated with 
medical illnesses and invasive medical procedures can also contribute to medical 
morbidity [58, 59] and mortality [28], undermining outcomes and adding substan-
tially to costs of care. For example, PTSD symptoms following MI double the risk 
of death or a second heart attack [22]. Even when physical recovery occurs, depres-
sion, posttraumatic stress, and anxiety symptoms [17, 26, 28, 31] can impair func-
tional outcomes and raise costs [60, 61].

10.3  Potential Biological Pathways Related to PTSD 
and Somatic Health

Thus both early life adversity and trauma exposure and PTSD are associated with 
substantially elevated risk behaviors, including smoking, alcohol and substance use, 
risky sexual behaviors, poor diet, and inactivity, that are all likely to convey 
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substantial health risks on affected people. Each of these behaviors/exposures has 
deleterious effects on specific organ systems, physiological axes, and metabolic pro-
cesses. In addition to (and potentially in combination with) these specific health 
behavior- mediated risks, long-term alterations in the brain and peripheral physiolog-
ical processes caused by trauma and/or PTSD are also likely to lead to additional 
health risks. This chapter will consider several physiological systems that have evi-
dence of being altered by childhood trauma, adult trauma, and/or PTSD and that may 
contribute to health risk effects. Long-term effects of trauma and PTSD are presum-
ably mediated by alterations on the brain and central nervous system (CNS) that lead 
to a new “steady state” or allostasis in affected brain systems that also may maintain 
the syndrome of PTSD symptoms. Specific brain alterations affected by trauma and 
PSTD may lead to alterations in output and activity of peripheral autonomic nervous 
system and neuroendocrine systems that then effect changes on peripheral physio-
logical processes such as cardiovascular function, immune function, and metabolism 
that lead to increased pathophysiological processes and disease risk. This chapter 
will therefore review existing evidence of effects of trauma and PTSD on specific 
brain system functions that may be linked to “downstream” pathological processes, 
as well as existing evidence of effects of trauma and PTSD on the sympathetic ner-
vous system (SNS) and parasympathetic nervous system (PNS), cardiovascular and 
hemodynamic/endothelial function, the hypothalamic-pituitary-adrenal (HPA) axis, 
and immune function (in particular, inflammatory processes), all of which could con-
tribute and/or mediate effects of trauma and PTSD on medical morbidity. Figure 10.1 
shows a simple schematic linking effects of childhood and adult trauma and PTSD 
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Fig. 10.1 Schematic diagram of effects of childhood and adult trauma and PTSD on brain and 
peripheral physiological systems, health risk behaviors, and medical symptoms. (ACE adverse 
childhood events; AR adrenergic receptor; CRH corticotropin releasing hormone; GR glucocorti-
coid receptor; HPA hypothalamic pituitary adrenal)
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on selected brain systems, which are thought to be “driving” or linked in various 
ways to both peripheral physiological systems and to altered health risk behavior 
patterns, both of which contribute to increased health risks and medical symptoms.

10.4  Central Nervous System Effects of Trauma and PTSD

The effects of childhood and adult traumas on brain/CNS function have been an 
active area of research in humans and animal models for several decades, and recent 
advances in knowledge from human neuroimaging techniques (e.g., fMRI and PET) 
over the past 20 years have begun to elucidate a large number of alterations in pro-
cesses that might be relevant for understanding symptoms of PTSD as well as 
effects of trauma and PTSD on physical health. A comprehensive review of the 
effects of trauma and PTSD on brain/CNS function is beyond the scope of this chap-
ter, but meta-analyses find reliable alterations in the functional activity of amygdala, 
insula, dmPFC, vmPFC, dorsal ACC, and hippocampus [62–64]; effects of trauma 
and PTSD on a few selected brain systems that may be particularly relevant to 
“downstream” physiology and pathological processes will be briefly discussed. It is 
possible that specific trauma- and PTSD-related brain alterations may be associated 
with maladaptations or exaggerated activity of the autonomic (e.g., SNS), neuroen-
docrine (e.g., HPA axis), and/or neuroimmunological (e.g., inflammatory) responses 
that contribute to pathophysiological processes and increased health risks. In par-
ticular, potential trauma- and PTSD-related alterations will be discussed in the 
amygdala (and limbic system and “salience network”) and the locus ceruleus, 
which appear important in generating and upregulating fear responses, and the pre-
frontal cortex and the hippocampus, which appear to be important in the successful 
downregulation and healthy modulation of fear responses.

For example, chronically altered amygdala, limbic, and salience network reac-
tivity and connectivity associated with PTSD could lead to increased locus ceru-
leus (LC) activity and central noradrenergic signaling and associated functions, 
which can lead to exaggerated autonomic SNS responses and thus long-term 
effects on cardiac output and mean arterial pressure. Exaggerated or increased SNS 
output can also have effects on stimulating pro-inflammatory immune responses 
and complex effects on both the innate and adaptive immune system, all of which 
if dysregulated could have deleterious pathophysiological effects on cardiovascu-
lar and other systems. Similarly, chronically altered amygdala/limbic reactivity 
could lead to altered activity of the HPA axis and circulating cortisol levels, via 
modulation of corticotropin- releasing factor (CRF) output from the parvocellular 
cells of the periventricular nucleus (PVN) of the hypothalamus (PVH) onto the 
median eminence, which triggers the release of adrenocorticotropic hormone 
(ACTH) from the pituitary and thus HPA axis peripheral physiological responses. 
Cortisol has wide- ranging effects across multiple tissue and organ systems, and 
thus chronically altered circulating cortisol levels could affect a large number of 
organ systems, including multiple complex effects on immune function. Altered 
cortisol levels can also lead to feedback adaptations at the level of the pituitary and 
also at the level of the brain that could contribute to the long-term stabilization and 
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maintenance of the syndrome of PTSD and associated pathophysiology. Both 
high-affinity glucocorticoid receptors (GR) and low-affinity mineralocorticoid 
(MR) receptors are found in the hippocampus and the prefrontal cortex, which, as 
described below, are major regulators of fear- and stress-responsive circuits. 
Increased amygdala activity is also linked to stimulation of CRH in brain region 
areas outside the PVN, in particular from the bed nucleus of the stria terminalis 
(BNST) [65]. Increased levels of CRF in the brain (as measured in cerebrospinal 
fluid, CSF) are associated with increased fear and startle responses in animals [66] 
as well as in humans with PTSD [67, 68], providing another mechanism that dys-
regulated amygdala activity can lead to peripheral pathophysiological 
phenomena.

The amygdala, ventromedial prefrontal cortex (vmPFC), and hippocampus are all 
involved in fear-associated learning “fear conditioning” [69]. PTSD patients show 
increased amygdala activity [70], suggesting enhanced fear signal processing and 
decreased vmPFC activity [71]. Decreased vmPFC activity potentially reflects defi-
cits in fear inhibition [72] and/or emotion regulation [73] that might contribute to 
both amygdala hyperactivity and extinction recall deficits [74]. The amygdala plays 
crucial roles in fear conditioning and extinction. PTSD is often conceptualized as a 
disorder of conditioned fear responses, and successful treatment and remission are 
thought to involve successful extinction of these conditioned fear responses, such as 
through trauma exposure- based psychotherapies (e.g., prolonged exposure psycho-
therapy). The neural mechanisms of both fear conditioning and extinction have been 
elucidated over the past 30 years in animal models [75–77] and in humans [70, 78], 
and recent work has been focused on PTSD [74, 79]. Fear conditioning appears to 
involve creation of new specific neural connections (“traces”) between neurons in the 
basolateral and central nuclei of the amygdala. Extinction of fear conditioning 
appears to involve creation of new neural connections from inputs from the prefron-
tal cortex (infralimbic [IL] cortex in rats and ventromedial prefrontal cortex [vmPFC] 
in humans) with GABAergic inhibitory interneurons in intercalated layer of the 
amygdala that are able to inhibit conditioned fear response circuits under certain 
circumstances. This process is further regulated by hippocampal circuits, which pro-
vide further contextual information to moderate conditioned fear responses vs inhibi-
tion of fear responses (e.g., extinction via vmPFC inputs) within the appropriate 
contexts (e.g., danger or safety contexts, respectively). Hippocampus also appears 
abnormal in PTSD, with evidence of reduced volume [80], reduced hippocampal 
neuronal integrity [81], and aberrant activity [82]. Thus both the frontal cortex/
vmPFC and the hippocampus are crucial for healthy regulation of fear responses, and 
effects of trauma or PTSD on the function of these brain circuits could lead to dys-
regulation and exaggerated fear responses and downstream pathophysiology.

Amygdala Activity and PTSD The amygdala plays crucial roles in threat detec-
tion of threat, fear expression, and fear conditioning. A number of fMRI studies in 
humans have reported that PTSD is associated with greater amygdala activation 
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compared to trauma-exposed healthy controls in response to general threat-related 
stimuli, such as and fearful facial expressions [70, 83–85], and also in response to 
combat trauma-related sounds or smells [86–88], trauma-related photographs or 
words [89, 90], and autobiographical trauma memories [84, 91]; however other 
studies have not shown exaggerated amygdala activation in PTSD [92–95] (Phan 
et al, 2006). Deficits in fear conditioning extinction recall have been hypothesized 
as a central process underlying PTSD. Extinction memory or extinction recall refers 
to a long-term form or learning that a stimulus that once was learned to be danger-
ous is then learned to be safe; for example, when a stimulus that has been previously 
fear conditioned (paired to a noxious stimulus like electric shock) and also has been 
“extinguished” (repeatedly presented in a manner not paired to electric shock) and 
thus has been learned to now be “safe” is presented on the following day. Increased 
amygdala activation has been reported in PTSD during fear conditioning [96]. 
Importantly, increased amygdala activity is also seen in PTSD during “extinction 
recall” [79].

Large-Scale Neural Connectivity Networks and PTSD Mounting evidence from 
basic, translational, and treatment research converges on the view that neural under-
pinnings of psychiatric disorders like PTSD may be better understood by dysfunc-
tions in relationships between large-scale neural “connectivity networks” [97–100]
rather than micro-circuit “locationist” approaches such as looking at activity in 
amygdala alone. Multiple large-scale distributed brain networks or “intrinsic con-
nectivity networks (ICNs)” have been identified at rest that correspond to task- 
related connectivity patterns [101, 102]. A comprehensive description is not possible 
here, but the ICNs particularly relevant to the nature and treatment of PTSD include 
the salience network (SN), with nodes in amygdala, insula, and dorsal anterior 
cingulate (dACC), associated with detection of salience and threat and integration 
of interoceptive, autonomic, and emotional information, and “task-negative” default 
mode network (DMN), with nodes in the posterior cingulate cortex (PCC), ventro-
medial PFC (vmPFC), and subgenual PFC (sgPFC) associated with social cogni-
tion, self-referential processing, autobiographical memory, and “mind wandering.” 
Several research groups, including our own lab, report that individuals with PTSD 
evidence hyper-connectivity within salience network (e.g., amygdala-insula) [103–
106] and aberrantly increased DMN-SN (e.g., DMN-amygdala and insula) cross-
network connectivity/desegregation [94, 106, 107].

Locus Ceruleus (LC) Central Noradrenergic System and PTSD The locus 
ceruleus (LC) is a small midbrain nucleus in the pons that is the primary source of 
noradrenergic neurons in the brain. The LC noradrenergic system has widespread 
reciprocal projections to many other brainstem and neocortical areas. Increased LC 
activity leads to the release of NA at target neurons that has neuromodulatory effects 
associated with enhancement of sympathetic autonomic responses, including 
increasing alertness and heightening sensory processing acuity and motor responses 
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[108, 109]. Several lines of evidence from animal studies have implicated hyperac-
tivity in the LC noradrenergic system as related to various forms of behavioral 
hyper- responsiveness, including in animal models of PTSD. Early studies of ines-
capable shock paradigms in rodents found behavior effects that resembled some 
aspects of PTSD and were also associated with hyperactivity in LC and noradrener-
gic functioning (reviewed in [110]). Studies in monkeys found that electrical and 
pharmacological activation of the LC led to an increase in behaviors that resembled 
some aspects of PTSD in humans [111] and that exposure to fear-inducing stimuli 
increased LC activity. A recent multimodal study of LC activity in rats measured LC 
tyrosine hydroxylase (TH) mRNA levels as an index of norepinephrine utilization, 
as well as electrophysiological recordings of LC neurons and spontaneous and 
evoked responses to a noxious event (paw compression) in a validated rodent model 
of PTSD, the single prolonged stress (SPS) paradigm of the research group of Israel 
Liberzon [112]. Rats who were exposed to the SPS PTSD model showed lower 
spontaneous LC activity but higher evoked responses, leading to an enhanced 
signal-to- noise ratio of LC neurons, and also showed impaired recovery from post-
stimulus inhibition. SPS rats also had lower LC TH mRNA expression at baseline 
but exaggerated TH expression following restraint stress.

There has been less direct evidence of the role of LC noradrenergic system in 
PTSD in humans, but research to date is generally supportive of the idea of increased 
LC output in PTSD. As discussed below, several studies have reported evidence of 
increased noradrenaline levels in cerebrospinal fluid (CSF) in PTSD patients, suggest-
ing exaggerated LC activity in PTSD [113, 114]. Furthermore, pharmacological chal-
lenge studies in PTSD patients with yohimbine, an antagonist of the inhibitory 
α2-adrenergic “autoreceptor” that disinhibits and increases the activity of the LC and 
leads to increased secretion of noradrenaline into the bloodstream, suggest exagger-
ated LC activity plays a role in PTSD. Yohimbine caused greater increases in plasma 
noradrenaline in PTSD patients [115], and also led to exacerbation of PTSD symp-
toms, as well as triggering panic attacks and trauma flashbacks only in PTSD patients 
[115]. In contrast to effects of blockading α2-adrenergic receptors, blockade of the 
stimulatory postsynaptic α1-adrenergic receptor with α1 antagonist prazosin (a hyper-
tension medication) leads to improvement in PTSD symptoms, in particular, decreases 
in PTSD nightmares. Several RCTs have demonstrated the efficacy of prazosin for 
decreasing PTSD nightmares and sleep disruption and improving PTSD symptoms 
overall [116].

In terms of human neuroimaging work, a positron emission tomography (PET) 
study with the radioligand [11C]methylreboxetine reported lower levels of the nor-
adrenaline transporter in the LC PTSD patients [117], which may result in exag-
gerated synaptic availability of noradrenaline in projection areas, such as the 
cortex. A very recent fMRI study compared reactions of PTSD patients and trauma-
exposed people who did not develop PTSD to blasts of loud noise using pupillom-
etry, and peripheral psychophysiology to compare brain activity in the LC with the 
peripheral responses in the LC adrenergic sympathetic nervous system [118] pro-
vides the first direct evidence of LC hyperactivity in humans with PTSD. Patients 
with PTSD had increased sympathetic autonomic arousal compared to trauma 
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controls, as reflected by tachycardia, increased skin conductance, and pupillary 
dilation and an exaggerated startle response. In the fMRI scans, PTSD patients also 
showed a hyperactivation of the LC as well as several structures that receive dense 
input from the LC, including the caudal dorsal premotor cortex and supplementary 
motor area (SMA). Although both PTSD and trauma-control participants reported 
the noises had similar intensity and unpleasantness, only the PTSD patients 
responded with increased LC activity in the scans. Interestingly, the level of activ-
ity in the regions “downstream” of LC correlated with both autonomic reactivity 
and PTSD symptom severity, but activity in the LC per se did not [118], suggesting 
that LC activity may be “permissive” but not sufficient for symptoms of PTSD; it 
is also possible that the small size of the LC and lack of power in this initial study 
were not able to resolve.

Structural Neuroimaging Studies of Hippocampus in Childhood and Adult 
Trauma and PTSD The hippocampus is a bilateral subcortical structure located in 
the mesial temporal lobe that appears to be critically involved in a number of basic 
brain functions. While the most widely appreciated roles played by the hippocam-
pus are in memory acquisition and consolidation, some of which are hippocampal 
dependent [119, 120]; the hippocampus also appears to play important role in psy-
chophysiological aspects of stress regulation, including dampening of amygdala 
and neuroendocrine HPA axis fear responses [121–124]. The hippocampus is a 
major site of both type I (high-affinity mineralocorticoid, MR) and type II (low-
affinity glucocorticoid receptors, GR) and is an important brain site in stress-
response feedback inhibition loops [125].

The hippocampus exerts inhibitory regulatory control on the stress axis in ani-
mal models, and, thus, findings of smaller hippocampal volume in adult PTSD 
patients could suggest the possibility that environmental stressors such as child-
hood trauma could lead to smaller hippocampal volume that, in turn, leads to defi-
cits in hippocampal stress regulation function and thus higher PTSD risk. Animal 
studies have shown that high cortisol levels can cause specific damage to hippo-
campal neurons [126]. There have also been suggestions that the smaller hippo-
campal volume in PTSD may result from excessive cortisol secretion and 
subsequent neurotoxicity leading to hippocampal damage in humans [92]. Support 
for this idea in humans comes from studies which have found smaller hippocam-
pal volumes in patients with Cushing’s disorder [127]. However, an alternate pos-
sibility is that the hippocampal abnormalities in PTSD are unrelated to cortisol 
secretion and actually predate the development of clinical syndrome. Such pre-
existing neurobiological abnormality may predispose individuals to develop 
PTSD.

Given the centrality of the hippocampus in both memory and regulation of 
stress responses, it has been an area of intense interest in neurobiological studies 
of trauma and PTSD. Hippocampal volume, as determined by anatomical tracing 
of structural T1 MRI scan slices, has been extensively studied in survivors of 
trauma and in persons with PTSD over the past 15 years, with over 40 indepen-
dent published studies comparing the size (volume) of right and left hippocampi 
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among trauma-exposed persons with and without PTSD and/or non-trauma-
exposed healthy controls. As will be described, the most common finding 
reported in these studies has been decreased hippocampal volume (ca. 8–13% 
reduction) in subjects with PTSD compared to either trauma-exposed or non-
exposed healthy controls.

Several studies have now examined hippocampal volume associated with 
PTSD in military combat veterans and in civilian populations; while most have 
found evidence of decreased hippocampal size in PTSD, other studies have not. 
Given the mixed findings reported on hippocampal size and PTSD, and the 
potential confounds due to heterogeneity of studies, meta-analyses that adjust for 
multiple factors are important. Several meta-analyses reported to date have more 
consistently reported PTSD-associated reductions in hippocampal volume [63, 
128–130]. One meta-analysis found an association between PTSD and lower hip-
pocampal volume (15 studies, n = 562), and smaller-sample meta-analyses found 
smaller volumes for the amygdala (7 studies, n = 320) [128], and a more recent 
meta-analysis found smaller volumes in the hippocampus (36 studies, n = 1623) 
[63]. However, these meta-analyses are still potentially confounded by differ-
ences in structural MRI processing/analysis methodologies and potential publi-
cation bias. A recent and largest meta-analysis to date (16 cohorts and N = 1868 
subjects) attempted to overcome these issues by processing all of the MRI scans 
using the same analytic platform, a standardized image-analysis and quality-
control pipeline established by the ENIGMA consortium [131]. This meta-anal-
ysis found significantly smaller hippocampi in subjects with current PTSD 
compared with trauma-exposed control subjects (Cohen’s d = 20.17, p = .00054) 
that was significant after Bonferroni correction. Thus taken together, it appears 
that both childhood trauma and adult PTSD are associated with decreased hip-
pocampal volume. It is possible that smaller hippocampi lead to dysregulated 
hippocampal activity and thus dysregulation of neuroendocrine and autonomic 
resting and stress-responsive activity.

Medial Prefrontal Cortex A large number of neuroimaging studies have also 
reported decreased activation or failure to activate the mPFC (including the medial 
frontal gyrus and rostral and subgenual ACC) in PTSD. This includes decreased 
mPFC activation during autobiographical trauma recall [92, 93, 132–134] (Lanius 
et al, 2001; 2004a), in response to trauma-related stimuli [92, 135, 136], as well as 
general negative emotional stimuli [84, 85, 95, 137]. PTSD patients have been 
reported to have decreased activity of mPFC in general cognitive tasks [138, 139] as 
well as emotional tasks [140]. Decreased activity of mPFC in PTSD also has been 
shown during fear extinction [96] and during fear extinction recall [74, 79]. There 
has also been intriguing evidence from several PTSD treatment studies that success-
ful treatment of PTSD leads to increased mPFC activation and/or that the degree of 
increase in mPFC activity following treatment is positively associated with improve-
ment in PTSD symptoms [141–144].
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There is accumulating evidence linking PTSD avoidance symptoms to altera-
tions in large-scale neural networks involving vmPFC and hippocampus. PTSD 
patients show decreased within-network DMN connectivity (PCC-vmPFC and 
PCC-hippocampus) [94, 106, 145] and decreased vmPFC-hippocampus connectiv-
ity [103, 106, 146]. We have previously hypothesized that increased DMN-SN con-
nectivity at rest underlie PTSD hyperarousal symptoms, associated with intrusive, 
automatic distress reactions to both external cues and internal physiological states. 
A recent seed-based functional connectivity study of 113 OEF/OIF combat veterans 
(69 with PTSD) found differences in DMN (PCC-seed) connectivity with the hip-
pocampus [147]. Intriguingly this altered DMN connectivity was correlated with 
avoidance/numbing symptoms in the veterans with PTSD, but not correlated with 
intrusive and hyperarousal symptoms [147].

10.5  Effects of Stress and Trauma on Sympathetic Autonomic 
Nervous System

The sympathetic nervous system (SNS) underlies the “fight, flight, or freeze 
response” and has long been implicated in responses to trauma and the pathology of 
PTSD. The stress-responsive adrenergic SNS is activated by amygdala and locus 
ceruleus (the source of central noradrenergic neurons) inputs into brainstem nuclei. 
These inputs activate descending sympathetic pathways in the spinal cord which 
innervate multiple areas of the body and multiple organ systems, including the 
heart, lungs, gut, vasculature, and immune system, leading to the classic sympa-
thetic responses. Given that multiple core symptoms of PTSD involve what appear 
to be hyper-adrenergic states (e.g., physiological and emotional responses to trig-
gers and other re-experiencing symptoms, increased heart rate/tachycardia, 
increased blood pressure, anxiety, hypervigilance/hyperarousal, exaggerated startle, 
etc.), the noradrenergic SNS has been a central target of PTSD research for many 
years (for review see [115, 148–150]).

Combat-related psychosomatic conditions marked by a rapid pulse, anxiety, and 
trouble breathing during the US Civil War (1861–1865)—known as “soldier’s 
heart” or “irritable heart”—appear likely to be coextensive with what is now known 
as combat PTSD, and conceptualizations of these disorders focused on cardiac and 
cardiovascular function. A US military physician Jones [151] concluded this was 
due to overstimulation of the heart’s nervous system and described what came to be 
known as “Da Costa’s syndrome.” Clinical and laboratory studies over the past 30 
years have provided strong evidence that PTSD is associated with increased periph-
eral nervous noradrenergic system/sympathetic nervous system (SNS) activity. 
Clinical and psychophysiological measures of SNS activity are well documented in 
PTSD, with findings of increased blood pressure, heart rate, and skin conductance 
at baseline and in response to trauma recall having been reported in a large number 
of studies comparing PTSD patients to normal and psychiatric controls [152–157]. 
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In addition to increased SNS baseline activity and stress-related responses, several 
studies also report decreased activity of the parasympathetic nervous system (PNS) 
in PTSD, including decreased baroreceptor reflex sensitivity [158]and various heart 
rate variability (HRV)/respiratory sinus arrhythmia (RSA) measures of parasympa-
thetic tone at rest [159, 160] and in response to psychological stressor [161]. Another 
peripheral indicator of noradrenergic activity is pupil diameter: increased pupil 
diameter appears to be correlated with LC activity and central noradrenergic func-
tion [162]. Studies have reported increased pupil diameter in PTSD compared to 
controls, in particular in response to threat stimuli [163, 164].

In addition to peripheral cardiovascular and psychophysiological measures, there 
is also peripheral neurochemical evidence of increased adrenergic outflow, includ-
ing increased 24-h urinary excretion of catecholamines (adrenaline, noradrenaline, 
and metabolites) in PTSD patients compared to healthy and psychiatric controls 
[165] and other studies found increased urinary noradrenaline in women with cur-
rent PTSD but not those with history of PTSD or trauma exposure without PTSD 
[166, 167]. Increased circulating levels of catecholamines (adrenaline and nor-
adrenaline) in plasma have also been shown in PTSD patients compared to controls, 
at baseline [86] and following exposure to stress (Blanchard et al., 1991), including 
trauma recall [86]. PTSD has also been associated with increased levels of salivary 
alpha-amylase, considered to be an index of SNS activation and PNS, at baseline 
and in response to stressors [168] and in circadian measures [169], indicative of 
excessive noradrenergic SNS activity.

Evidence of excessive central nervous system noradrenergic tone has also been 
reported in PTSD.  In studies measuring catecholamines in cerebrospinal fluid 
(CSF), PTSD patients were reported to have significantly increased levels of nor-
adrenaline. One study found elevated CSF noradrenaline levels in PTSD patients 
and that noradrenaline levels positively correlated with levels of PTSD symptoms as 
measured by the CAPS [113]. Another study reported that heart rate and noradrena-
line levels increased in combat PTSD patients when they watched a video contain-
ing combat footage but not a neutral video, and heart rate responses correlated with 
the levels of CSF noradrenaline increase [114]. Furthermore, CSF noradrenaline 
remained elevated for several hours following the combat video, and the level of 
increase in CSF noradrenaline strongly correlated with subjective reports of wors-
ening of mood in the PTSD patients [114].

Pharmacological challenge studies with adrenergic agents also suggest exagger-
ated responses in the LC-sympathetic system. Yohimbine is an antagonist of the 
inhibitory α2-adrenergic “autoreceptor” that is expected to disinhibit (and thus 
increase the activity) the LC. A yohimbine challenge leads to increased secretion of 
overall noradrenaline into the bloodstream (as assessed by a metabolite MHPG) of 
both PTSD patients and controls. Although baseline resting plasma MHPG levels 
were not different between PTSD patients and controls, yohimbine caused greater 
increases in plasma noradrenaline in PTSD patients [115]. Interestingly they also 
found that yohimbine led to profound subjective emotional and physiological 
responses in only PTSD patients. The majority of PTSD patients experienced panic 
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attacks and nearly half had trauma flashbacks, and furthermore overall PTSD symp-
toms of emotional numbing, trauma memories, and grief all increased in PTSD 
patients, as did heart rate and blood pressure. In contrast, none of these effects were 
seen in healthy controls [115]. Blockade of the stimulatory postsynaptic 
α1-adrenergic receptor with α1-antagonist prazosin (a hypertension medication) 
leads to improvement in PTSD symptoms, and prazosin is now commonly used for 
PTSD, in particular, for improving PTSD-related nightmares and sleep distur-
bances. Several RCTs have examined the efficacy of prazosin for decreasing PTSD 
nightmares and sleep disruption and improving PTSD symptoms overall, compared 
to pill placebo and in crossover designs [116] and compared to placebo as well as 
behavioral sleep interventions

A longitudinal study on trauma survivors suggests that a higher peri-traumatic 
heart rate (measured in the emergency room) predicted PTSD diagnosis at follow-
 up [170]. Furthermore, an intriguing pilot study suggested that peri- traumatic treat-
ment of survivors with the beta-adrenergic antagonist (beta-blocker) propranolol in 
the emergency room may prevent the development of PTSD [171]; however subse-
quent studies of propranolol on combat veterans and burn victims have shown 
mixed results [172–175], and more research is needed. For example, examining 
genetic factors and early childhood experiences in such a longitudinal design of 
peri-traumatic SNS function and subsequent development of PTSD could shed 
important light on PTSD pathogenesis.

10.6  Effects of Stress and Trauma on HPA Axis 
Neuroendocrine System

The hypothalamic-pituitary-adrenal (HPA) axis is a major stress-responsive neuroen-
docrine system that is crucial for survival. Like the SNS, the HPA axis is also acti-
vated in response to stressors and traumas in humans and in animals, but with a 
different timecourse; whereas the SNS responds within seconds, HPA axis responses 
peak at about 15–30 min and usually resolve at 60–90 min. This neuroendocrine axis 
functions as a hormone “cascade,” which involves secretion of corticotropin- releasing 
hormone (CRH) from specialized neurons of the paraventricular nucleus (PVN) of 
the hypothalamus into the hypophyseal “portal circulation,” in which it travels to the 
anterior pituitary and then binds to specific CRH receptors on the surface of adreno-
corticotropic cells. These specialized pituitary cells in turn release another protein 
hormone, adrenocorticotropic hormone (ACTH) , into the peripheral bloodstream. 
ACTH then travels through the bloodstream to the adrenal gland, where it binds cell 
surface receptors on cells in the adrenal cortex, which leads to synthesis and release 
of glucocorticoid steroid hormones (cortisol in humans and corticosterone in many 
animals).

Glucocorticoid hormones have multiple effects on a large number of physiologi-
cal systems, including glucose utilization and metabolism, lipolysis, immune func-
tion, and hemodynamics. They also appear to have important physiological effects 
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on the brain. The receptors for glucocorticoid receptors are nearly ubiquitously 
expressed in peripheral tissues, as well as cortical and subcortical brain structures 
[176]. The widespread actions of cortisol on metabolism and immune function have 
led many to hypothesize that the stress-responsive HPA axis may mediate the dele-
terious effects of psychological stress on health. Glucocorticoid effects on the brain 
are consistent with significant roles for these steroids in shaping behavioral adapta-
tions to changing and/or challenging environments [176].

Several factors suggest the HPA as a potential site that could mediate effects of 
childhood and adult trauma and PTSD on physical health. The adult functioning of 
the HPA axis is shaped, in animals and humans, by early life stressors [177–179], 
and these early life stressors also contribute to risk for adult psychopathology and 
poor health outcomes/disease risk [180, 181]. The HPA axis changes also mediate 
behavioral changes relevant to psychopathology in the animal early stress models 
(Ladd, Thrivikraman, Huot, & Plotsky, 2005) [182–185]).

Models of early life trauma in rodents and primates suggest that manipulation of 
the early developmental environment can lead to long-term, sometimes lifelong, 
alterations in behavior, brain gene expression, and patterns of stress hormone and 
neurophysiological responses to stress. Prolonged maternal separation is a well- 
characterized model of early life adversity that leads to profound changes in neuro-
endocrine stress responses and behavior (for review see [184]). The maternal 
separation model examines the effects of separating neonate rat pups (2–14 days 
old) from their mothers for either 3 h/day for 10 days (maternal separation) or for 
only 15 min a day (“handled control”). After separation from their pups for 3 h, rat 
mothers show decreases in important maternal behaviors, such as pup retrieval, lick-
ing, grooming, and nursing, compared to rat mothers not separated from their pups 
or those who were separated for only 15 min [185]. Maternal separation appears to 
have long-term effects on multiple behavioral and neurobiological systems of the 
separated rat pups. Behaviorally, rats who are separated from their mothers for 3 h 
a day as neonates show increased anxiety-like behaviors, hypervigilance, and devel-
opment of a depression-like syndrome as adults, including anhedonia and a procliv-
ity for increased ethanol intake. They also show exaggerated and prolonged HPA 
axis responses to the mild psychological stressor of an airpuff as adults. Interestingly, 
these exaggerated HPA axis responses persist throughout the adult life of the ani-
mal. Furthermore, a number of other pronounced neurobiological alterations have 
now been demonstrated in adult rats who experienced maternal separation as neo-
nates. These include decreased gene expression of glucocorticoid receptors (GR) in 
the hippocampus and medial prefrontal cortex. This decrease in brain GR is thought 
to lead to decreased glucocorticoid feedback sensitivity, and to drive the exagger-
ated and prolonged corticosterone stress responses, since HPA axis activation now 
come under much reduced inhibitory negative feedback. These findings indicate 
that early life experiences can lead to lifelong behavioral and neurobiological altera-
tions. It would also appear that differences in responses to stressors and traumas 
seen in adult rats exposed to neonatal maternal separation may translate to an 
increase in psychological vulnerability. This may be a valuable model to elucidate 
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the effects of childhood trauma and other adversity on psychological vulnerability 
in humans. An animal model of adult PTSD, the single prolonged stress (SPS) 
model, developed by the research group of Israel Liberzon, results in a number of 
HPA neuroendocrine abnormalities which have also been observed in PTSD 
patients, including enhanced glucocorticoid negative feedback (i.e., increased dexa-
methasone fast feedback) in response to psychosocial stressors [186], and relative 
increases in GR gene expression in the hippocampus [187]. These findings are in 
stark contrast to the decreased hippocampal GR gene expression seen in adult rats 
who were exposed to prolonged maternal separation as neonates [188] or who had 
mothers who exhibited low levels of maternal care (“licking and grooming”) [189] 
(Meaney et al., 1996). These differential findings between various rodent models of 
early life adversity and adult trauma are still a matter of study, although it is interest-
ing that the SPS model is the only rodent model that has yet shown the pattern of 
GR feedback hypersensitivity that has been observed in adult human PTSD. At least 
at the level of glucocorticoid negative feedback sensitivity, the maternal separation 
model appears more similar to the patterns of HPA axis function found in major 
depression in humans.

Potential alterations in the HPA axis neuroendocrine system in humans in the 
context of trauma exposure and PTSD have been an area of considerable study over 
the past 20 years, and there is evidence that the HPA axis is dysregulated in patients 
with PTSD as well as major depression [190–193]. Early stress exposure can create 
lasting HPA axis dysregulation in humans that parallels those seen in the animal 
models and which is often best seen in adulthood in the context of challenge studies 
[194, 195]. However, the exact role that HPA axis dysregulation plays in the etiol-
ogy development and expression of PTSD symptoms has not been fully 
elucidated.

There is evidence of alterations in stress hormone responses to social stressors 
and trauma recall in adult survivors of childhood traumas, such as childhood sexual 
assault. Heim and colleagues found that women with a history of childhood abuse 
exhibited greatly increased HPA axis and autonomic responses to a social stressor 
(the “Trier Social Stress Test” or TSST) compared with women without childhood 
abuse [194]. The exaggerated responses were particularly robust in women with 
current symptoms of depression and anxiety. Women with a history of childhood 
abuse and a current major depression diagnosis exhibited a more than sixfold greater 
ACTH response to stress than age-matched controls. The authors concluded that 
that exaggerated HPA axis and autonomic nervous system responses are a persistent 
consequence of childhood abuse that may contribute to the diathesis vulnerability 
for adulthood psychopathological conditions. They further hypothesized that this 
HPA and sympathetic hyper-reactivity was related to CRH hypersecretion in women 
with childhood trauma exposures, suggesting that CRH hypersecretion may medi-
ate the effects of childhood trauma on the risk of adult psychopathology in response 
to stress. However, other studies with individuals with abuse-related PTSD (i.e., 
history of childhood physical or sexual abuse) that examined cortisol responses to 
psychosocial stressors have shown more subtle differences in HPA axis reactivity. A 
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study of 23 women with childhood abuse-related PTSD and 18 matched healthy 
controls exposed to a 20-min cognitive challenge (e.g., arithmetic and problem- 
solving tasks) found elevated cortisol levels before the task was begun (potentially 
reflecting elevated anticipatory anxiety) but cortisol response in PTSD patients that 
were not different than healthy controls [196]. Another study exposed women with 
childhood abuse-related PTSD to personalized trauma scripts and again found that 
PTSD patients had significantly higher cortisol levels before and during script expo-
sure, but did not have exaggerated “responses” to the trauma scripts [197]. There 
was however a correlation between PTSD symptom severity and cortisol levels dur-
ing exposure.

There has been mixed evidence that the basal or resting activity of the HPA axis 
is altered in adults with PTSD who experienced trauma during adulthood. Several 
studies have shown evidence of elevated levels of the hormone CRH in the cerebro-
spinal fluid of PTSD patients, consistent with the notion of increased activation of 
the system. Higher levels of CRH have been found in cerebrospinal fluid (CSF) in 
PTSD patients (obtain from lumbar punctures) [67, 68]. A study found both 
increased CRH and cortisol levels in CSF over a 6-h sampling period, with CRH 
and cortisol levels were positively correlated [198]. Studies examining down-
stream effects of CRH-mediated central drive in PTSD patients have also provided 
mixed results. Blunted ACTH response to CRH was reported in patients with com-
bat-related PTSD, but only in patients with a comorbid diagnosis of MDD (Smith 
et al., 1989). One study found women with PTSD (exposed to physical or sexual 
abuse) had higher CRH-induced ACTH and cortisol responses [199], but another 
study of men and women with PTSD related to assault or a motor vehicle accident 
found no significant differences in basal or total CRH-stimulated ACTH or cortisol 
responses [200].

Assessment of peripheral cortisol across the day (i.e., “circadian cortisol”) in 
PTSD patients has produced considerably varying results, with studies showing 
peripheral cortisol levels in PTSD patients to be significantly lower than [201], 
and significantly higher than [202, 203], and no different from [67, 199], healthy 
control subjects. In a large longitudinal epidemiological study, saliva [204] and 
urine [167] cortisol measures were obtained from patients with PTSD, patients 
with trauma exposure but no PTSD, and healthy controls. PTSD was associated 
with elevated evening saliva cortisol levels but only in individuals with a comor-
bid diagnosis of MDD.  In contrast, patients with PTSD alone showed normal 
evening saliva and urine cortisol levels. A negative correlation has been observed 
between 24-h urinary cortisol levels and PTSD symptoms in combat veterans 
[67], but the same study failed to find group differences in circulating cortisol 
between veterans with and without a PTSD diagnosis. A study examining 2490 
Vietnam veterans found 8:00 A.M. cortisol levels were significantly lower (by 
4%) in PTSD patients compared to healthy controls. Interestingly, lower awaken-
ing cortisol has been associated with current or lifetime PTSD or a past diagnosis 
of depression in women who were recently (i.e., 6 months) diagnosed with breast 
cancer [205].
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As well, a civilian PTSD group showed substantially reduced cortisol response 
to awakening (i.e., in the first 60 min after awakening) compared to control groups 
[206], and PTSD symptoms were found correlated with dampened cortisol response 
to awakening in active duty police officers [207]. However, another recent report 
found cortisol response to awakening did not predict PTSD symptom severity and 
was only nonsignificantly lower among firefighters with high PTSD risk [208]. 
Taken together, these data suggest evidence for some link between PTSD and 
reduced levels of circulating cortisol, but the nature of that linkage, and the clinical 
relevance of potential group differences, remains unclear.

In addition to the basal level of cortisol “output,” trauma and PTSD could be associ-
ated with altered sensitivity to effects of stress-induced cortisol. Cortisol negative feed-
back sensitivity can be assessed in human using the dexamethasone suppression test 
(DST). The use of this test in patients with major depression, which found a significant 
proportion of MDD patients showed substantially blunted DEX suppression, was a 
finding that greatly stimulated the field of biological psychiatry. The use of the DST in 
PTSD has yielded somewhat more consistent results. However, the pattern found in 
trauma exposure and PTSD is the opposite to that found in MDD. Several studies have 
shown a significantly greater reduction in ACTH and/or cortisol in PTSD patients fol-
lowing dexamethasone treatment, suggesting sensitized inhibitory feedback mecha-
nisms in PTSD [201, 209, 210]. PTSD patients with early childhood abuse also showed 
hypersuppression of ACTH following dexamethasone treatment [211]. However, a cor-
relation between DST response and PTSD symptom severity is only been reported in 
some studies [201, 212]. Thus, studies examining differences in circadian cortisol lev-
els have also been inconsistent, although some studies have suggested a potential rela-
tionship between low cortisol levels and trauma exposure and with especially high 
PTSD symptom severity. However, it remains unclear whether the dysregulations 
documented reflect a consequence of trauma exposure, pre-existing alterations that 
constitute traumatic vulnerability, or a more specific correlate of the disease process.

Only a few studies have examined the effects of psychological challenges on 
neuroendocrine responses in PTSD patients with adult trauma. Our group observed 
higher autonomic (i.e., skin conductance and heart rate) and catecholamine 
responses to white noise and combat-related sounds in Vietnam military veterans 
with PTSD, but the acute (immediate postexposure) ACTH and cortisol responses 
to these challenges were not different from that of controls [86]. In a separate 
study, our group recently examined acute plasma ACTH responses to trauma-spe-
cific (autobiographical trauma script-driven imagery) and non-specific (IAPS pic-
tures) aversive emotional stimuli over 20 min in Vietnam combat PTSD patients 
(n = 16), Vietnam combat veterans without a history of PTSD symptoms (n = 15), 
and noncombat healthy controls (n = 15). We found acute plasma ACTH responses 
to trauma recall, but not to other emotional stimuli. Both groups of combat veter-
ans (with or without PTSD) showed significant acute ACTH responses to the 
trauma scripts, but not to aversive IAPS pictures, suggesting that sensitized HPA 
axis responses observed in this paradigm were related to trauma exposure rather 
than PTSD, per se. However, the magnitude of ACTH response was positively 
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correlated with the severity of symptoms in PTSD subjects. In contrast, noncom-
bat-exposed controls did not have ACTH responses to aversive autobiographical 
scripts or IAPS pictures. While the general and trauma-specific aversive challenges 
elicited strong subjective emotional responses among all participants, acute ACTH 
responses were seen only to personalized trauma scripts in combat-exposed groups, 
supporting the notion that the human HPA axis responds to specific psychological 
stimuli (in this case, memories of personal threat) rather than to general emotional 
distress.

In summary, these mixed data suggest that abnormalities in circadian cortisol 
levels in PTSD patients may exist in certain conditions. There does seem to be 
some evidence for a link between PTSD and low 24-h cortisol levels in some 
patients, which contrasts with the hypercortisolemia seen in depression. The 
degree to which changes in cortisol levels might result from trauma exposure 
itself, rather than PTSD per se, requires further investigation. As well, whether 
different circadian levels represent consequences of PTSD or vulnerability factors 
that are present at the time of trauma and increase the risk of developing PTSD 
also remains unresolved. A possibility suggested by animal models is that the 
psychopathology of PTSD in adults is associated with altered HPA axis stress 
responses, and while the available data are limited, there has been some evidence 
for such differences in adults with PTSD from childhood abuse [196, 197] 
(Bremner et al., 2003). However a study of combat veterans with adult trauma 
found ACTH responses to trauma recall were a function of adult trauma exposure 
rather than PTSD status. An additional intriguing possibility suggested by animal 
models is that the experience of childhood trauma itself, with or without subse-
quent psychopathology, may lead to exaggerated HPA axis stress hormone 
responses later in life and that these may lead to greater PTSD vulnerability to 
subsequent trauma. There has been evidence of differences in acute HPA axis 
responses to psychosocial stressors and trauma recall in adults with childhood 
trauma exposures with or without depression compared to non-trauma-exposed 
adults [194].

10.7  Effects of Trauma and PTSD on Immune System 
and Inflammatory Processes

There is accumulating evidence that trauma exposure and PTSD are associated 
with several abnormalities in immune system function that may contribute to 
pathophysiological processes and diseases. In particular, PTSD appears to be 
associated with increased pro-inflammatory signaling and the innate immunity 
system; these immune abnormalities could be linked to aberrations in both the 
sympathetic noradrenergic system and the glucocorticoid system described above. 
There is currently accumulating data suggesting PTSD may be associated with 
elevated levels of autoimmunity and that in addition, while there is as yet still 
some mixed findings and heterogeneity in the reports in the literature, PTSD 
patients without autoimmune disorders may also exhibit a low-grade systemic 
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pro-inflammatory state. Such a chronically elevated inflammatory state could be 
one mechanism by which PTSD could contribute to atherosclerosis and cardio-
vascular disease. For example, an epidemiological study of N = 2490 US military 
veterans deployed to Vietnam that found significantly elevated risk for autoim-
mune disorders among veterans with PTSD [50] also found significant derange-
ments in several immune and neuroendocrine system laboratory measures, 
including three- to fivefold increased risk for elevated total and T-lymphocyte 
counts, elevated cell-mediated immunity response, elevated IgM, and lower levels 
of DHEA-S [50].

Evidence of altered immune function in PTSD in humans also comes from a 
number of studies examining alterations in basal or “resting” levels of immune sig-
naling molecules such as pro-inflammatory cytokines in plasms and saliva, altera-
tions in secretagogue stimulation of cytokines from isolated leukocytes, and altered 
levels of leukocyte gene expression in inflammatory and glucocorticoid gene net-
works. Cytokines are immune system protein molecules secreted by a large number 
of immune cells, including lymphocytes and monocytes, that have specialized func-
tions to regulate host responses to infection, immune responses, inflammation, and 
trauma. “Pro-inflammatory” cytokines such as interferon gamma (IFN-γ); interleu-
kins 1, 2, 6, 12, etc. (IL-1, IL-2, IL-6, IL-12); and tumor necrosis factor alpha (TNF-
a) stimulate inflammation by triggering cascades of gene expression of inflammatory 
mediators in immune cells such as B lymphocytes and the endothelium. In contrast, 
“inhibitory cytokines” such as IL-4, IL-10, and IL-13 have effects to decrease 
inflammation by blocking or suppressing gene expression of inflammatory media-
tors. There have been over 20 studies reported comparing pro- inflammatory cyto-
kines in people with PTSD to healthy trauma- or non-trauma-exposed controls, and 
most have found evidence of increased levels of pro-inflammatory cytokines. 
Several studies of combat veterans or active duty military personnel compared to 
healthy controls report higher levels of plasma or serum TNF-α in combat veterans 
with PTSD [213–216], including two studies that found increased TNF-α when also 
controlling for BMI and smoking [217]. However, other studies of combat veterans 
did not find elevations in TNF-α in PTSD [218–221]. Several studies of PTSD from 
noncombat trauma also report increased plasma or serum TNF-α [222, 223]; one 
study that did not find elevated TNF-α also had low levels of detection [224]. 
Similarly, several studies find elevated levels of plasma or serum IL-6 in combat 
PTSD [213, 215, 217, 225] and civilian PTSD [223]. There are more limited data 
reporting PTSD-related elevations in IL-1β [222, 223] and INF-γ [217, 225], but 
again there are also negative studies that did not find significant differences in IL-1β 
or INF-γ, and furthermore, only few studies have statistically controlled for effects 
of smoking, BMI, and other factors that could confound measurement of PTSD 
effects.

Thus while the data reported to date generally support the notion of increased 
resting levels of plasma or serum pro-inflammatory cytokine levels, clarification of 
the exact role of cytokines in the syndrome of PTSD will be helped by additional 
better-controlled studies and meta-analyses. A recent meta-analysis of cytokine lev-
els from 2015 in 20 studies of PTSD found higher levels of IL-6, IL-1β, and INF-γ 
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in PTSD overall compared to healthy controls and elevated TNF-α in a subgroup 
analysis of unmedicated PTSD patients [226]. A subgroup meta- analysis of studies 
that excluded comorbid major depressive disorder also found significant elevations 
in TNF-α, IL-1β, and IL-6  in PTSD patients compared to controls. As might be 
expected, the meta-analysis found high levels of between-study heterogeneity for 
most cytokine variables measured (I(2) > 75%) and furthermore found a potential 
publication bias for interleukin 1β. This study also conducted meta-regression anal-
yses and fitted a model composed of several variables (e.g., major depressive disor-
der comorbidity, psychotropic medications, assay type, and time of blood draw) that 
explained heterogeneity in interleukin 1β, interleukin 6, and C-reactive protein 
studies.

Another recent “transdiagnostic” meta-analysis was reported of the effects of 
trauma exposures on plasma or serum levels of several cytokines and pro-inflamma-
tory marker in 36 independent samples and >14,000 participants [227]. This study 
used strict definitions of trauma exposure (e.g., PTSD criteria A) and included several 
studies that focused on PTSD diagnosis, but also included population studies that 
contain participants with other (or no) psychiatric diagnoses, as well as studies with 
cohorts of people with major depression, cardiovascular disease, schizophrenia, etc.

This meta-analysis also found significant effects of trauma exposure predicting 
elevations in several cytokines and inflammatory markers, including C-reactive pro-
tein (CRP), IL-1β, IL-6, and TNF-α. The effects of trauma on inflammatory markers 
appeared to positively correlate with severity of trauma exposures. Furthermore, the 
severity of psychiatric symptoms (PTSD as well as non-PTSD) significantly pre-
dicted increased effect sizes for IL-1β and IL-6 in meta-regression models. However, 
no significant relationships with trauma were seen with fibrinogen, IL-2, IL-4, IL-8, 
or IL-10.

In addition to resting circulating levels of pro-inflammatory cytokines in serum or 
plasma, a smaller number of studies have also compared in vitro stimulation cytokine 
production from specific leukocytes between people with PTSD (military combat, 
civilian trauma, refugees) and controls. This approach seeks whether the syndrome 
of PTSD may alter the capacity to produce and secrete pro-inflammatory cytokines 
by specific immune cells. One study of whole blood leukocyte stimulation with bac-
terial lipopolysaccharide (LPS) compared male combat veterans with and without 
PTSD, and noncombat controls [228, 229], and reported PTSD patients had reduced 
production of LPS-stimulated TNF-α compared to healthy controls but not combat 
controls (and the control groups were also not different), and IL-10 secretion was not 
different among the groups. Another more recent study of LPS stimulation of periph-
eral blood mononuclear cells (PBMCs) in Croatian combat PTSD patients and 
healthy non-veterans did not find a difference between PTSD and controls in LPS-
stimulated production of TNF-α, INF-γ, IL-2, or IL-4, but did find a reduction of 
IL-2 and INF-γ in unstimulated PBMC from PTSD patients. A study of LPS stimula-
tion of whole blood in Bosnian refugees reported increased secretion of IL-6 but not 
TNF-α [230], and another study of refugees also found evidence of increase in both 
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IL-6 and TNF-α secretion from LPS-stimulated PBMCs [224]. A study of women 
with PTSD and female trauma and non-trauma controls also found increased in 
LPS+PHA stimulation of secretion of IL-6 and TNF-α in PTSD patients greater than 
both trauma and non-trauma controls, but no differences in IL-1β secretion between 
groups (Gill et al., 2008). While data are mixed and not sufficient to make strong 
conclusions, three studies have found increased stimulated IL-6  in civilians with 
PTSD.

Several studies of gene expression in blood leukocytes have also found intrigu-
ing evidence suggestive of increased expression of genes contributing to inflam-
matory activity, and decreased expression of genes involved in regulation of 
inflammation contributes to the pathophysiology and development of PTSD. In 
candidate gene expression studies, PTSD has been associated with increased 
expression of IGF-2 and decreased expression of IL-16, IL-18, and CSF [231] 
and decreased expression of FKBP5, STAT5B, and MHC class II in people 
exposed to the 2001 WTC attack with PTSD compared to without PTSD [232]. 
Genome-wide gene expression studies have reported PTSD is associated with a 
decreased expression of STAT5B and nuclear factor I/A [233] and decreased 
expression in 32 genes within the IL-18 and STAT pathway in PTSD patients 
who also had “risk-associated” SNPs in the FKBP5 gene [234]. Another recent 
genome-wide gene expression study used RNA sequencing of whole blood leu-
kocytes in N = 188 US Marines before and after deployment to combat zones in 
Iraq and Afghanistan [235]. This study used a gene network approach to identify 
high-order properties of PTSD symptoms on gene co- expression levels rather 
than individual gene expression. This study found increased co- expression of 
gene network “modules” involved in immune system functioning, interferon sig-
naling (INF-a, b, g), and cytokine signaling pathways at both pre- and post-
deployment, and this module was overexpressed in Marines who developed 
PTSD, suggesting innate immune system and interferon gene networks as 
involved in the pathophysiology of PTSD vulnerability and development [235]. 
Intriguingly, this study also found increased expression of a separate gene net-
work module of genes involved in hemostasis, platelet activation, and clotting 
cascade at the post-deployment time-point only, which showed greater expres-
sion in Marines who did not develop PTSD, suggesting a potential resilience 
profile.

Thus taken together, there is accumulating evidence that trauma and PTSD are 
associated with increased circulating levels of pro-inflammatory cytokines IL-1β, 
IL-6, and TNF-α and the inflammatory marker CRP, and PTSD may also be associ-
ated with increased stimulated expression of IL-6 from leukocytes, increased 
expression of genes involved in stimulation inflammatory processes, and decreased 
expression of genes involved in regulating inflammation. This suggests that part of 
the syndrome of PTSD pathophysiology may include the prolonged maintenance of 
a low-grade systemic pro-inflammatory state, which could be a mechanism mediat-
ing the effects of PTSD on atherosclerosis and cardiovascular disease
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10.8  Summary and Conclusions

In this chapter we have reviewed evidence that both childhood traumas, e.g., from 
adversity and/or maltreatment, and adult trauma and PTSD are associated with consid-
erable negative effects on mental and somatic health. In addition to psychiatric comor-
bidities, childhood trauma and adult PTSD are associated with considerably increased 
risk disorders thought to have a strong psychosomatic component, such as IBS and 
fibromyalgia, as well as for a broad range of somatic diseases, including autoimmune 
disorders, cancer, diabetes and other metabolic disorders, stroke, and cardiovascular dis-
ease. Epidemiological data finds childhood trauma exposure and PTSD associated with 
increased levels of health risk behaviors, such as smoking, alcohol and drug use, poor 
diet, and physical activity, as well as increased body mass index (BMI) and rates of 
obesity, and also with poorer medical compliance and healthcare utilization. However, 
we also review epidemiological evidence that trauma PTSD-related health risks are 
apparent even when controlling for a number of risky health behaviors. We further 
reviewed neurobiological and physiological evidence that trauma and PTSD are also 
associated with a number of changes in the brain activity and structure, including 
increased activity and altered connectivity in the amygdala, insula, and the “salience 
network,” increased activation of the locus ceruleus central noradrenergic system, and 
decreased activity in hippocampus and frontal cortex regulatory circuits. We also 
reviewed evidence of trauma- and PTSD- related changes in the peripheral sympathetic 
autonomic nervous system, the HPA axis, and the immune system, all of which have 
implications for health risks including effects potentially moderating autoimmune, met-
abolic, cardiovascular, and cerebrovascular disease processes. While the exact nature 
and degree of relationships of these brain effects on peripheral physiological alterations 
have yet to be fully delineated, the emerging picture is that early trauma in particular, as 
well as adult PTSD, may lead to long-term changes in brain function that are driving 
derangements in several neurobiological axes that impinge on somatic health.
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11Implementing Psychiatric Rehabilitation 
in the Mental Health System Services: 
From Theory to Practice
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Abstract
Psychiatric rehabilitation services incorporate principles of recovery and well-
ness, community support, person-centred care and active involvement of indi-
viduals and families in the behavioural health system and services. Based on the 
definition from the Psychiatric Rehabilitation Association (PRA, formerly 
USPRA), psychiatric rehabilitation:

…promotes recovery, full community integration and improved quality of life for persons 
who have been diagnosed with any mental health condition that seriously impairs their abil-
ity to lead meaningful lives. Psychiatric rehabilitation services are collaborative, person- 
directed and individualized. These services are an essential element of the health care and 
human services spectrum, and should be evidence-based. They focus on helping individuals 
develop skills and access resources needed to increase their capacity to be successful and 
satisfied in the living, working, learning, and social environments of their choice.

Because psychiatric rehabilitation is intended to be a person-directed and 
recovery-oriented service, the overall intent of this chapter is to establish broad 
parameters within which a variety of successful approaches can flourish, with 
particular reference about how the Italian field of mental health is dealing with 
the need of implementing rehabilitative practices in mental health services.
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People with complex and enduring mental health problems are at the heart of cur-
rent priorities in service developments in health and social care services [1, 2]. 
Rehabilitation psychiatry has also assumed an importance in mental health services 
and has emerged as an important subspecialty of mental health that offers a positive 
response to the needs of long-term mental health problems. These services are gen-
erating a promising interest to revive hope and open routes to personal achieve-
ments while acknowledging and accounting for our patients’ chronic and continuing 
disability and impairments in personal and psychosocial functioning [3].

Psychiatric rehabilitation is generally defined as the process that aim reducing 
the impact of disabling and handicapping conditions related to the psychiatric con-
ditions [4]. The concept of rehabilitation generally focuses on enabling the disabled 
people to achieve social integration and adapt or acquire the skills and competencies 
that may be helpful for their day-to-day activities. The practice of rehabilitation is 
not any new addition to treatment services as even during the time of institutional-
ization; efforts were made to provide some basic skills for day-to-day functioning to 
the inmates of the long-stay hospitals. The nineteenth and twentieth century’s 
reforms including moral treatment, advances in social and community psychiatry 
and up rise of human right movements provided further evidence in the outcome of 
major mental illnesses to approaches that advocated dignity and respect for the 
patients. The emergence of “recovery” movement furthermore strengthened these 
concepts and emphasized the critical importance of such collaboration in the ther-
apy and clinical practices.

The term “recovery” within the context of mental health services seems to be 
very popular as there have been a number of developments all around the world that 
have brought pioneering and innovative recovery-related changes in the psychiatric 
services in many areas of health and social care [5, 6]. It is argued that any ideal 
rehabilitation service should now provide a continuous, comprehensive and collab-
orative approach that should be patient orientated and aimed at promoting a culture 
of healing and hope. The key principles thus encourage interventions to be linked to 
individual needs and to the personal goals of patients embracing the outcomes of 
meaningful achievements. The significance of social impacts and consequences of 
psychiatric illnesses like loss of employment, loss of status, loss of support, loss of 
friends and loss of self-respect all result in a series of sufferings. The current dimen-
sions of care thus make rehabilitation more and more important, and as documented 
by the UK Department of Health in the National Service Framework (NSF) docu-
ment, rehabilitation principles and practice come up as a clear lead for people with 
chronic mental health problems [7].

11.1  Psychiatric Rehabilitation: International Perspectives

The current evidence fully supports the notion that psychiatric rehabilitation offers 
a positive hope to the current scenario of psychiatric care and meets the needs of 
people with long-term, complex and impairing mental health problems. In response 
to this, mental health services are getting redesigned and refined in almost all 
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settings of health and social care. It is true that mental health rehabilitation services 
are still limited and enjoy less priority in many countries including both developing 
and developed world, and these gaps are not limited to any one country or one 
culture. On a positive side, it is however reassuring that the extent and severity of 
these issues are in fact being acknowledged all around the globe, and despite the 
limited resources, the treatment of mentally ill is now assuming a paramount 
importance in almost all countries with introduction of current philosophy and 
visions of overcoming the impacts of institutionalization and provision of services 
in the new format of community care, social inclusion and embracing the concepts 
of recovery [8].

There is however a general lack of mutual collaboration and consensus for joint 
working in different countries and cultures. In practice, every rehabilitation service 
is different and may have its limitations depending on its scope and application. 
Historically many different models of psychosocial rehabilitation were practised 
using sheltered workshops, transient employment schemes, workplace incentives 
and occupational placements. The clubhouse model also came up as an important 
addition to these endeavours and highlighted the importance of different dimen-
sions of rehabilitation for the mentally ill [9]. This model was started in the USA 
in the 1950s for setting support to its members in areas of community settlement 
and supporting for their preparation for future employment. The residents of club-
house were called members, and they were expected to participate in all aspects of 
running of the clubhouse like its management, sharing responsibilities with staff, 
preparing meals, working in the office and doing other related work. Following a 
period of pre-vocational training, employment placements were arranged in a vari-
ety of jobs with mainstream employment [10]. This concept enjoyed a worldwide 
recognition, and many such facilities are now working in Europe, Asia and other 
parts of the world. In Europe, many of the clubhouses are involved with small busi-
ness ventures and are run by and/or employ significant number of disabled persons. 
A similar facility that runs in Pakistan with the name of Fountain House has shown 
its noticeable effectiveness for psychiatric rehabilitation services in a developing 
country where resources are scanty and infrastructure for psychiatric services are 
very limited [11].

11.2  Challenges, Needs and Opportunities

Looking at the current developments in the field of general health care, one can 
generally be positive and optimistic with the care and management of patients, but 
mental health have been the forgotten need in many local health-care services. 
There has been a number of shortfalls in the system, and it is true that despite high 
prevalence and extent and severity of mental health problems, due recognition has 
not been given to the needs of the mentally ill. Although current epidemiological 
data continues backing the WHO and World Bank reports that strongly supports the 
findings that mental disorders are causing considerable sufferings and burden to a 
large population, mental health services unfortunately still shows big gaps. 
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Rehabilitation psychiatry, in particular, has faced a number of uncertainties and 
dilemmas as well. This is a forgotten speciality in many aspects, but it is reassuring 
that a number of current innovations are taking place in this area of care. Starting 
from the philosophy of moral treatment to the emerging concepts of recovery, reha-
bilitation psychiatry is coming up with a range of models for dealing with impair-
ments and disabilities.

One of the key issues for contemporary health and social services is the promo-
tion of social inclusion for our patients. Based on the principles of inclusion, there 
has been a way forward for promoting recovery and continuing care for chronic and 
enduring mental illnesses [12]. The centrality of users and carers’ experiences is 
strengthening the new foundations of our current practices in different fields of 
psychiatric rehabilitation. The potential users of rehabilitation services are now cho-
sen not only from different diagnostic perspective, but the consequent stigma and 
multiple indices of social exclusion are also important determinants for these ser-
vices [13].

The other challenges for present-day health and social services are how to put the 
viewpoint of patients, users or consumers and families within the perspectives of 
their care. This obviously needs a change that would require a keen understanding 
of all stakeholders’ role in mental health services. Some service users have little 
understanding with the recovery principles and do not believe they will ever recover. 
The reasons may be multiple varying from realism to pessimism or even the fear 
that they will never be able to take control for their lives. The carers have their own 
limitations that could be related to their unmet expectations and lack of resources to 
meet their demands. The professionals, who may be highly enthusiastic, do have 
some worries about the implications of service provisions. They may become scep-
tical about the resources required for remit of recovery as it could equate to raising 
false hope that could endanger unrealistic expectations in patients and families. 
There are also issues about professional’s expertise to be aware of patients or users’ 
perspectives, experiences and their training for listening to their patients. The notion 
of dialogue requires further acceptance for introducing the centrality of user and 
carer experiences in our therapeutic approaches. It is worth noting that the term 
“dialogue” that essentially means a listening to and a hearing of the viewpoints of 
two equal partners is reinforced by the patients and carers’ groups [14].

These concepts are thus important for establishing a long-lasting and purposeful 
engagement with the users and carers. There is no doubt that in the developed coun-
tries, involvement of families and carers is becoming an integral component of treat-
ment processes, but in low-income countries where families play an important role 
in the care of mentally ill, there is still a long way to get this accepted in a more 
formal way [15]. There is strong evidence that if patients and carers are involved in 
the treatment processes and if there is a joint decision, it will certainly make the 
prognosis of mental illnesses more favourable and promising. Looking at the core 
concept of recovery, this involvement becomes even more meaningful as the distri-
bution of responsibilities in making any treatment plan effective does increase the 
value of the joint working.
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There are also some differences and disagreements about the understanding of 
the principles of rehabilitation between different professional groups and individual 
members of the groups [16]. The differences may involve individual or collective 
processes for rehabilitation including assessment, diagnosis and treatment modali-
ties. For example, some common dilemmas may revolve around whose views are 
more important for assessment of needs  – the professionals, users, carers or the 
families. What are the meanings of diagnosis and what purpose diagnosis fulfil in 
therapeutic domains? Similarly is it best to name a disorder and if so how can this 
be used in alleviating the anxieties and apprehension of our patients and their fami-
lies? Information sharing, breaking confidentiality and what to choose for selective 
information are some other challenges that can have ongoing implications. 
Furthermore treatment choices may differ from patient to patient or clinician to 
clinician. That also brings the disputed question of when compulsory treatment is 
justified and what is it justified forcing people to live in a particular setting not of 
their choice?

Another major challenge lies in training of the professionals in the field of psy-
chiatric rehabilitation [17]. There are very few countries where comprehensive 
training programmes are offered to the mental health professionals in different areas 
of PSR [18]. With the changing needs, it is becoming imperative to emphasize the 
importance of training in the field of rehabilitation. There are some good examples 
that can be used as a starting point. The Royal College of Psychiatrists in the UK 
sets out a vision for training the recovery-oriented and user-focused approaches for 
rehabilitation services and has adapted a policy of getting carers and families 
involved in training programmes for psychiatrists [19]. This outlines the needs in 
the area of professional training along with efforts for capacity building and has 
helped in increasing knowledge, awareness and responsiveness of the trainee psy-
chiatrists at their work place. The College has implemented a requirement for ser-
vice users and carers to be involved in the higher training programmes for the trainee 
psychiatrists. This also challenges the paternalistic values of the medical curriculum 
and supports the notion of working with the patients and service users rather than 
working “on” them. The Ten Essential Shared Capabilities developed by the UK 
Department of Health, the National Institute for Mental Health in England and the 
Sainsbury Centre [19] also provide a recommended set of general skills for ensuring 
high-quality training in the field of rehabilitation and recovery. These include work-
ing in partnership, respecting diversity, practising ethically, challenging inequality, 
promoting recovery, identifying people’s needs and strengths, providing service 
user-centred care, making a difference, promoting safety and positive risk taking 
and personal development and learning. These recommendations provide a frame-
work that looks at the attitudes as well as a high degree of competence appropriate 
to the role of professionals engaged with rehabilitation and recovery services.

Despite the current inequalities and shortcomings in our mental health sys-
tems, it is worth mentioning some of the notable work done by a number of 
regional and international organizations. The World Psychiatric Association 
(WPA), a representative organization of psychiatrists, is very keen to raise the 
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profile of this particular issue by flagging the importance of this aspect of care by 
developing partnership for better mental health in a global perspective. During the 
2008 to 2011 triennium, the WPA appointed a task force on developing partner-
ship for best practices in working with service users and carers. The task force 
provided a set of recommendations and directions for the member societies of 
WPA for implementation in their respective countries [20]. The World Association 
for Psychosocial Rehabilitation (WAPR www.wapr.info), another organization 
that works in the field of psychiatric rehabilitation, gives a lot of importance to 
patients, carers and family for their role in the treatment and rehabilitation pro-
grammes [21]. WAPR is promoting the concept of rehabilitation, recovery and 
empowerment of patients over the last many decades in a meaningful way and has 
got representatives of patients, carers and families on their executive board who 
take full responsibility in making decisions in formulating the policies of this 
international organization.

The Royal College of Psychiatrists (UK) has also given a significant importance 
to the work of patients and carers, and the College regularly approaches local carers 
and users groups for contributing to the policies of the College [22]. The Royal 
College of Psychiatrist in collaboration with the Prince’s Royal Trust for carers also 
took a number of initiatives and proposed a triangle of care as an approach that has 
been developed by carers and the professionals to improve carer’s engagement in 
treatment services. These guidelines outline key elements in achieving the partner-
ship with examples of good practice and are also supported by work from many other 
organizations [23].

Mental health is indeed experiencing an exciting time. We have moved from 
asylums to community, and as most of our patients are living in the community, 
their needs for psychiatric rehabilitation and adjustment in the community require a 
paramount importance in planning service provision policies. It is strongly felt that 
rehabilitation psychiatry needs a conceptual change in theory as well as in practice 
and requires additional strengths of support from various stakeholders. This can be 
achieved by prioritizing and highlighting the needs for our patients and their carers 
and families and reviewing training curriculum for mental health professionals in 
the field of psychosocial rehabilitation. With the changing trends in mental health, 
it becomes imperative that all other organizations should also take a proactive role 
in promoting this initiative and help and assist in gaining further successes in the 
processes of rehabilitation and recovery.

Mental health should adapt policies based on social inclusion and participa-
tion of service users, professionals and carers with emphasis on attention to the 
rights of people with mental ill health, as well as to fairness, equality and justice. 
It is the need of the time that the future work should focus on examining the 
resilience of families looking at families’ strengths and the protective factors. It 
is also desired that in-depth understanding of the long-term consequences of care 
giving and the support and training that are essential to families in various stages 
of patient’s illness also needs to be formalized. There is equally a strong need 
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that professionals should plan for interventions with a thorough assessment of 
family member’s strengths, as well as their limitations. More specifically mental 
health professionals must have a reliable and valid understanding of what fami-
lies have and do not have in terms of resources for coping and living with those 
who are mentally ill.

It is also expected that mental health professionals and policy makers will con-
tinue developing empathetic attitude towards the issues of capacity building and 
will advocate the needs to develop innovative teaching and training programmes for 
patients, families and carers [24]. While supporting the families and easing their 
burdens, it could be similarly effective to involve families as active members of the 
health-care teams by using experiences of users and families for training purposes 
and their involvement as employees, trainers and researchers for future work in this 
area [25]. We should also be familiar with the cultural factors that influence our 
learning and thus having an influence in shaping our attitudes towards service 
developments.

11.3  The Psychosocial Treatments EB: An Integral Part 
of the Care and Recovery Processes

The need to integrate psychosocial treatments EB with psychopharmacology in 
the treatment of mental illness is based on the evidence that etiopathogenesis of 
mental illness is related to psychological, biological and social factors and that 
mental illness impacts psychological, biological and social dimensions of human 
being [26, 27].

In the last decades, other two remarkable scientific acquisitions have given a 
significative contribution to growth of knowledges in the mental health field: the 
spread of the concept of recovery for which the improvements of mental health 
are not only related to the symptoms but also to the ability to take a perspective 
of life again, to perform valid social roles, to increase the ability to choose and 
to drive own life, to improve cognition, to cope with stressors and to recognize 
and manage intense feelings and emotions and the findings of neuroscience (in 
particular social neuroscience) that have strongly highlighted the influences of 
social and environmental factor both on human genome and functional behav-
iours [28].

It is evidence that more than 60% of people with mental illness don’t receive 
all appropriate treatments which would require and that at least 70% of people 
with schizophrenia have already cognitive impairment concurrent or previous the 
onset, often resistant to the effects of drugs. Therefore, we believe that is urgent 
to adopt treatment strategies that are effective on the psychological and social 
consequences of mental illness, other than on those one biological [29].

The practice of psychiatric rehabilitation includes all psychosocial treatments 
EB in order to protect from vulnerability to stress-induced relapses. They are 
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articulated in programmes for skill development so that the patient can deal with 
stressors and life situations that require adaptation and more independence and in 
supported environment programmes (employment, housing and education 
supported).

Psychiatric rehabilitation services (PRS) are expected to use evidence-based and 
best practices that are effective in responding to the needs of individuals participat-
ing in the programme [30, 31]. Evidence-based and emerging best practices often 
utilized in PRS programmes are listed below [32, 33]. The provider may employ 
any or all of the evidence-based/emerging practices to meet an individual’s prefer-
ences and needs (Table 11.1).

The Italian experience has allowed to conclude that every psychosocial treat-
ments EB must have determined principles that are the core of psychosocial reha-
bilitation, already cited above.

11.4  Outcomes Measurement

Psychiatric rehabilitation programmes (PRP) have been noted to be of significant 
value to individuals living with serious mental health conditions. All PRP should 
design and document a process to gather and analyse outcomes of participation in 
treatment [34–36].

Outcomes documented in research studies of psychiatric rehabilitation services 
are listed in Table 11.2 [37].

It is recommended to collect and to share results with the individual from the 
progress measure every 3 months, to incorporate them into the rehabilitation plan-
ning process and to review IPR for 6 months, which may coincide with IRP updates. 
The progress measure can be used to empower individuals in service in their care 
and to improve communication between providers and individuals, around domains 
important to psychiatric rehabilitation service delivery [38, 39].

Table 11.1 Main EBPs • Boston University Choose-Get- Keep (BU CGK) approach
• Clubhouse approach
• Wellness Recovery Action Plan (WRAP)
• Motivational interviewing (MI)
• Illness management and recovery (IMR)
•  Supported employment: individual placement and  

support (IPS)
• Family psychoeducation (FPE)
• Peer support
• Wellness coaching
• Cognitive enhancement therapy (CET)
• Social skills training
• Cognitive behaviour therapy (CBT)
• Integrated treatment for dual diagnosis
• Supported employment
• Assertive community treatment
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11.5  To Transfer EB Principles in Practice: A Great Challenge

It’s known in the field that introducing a scientific and methodological approach in 
daily clinical practice is very hard. Implementing EBPs requires a change in the 
usual organizational models and in the current policies, as well as in the staff train-
ing and supervision [40, 41]. Therefore, effective treatments are rarely available for 
the vast majority of people for whom they were thought, except for the new antipsy-
chotic medication, quickly accepted and prescribed by psychiatrists, thanks to the 
efforts of the pharmaceutical market.

The purpose of putting into daily practice the principles of some of the most 
important EBPs implies to modify the cultural and organizational dimensions of 
most of mental health services systems, focused on symptoms stabilization rather 
than recovery [42] .

The indicators of this trend are listed in Table 11.3.
In fact, the implementation of psychiatric rehabilitation services requires 

(Table 11.4):

Table 11.2 Outcomes of psychiatric rehabilitation

 1. Increased community tenure
 2. Increased social connectedness
 3. Reduced psychiatric hospitalization
 4. Reduced involvement with criminal justice
 5. Decreased use of illicit drugs and/or decreased misuse of prescription drugs
 6. Improved member satisfaction with:
    (a) Behavioural health services received
    (b) Quality of life
 7. Increased active participation in treatment and service planning
 8. Improved adherence to agreed-upon services
 9. Active self-notation of progress
10. Heightened self-esteem (self-report)
11. Improved vocational functioning
12. Improved educational status
13. Improved stability of housing status
14. Improved self-perception of overall wellness
15. Improving the level of functioning as much as possible
16.  Encouraging the widest possible participation in main domain of life: work, family, 

friendship, leisure, housing, physical health, etc
17.  Encouraging the greatest possible participation of the patient in setting personal 

objectives and in planning own treatment
18. Encouraging less dependence possible from professional services
19. Learning skills and functional behaviours
20. Improving cognitive function
21. Improving social cognition
22. Developing motivation to change
23. Learning coping strategies
24. Reconnecting emotions and events
25. Understanding mental illness and changing distorted beliefs
26. Reducing external and internal stigma
27. Regaining the ability to choose and lead own life
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11.6  The Italian Perspective: Law 180/78—Main Principles

Approved in 1978, the Law 180, generally referred to as the “Basaglia Law”, marks 
the “Italian Revolution” in the field of mental health, developing a radical process 
of change in services delivery: from guardianship to the beginning of the patient’s 
de-institutionalization. Let us try to summarize the main points of this change. 
First, the law stated that citizens’ mental health had to be promoted by means of 
three levels of intervention, all deeply interrelated: prevention, treatment and reha-
bilitation. Second, the law affirmed that the people with psychiatric disabilities had 
the right to receive effective treatments in the environment where they lived, trying 
both to reduce hospitalizations and desocialization and to maintain the connections 
with significative others. Third, the law introduced the concept of social inclusion 

Table 11.3 Characteristics of a mental health services system not psychiatric rehabilitation and 
recovery oriented

1.  Many mental health professionals think that serious mental illnesses are almost associated 
with a poor prognosis

2.  The psychosocial practices have to gain a dignity of techniques, given that they have a 
marginal role if compared with biological treatments

3.  Increased awareness of the inadequacy of stabilization paradigm (intervention only in acute 
phase of mental illness, desired outcome: symptoms remission)

4.  The programmes lack of interventions aimed to provide the patients with abilities and 
support, so that they could get and maintain valid social roles in the community

5.  The personnel working in the mental health services is not always been equipped with 
effective tools to link own practice to client’s goals, purposes and perspectives. Most of the 
activities are an end to theirselves

6.  Many persons with severe mental disorders are replaced in psychiatric residential facilities, 
often reproducing a disconnected and isolated way of living, being onerous for the 
citizenship, disempowering people and increasing internal stigma

7.  The practice is more oriented to efficiency than to efficacy. Lack of monitoring the quality 
and outcomes of treatments

Table 11.4 Implementing psychiatric rehabilitation services

1. Coordination between different agencies
2. Long period of time to acquire the skills to deliver treatments
3.  Skills to face the resistance and inertia of the practitioners to change the way they deliver 

services
4. Commitment to teach staff new techniques and learn from this
5. Clear mandate from the leadership and its commitment to provide resources and support
6.  Familiarizing practitioners with EBPs, fitting the workplace so that EBPs can be easily 

used by the staff
7.  Continuous on-site staff training and selection of patients to demonstrate the efficacy of 

new treatments
8.  Development of criteria for setting standards and measures of clinical quality that include 

the use of new practices
9.  Courage to eliminate inefficient practices often defended by many practitioners, families, 

politicians and other stakeholders
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as result of a range of interventions focused on helping the person with psychiatric 
disabilities to maintain or achieve valued roles in the community. At least, the law 
forbade further admissions in the mental hospital and established a wide net of 
services that should have met the main needs both of people with mental illness 
and their family members (crisis, enrichment, treatment, rehabilitation, relation-
ships, etc.).

For a better understanding, it is appropriate to describe the current organization 
of mental health services in Italy, the Mental Health Department, that is the organi-
zation that collects the whole array of community-based psychiatric services. In the 
Italian health reform, the terms “department” means integrated organization of 
complementary services (operational units), each of them pursuing specific objec-
tives, all concurring for a common goal.1

Anyway, a law isn’t sufficient to change old practices. In fact, despite the exis-
tence of the Italian Law 180/78, there is a lot of evidence that most of services’ 
systems are mainly oriented to “stabilize” the symptoms as unique outcome and to 
“replace” many clients in the psychiatric residential facilities, often reproducing a 
marginalized way of living instead of orienting towards recovery processes.

Currently, there is an increased awareness of the inadequacy of the stabilization 
paradigm (interventions only in acute phase of mental illness, desired outcome: 
symptoms remission) and of his consequence: many people with mental illness who 
are stabilized but disabled and isolated. In fact, the Italian mental health services 
system shows some weaknesses, among which the main are low clients’ families 
involvement in their relatives’ treatment plan and lack of support to patients’ fami-
lies; an increased number of clients placed into public and private psychiatric resi-
dential facilities with increased costs; a lack of monitoring of the quality, of the 
effectiveness and of outcomes of treatments; and most importantly, insufficiency of 
community-based professional competence of practitioners.

During the past years, we learned that the traditional treatments (medication and 
crisis interventions) have shown theirselves inadequate to meet the different needs 
of people with psychiatric disabilities and insufficient to increase role functioning 
in the real world. It follows that it’s necessary to pay a greater attention to the tools 
and the methods with which to counteract the disabling effects of the mental illness 
on the individuals that suffer from it.

1 • Community mental health centres. Model of care: community assertive treatment, the services 
are delivered in the environment of life of people with mental illness (outpatient services) with the 
mission of helping them to obtain and to maintain valid social roles. • Psychiatric ward (inpatient 
service), where people with emotional and behavioural disorganization are helped to regain accept-
able level of psychosocial balance. • Psychiatric rehabilitation unit, compounded by residential 
facilities and centres of psychiatric rehabilitation, whose function is to develop effective pro-
grammes for people with severe mental illness that will strengthen their skills and capacities to live 
independently and meaningfully in the community as more as possible. • Apartments settled in 
urban area, to help people discharged from residential facilities to gain tenant role, according “sup-
ported housing” care model. • Neuropsychiatry children services, aimed to deliver treatments and 
cognitive rehabilitation to people with psychomotor deficit, language troubles and intellective dis-
ability under 18 years of age. • Community services for drug and alcohol abuse or dependence
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11.7  Building a Rehabilitation and Recovery-Oriented 
Mental Health Department

As mentioned above, considerations prompt to promote a radical services system’s 
change through a change of the paradigm: from biomedical paradigm to biopsycho-
social paradigm, focused on a holistic approach. In other words, it means that peo-
ple with psychiatric disabilities, before being defined as sick, cases or diagnosis are 
regarded as unique persons, each of them with three closely connected dimensions: 
biological, psychological and social.

In fact, the biopsychosocial model is powerful in counteracting the risk of frag-
mentation of interventions and, therefore, of the person.

In this approach, the whole array of services, each for own specific field of action, 
has the purpose to increase the personal and social functioning and subjective well- 
being of people with psychiatric disability, in order to be able to perform success-
fully a valid social role in the environment of choice (job, housing, education, 
meaningful activities in the community) with the least professional support.

The principles and values inspiring process of change are listed in Table 11.5 and 
the actions to promote the change in Table 11.6 [43].

Table 11.5 Principles and values

1. Limiting disability’s impact through psychosocial treatment and social supports
2. Encouraging client’s involvement in own treatment
3. Strengthen successes; don’t blame the person for his/her failures
4.  Building close relationship with the person with mental illness, who is allowed to risk, to 

mistake and to have the same aspirations all human beings have
5. Focusing on strengths; don’t amplify deficits

Table 11.6 Actions to promote change

 1.  Increasing practitioners’ knowledges, attitudes and skills about psychosocial evidence 
practices and concept of recovery

 2. Orienting daily practices to scientific evidence
 3. Spreading culture of outcomes’ assessment
 4.  Increasing the number of people discharged from the psychiatric residential facilities 

through supported housing and vocational programmes
 5.  Helping to change the beliefs of many mental health professionals which think that 

serious mental illnesses have almost a poor prognosis and that the people with psychiatric 
disabilities cannot lead a meaningful life without the continuous support of psychiatric 
services

 6. Helping family members to recognize the outcomes of recovery, even those one minimal
 7. Implementing psychosocial programmes that counteract:
    (a) Desocialization (detachment between the individual and his environment)
    (b) Internal stigma (powerlessness, shame, worthlessness, inability to take over own life)
    (c) Giving up hope, purposes and every effort to change
 8. Training programmes’ coordinators in order to learn leadership skills
 9. Strengthening partnership with families and with associations of families
10.  Encouraging the birth of associations of users and their participation in services’ quality 

assessment
11. Implementing person-centred programmes for specific targets of population
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11.8  The Training of the Workforce: The “Core” of the Process 
of Change

In the process of change of the mental health services system, great importance 
must be attributed to the personnel training.There was an evident need to increase 
professional competence of the workers that stems from the lack of adequate 
tools to cope with psychiatric disability and to make the workers competent to 
help the disabled people to achieve personal goals and to develop processes of 
recovery [44].

As mentioned above, to adopt evidence-based practices and to measure the out-
comes, it’s necessary to supply the personnel with effective tools, through a continuous 
learning process (intensive training in the workplace and regular supervisions) [45].

The importance of recruiting skilled and motivated practitioners has also often 
been highlighted. It is well-known how the lack of appropriate knowledges and 
abilities and negative attitudes of the professionals to assist users in their processes 
of rehabilitation and recovery influences the consumers’ outcomes, reduces person-
nel effectiveness and gives rise to repeated failures and intense emotional reactions 
that may put into some negative behaviours like:

• Avoiding relationship with user
• Using diagnostic labels to explain failures
• Considering dysfunctional behaviours an expression of seriousness of mental 

illness and of progressive deterioration
• Repeating every day the same intervention, even if clearly ineffective
• Taking up role of entertainer, baby-sitter, guardian or substitute of familiars
• Devaluing own professional role

The training should be organized in two levels: training for people working day 
to day with patients and training to develop new competences for the leadership.

The first level of training, intended to psychiatrists, psychologists, nurses, social 
workers and occupational therapists, should be aimed to the development of staff 
professional competence, with particular reference to the following abilities 
(Table 11.7) [46].

The other level of training, focused on leadership competences, should be the 
purpose to increase the leadership’s abilities (orienting staff to change, motivating 

Table 11.7 Staff professional competences

1. Building a relationship of support and partnership with clients and their families
2. Using motivational techniques
3. Adopting care planning oriented to the patients’ objectives
4. Delivering group treatments of social skill training
5. Supporting patients in the community through practising social roles
6.  Relating with social referees supporting user’s social role (employers, teachers, neighbours, 

etc.)
7.  Listening, understanding, supporting, involving and orienting clients’ families, helping 

them to cope with dysfunctional behaviours of relative
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staff, helping them to overcome resistance to change, supporting and supervising 
staff, checking patients’ care planning and assessing outcomes and promoting peer 
support and supervision) [47, 48].

The fourth action, carrying on a process of de-institutionalization from residential 
facilities, should increase the number of persons discharged from the public and 
private psychiatric residential facilities, through developing effective programmes in 
the public and private residential facilities, helping people with severe mental illness 
enhance their skills and choice, drawing up a rehabilitation treatment individual plan 
for each patient living in public and private residential facilities, highlighting per-
sonal objective and the desired outcome, using the supported housing and vocational 
programmes to promote discharge, planning a re-entry in their places of origin of 
patients placed in extra-provincial residential facilities, improving the quality of the 
long-term treatment for patients with serious disability and progressive deterioration 
(so-called patient without hope) and opening the MHDt to the community.

With respect to the last point, the mental health services system is not self- 
sufficient, but must develop and implement integration strategies with all the stake-
holders, with the aim both to reduce the dependence of the service users on the 
mental health system and to acquire the appropriate resources (jobs, houses, leisure 
facilities,  educational opportunities) that are essential for the social inclusion in the 
ordinary community environments.

The need of building a partnership between families and professionals has 
already been highlighted. It stems from the evidence that a high percentage of peo-
ple with psychiatric disabilities lives in family (more than 60%) and that most of the 
patients dwelling independently or in the residential facilities has frequent contacts 
with the parents. Furthermore, the family both strongly influences the outcomes of 
treatments and plays a crucial role in the recovery of his relative. The experience has 
demonstrated that the most important attitudes of the mental health community 
practitioners towards families are to listen, understand, support, involve and orient 
clients’ families, helping them to cope with dysfunctional behaviours of relative, to 
understand their meanings, to grasp the relative’s progresses and to maintain hope 
also when there are steps backwards and relapses.

Great attention must be devoted to encouraging the birth and growth of associa-
tions of users and their participation in services’ quality assessment [49].

11.9  Person-Centred Programmes: Overcoming 
Fragmentation Between the Different Component 
of MHDt and Between Mental Health Services 
and Other Health Services and Social Agencies

In the last decades, a number of people with mental illness that need integrated 
multidimensional interprofessional treatments increased dramatically. So there is 
even greater need of going beyond services that works each on their own (failure of 
parallel model as well as sequential model).

In this context, the “core” is person and his/her treatment plan and not services 
or professionists. Different competences are involved on the basis of the different 
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needs of people and not because practitioners belong to a specific unit or service. 
This model implies to build an interprofessional team (practitioners come from dif-
ferent unit and service) and to plan periodical meetings between all practitioners 
involved with the aim to review the treatment plan [43].

What targets of population are suitable for person-centred programmes? The cat-
egories of patients that can benefit from this approach are listed in Table 11.8.

In order to increase effectiveness of person-centred programmes, it is necessary to 
define a network manager for each programme, who joins together with the team at 
least weekly in order to review the treatments’ plans and warrants that practitioner 
share information and all know the objective of interventions delivered by colleagues.

In this programme model, the whole team is trained according to the most recent 
acquisitions in the field and is responsible of expected outcomes.

11.10  Problems, Barriers and Contradictions from Process 
of System Change

Some issues could rise from process of system change (Table 11.9) [50].

11.10.1  Resistance to Change Own Practices

Usually, in the psychiatric field, the resistance to change is motivated by the follow-
ing arguments:

• The scientific results may not always be used to meet the real and complex needs 
of patients as it is the “clinical wisdom” coming from his own experience.

Table 11.8 Targets of population are suitable for person-centred programmes

1.  People with dual diagnosis (practitioners “lended” from community mental health centres, 
psychiatric rehabilitation unit, community services for drug and alcohol abuse or 
dependence, social services)

2.  People with severe personality disorders (practitioners “lended” by community-based 
mental health centres, psychiatric rehabilitation unit, community services for drug and 
alcohol abuse or dependence, social services)

3.  Early intervention for young people with psychiatric disorders and disadaptive behaviours 
(practitioners “lended” by community-based mental health centres, psychiatric 
rehabilitation unit, neuropsychiatry children services, community services for drug and 
alcohol abuse or dependence, social services, family clinic)

4. People with autistic spectrum disorder
5.  People with mental illness in phase of remission that have basic social needs (housing, 

employment, subsidies, economic resources to access meaningful social activities) 
(practitioners “lended” by community-based mental health centres, psychiatric 
rehabilitation unit, social services)

6.  People with intellectual disability (practitioners “lended” by community-based mental 
health centres, neuropsychiatry children services, primary care)

7.  Elderly people with physical and mental illness (practitioners “lended” by community- 
based mental health centres, primary care, social services)
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• Even if no one is satisfied with the quality of the services we currently have, it is 
difficult for the system to incorporate new approaches. Practitioners are aware 
that the change could be just “window dressing”, especially when innovation is 
linked to leader unreliable or transient.

• The EBP cannot address the problems of the real world, being applied to patient 
samples other than those who usually turn to public services.

11.10.2  Resistance to Adopt a Scientific Method

• Fear that techniques, procedures and outcomes cause a sort of “methodological 
cast” which resets the human component, creativity and flexibility

• Belief that the possession of techniques delivers the same service for all, denying 
individual needs and characteristic

• Difficulties in transforming a job for certain aspects idealized, because it is 
essentially based on human components, to a measurable one

• Tendency to abstraction and generalization paying little attention to the objec-
tive data

• Paying little attention to identify and to evaluate the results

11.10.3  Resistance Due to Prejudices Towards Mental Illness

• The belief that people with serious psychiatric disabilities are not able to choose 
appropriate roles and environments and do not wish to change their situation for 
the better

• Pessimism about their ability to learn and grow
• The belief that the mental illness destroys the desires, goals, dreams and 

perspectives

11.10.4  Obstacles Due to Organizational Model

• The same clinician has the responsibility of specific functions (delivering EB 
treatment) as well as of generic functions (liaison with general practitioners and 
general hospital, forensic psychiatry, bureaucratic and administrative tasks, night 
or holiday shifts in psychiatric ward). So, there is a conflict between generalist 
model and EB practices model

Table 11.9 Issues related to 
system change process

1. Resistance to change own practices
2. Resistance to adopt a scientific method
3. Resistance due to prejudices towards mental illness
4. Obstacles due to the organizational model
5. Barriers due to resources constraints
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• Most of practitioners struggle to shift from a role very dependent on doctors to a 
professional role with a high level of responsibility and autonomy.

• Many psychiatrists struggle to support and to orient the staff in the learning pro-
cess and the implementation of new practices. They don’t accept the increased 
responsibility and autonomy of non-medical personnel.

• Italian managers and practitioners aren’t used to work in team, to share knowledges, 
to peer supervision, to life-long learning and to workplace continuous training

• Sometimes new way to approach the complexity breeds strong resistance to 
change, especially among those who have been used to intervene on symptoms 
only and not on the whole person.

• Excessive bureaucracy activities,  disconnected from practice and wasteful of 
time and of energy that should, instead, be used to accelerate the process of 
change.

• Difficulty to follow all patients who need systematic, continuous and coordi-
nated EB treatment. Therefore, a problem arises: On which target of patients we 
must invest more resources since they are limited and not subject to increase, at 
least at present?

11.10.5  Barriers Due to Resources Constraints

At the conference about clinical psychiatric practice in Italy, which was recently 
held in Florence, the Italian Society of Psychiatry presented the results of a regional- 
level survey on mental health departments.

The picture that comes out of the analysis of more than 30% of DSMs in 14 
regions is alarming. In the last 10 years, reorganization, mergers and resources con-
straints have led to the reduction of 50% of human resources (doctors, nurses, psy-
chologists, social health-care workers, social workers, educators) dedicated to the 
care of patients with psychiatric disorders. The ratio between practitioners and 
population has risen from 0.8 to 0.4 per 1500 inhabitants.

 Conclusion
The experience, supplied with data from the literature, indicates that specific fac-
tors are critical to introduce the psychosocial EBPs in services system.

First, a leadership seriously committed to promote change. This means devel-
oping a new type of leadership, beginning from the thesis that many, if not most, 
of the basic differences between organizations are due to differences in the qual-
ity and effectiveness of the leadership.

Second, building consensus within the organization on the advantage and the 
opportunity to use EBP. Meeting with staff periodically to discuss the critical 
issues that emerge as the organization moves towards EBPs is an effective mean 
in order to increase consensus and motivation.

The usual way of working can be a set of behaviours difficult to change. Staff 
often returns to the old patterns and you need to remind them of the benefits of 
providing new practices both for themselves and for the people they serve.
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Third, assessing carefully and constantly knowledges, skills, attitudes and 
level of training of personnel. Fourth, supporting staff to find the time to learn 
and implement new practices reviewing workloads, preventing the person finds 
himself in conflict between two equally binding mandates.

Remembering that new practices must be replaced to old did not represent an 
additional burden.

Fifth, defining on what targets of patients to invest the resources, if the imple-
mentation does not involve an increase of resources.

Lastly, paying attention to build consensus among all stakeholder interested in 
the mental health and sensitive to the need of new practices (regional and local 
health administrators, city officials, associations of families, social services, etc.).
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Rehabilitation-Oriented Treatment 
and Care in Psychosomatic Medicine 
Under a Lifespan Perspective

Michael Linden

Abstract
Many illnesses and especially mental disorders take a long-term course. In these 
cases, the diagnosis and treatment must adopt a long-term or lifespan perspec-
tive. Lifespan research examines the development of individuals from concep-
tion to death, recognizing biological, psychological and social factors alike. 
There is a need for the classification and assessment of courses, the description 
of determinants of course and the identification of critical developmental phases. 
In respect to treatment, questions are when to intervene, how, how long and how 
to evaluate treatment outcome. As treatment of chronic disorders is multidimen-
sional and applied by different therapists and helpers parallel or successively, 
treatment coordination and case management over time are of great importance, 
which gives primary care physicians a special role. Finally, patients with chronic 
disorders are often disabled because of capacity limitations. Treatment must 
therefore not only focus on symptoms/functions but even more on capacity limi-
tations and impairment of participation. Additionally there is a need for forensic 
evaluation in providing social support or early retirement. The care for patients 
with chronic disorders can be described as medical rehabilitation, which is a 
medical specialty of its own right. As there is a lack of related research, most 
medical guidelines, which mostly focus on episode treatment, are not valid in 
medical rehabilitation, which is why experimental and rule-based knowledge is 
of prime importance.
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12.1  Chronicity in Mental and Psychosomatic Disorders

A greater part of mental disorders takes a chronic course. This is by definition the 
case for dementia, schizophrenia, substance abuse, generalized anxiety disorder or 
personality disorders but also true in a relevant proportion for anxiety disorders, 
somatoform disorders or depression. Chronic diseases in general and chronic men-
tal and psychosomatic disorders in particular represent a substantial part of burden 
of disease in modern societies [1]. They regularly impair coping with demands of 
daily life and cause restrictions in participation. They must therefore be considered 
as “disabilities” [2]. Even mild symptoms, like in dysthymia or social phobia, can 
lead to significant negative consequences in the long run [3]. A bio-psycho-social 
perspective is needed, as given in the International Classification of Functioning, 
Disability and Health (ICF) of the World Health Organization [4]. Therefore, it is 
not sufficient to deal with such disorders cross-sectionally. A long-term, course or 
rather lifespan perspective is needed in diagnosis and treatment.

12.2  Lifespan Perspective

Lifespan research is a transdisciplinary scientific approach, dealing with the devel-
opment of organisms from conception to death, their maturing, ageing and the fac-
tors which influence this process [5–7]. This includes changes in personality, social 
roles or need for social support across life. Of interest are genetic factors, early 
adversities during pregnancy, biological ageing processes and the living and social 
environment [8–10]. The lifespan perspective is well acknowledged in medicine, as 
many of the widespread diseases are long-term illnesses [11–14]. In this perspec-
tive, the present status of an illness is of less interest than the earlier course and the 
developmental options in the future. This needs concepts for the classification of 
illness courses and developmental stages, knowledge on factors which can modify 
illness courses and long-term treatment concept under a bio-psycho-social 
perspective.

12.3  Classification of Illness Courses and Developmental 
Stages

Chronic diseases can take very different courses which have different clinical mean-
ings and consequences. Therefore a classification of courses is needed. An overview 
is given in Table 12.1. First, there are asymptomatic premorbid states or risk con-
stellations like obesity, or lack of physical fitness, or an anxious personality. 
Secondly, there are asymptomatic states, which nevertheless are seen as an illness 
like osteoporosis, increased blood sugar or compensated generalized anxiety 
disorder.

Next there are recurrent diseases with full or partial remission between illness 
phases like depression or migraine. The frequency of episodes can be high or low 
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and can be stable across time, decreasing or increasing. Also, the symptomatology 
can be the same or differ from episode to episode.

Furthermore, there are disorders with symptom persistence. Symptomatology 
can be stable over a long time, but it also can be fluctuating in intensity, exacerbat-
ing, improving or deteriorating. There are progressive courses where one disease 
merges into another, like an anxious personality leading to phobia. There can also 
be the development of comorbidity, like an anxious personality resulting on alcohol 
dependency.

In summary, it is not enough to describe the present syndrome and apply diag-
nostic algorithms according to ICD [15]. The previous and future courses are at 
least as important. A problem is that there is a lack of concepts on the systematiza-
tion, classification, and assessment of course [16].

12.4  Determinants and Critical Phases of Illness Course

Knowledge on determinants of the illness course is needed to guide treatment. 
There are single factors, which can lead to a disorder, like an accident resulting in 
PTSD. In most cases, there is a “risk accumulation”, which means that several risk 
factors are present and interact, like genetic disposition, environmental influences, 
health-damaging behaviour, negative effects of treatment, subjective coping with 
illness or social resources [17, 18]. Risk constellations can vary considerably from 
person to person even with the same disorder.

Knowledge about risk factors often is coming from epidemiological studies, pro-
viding correlational data, but not necessarily information on causal relationships and 
treatment options. Depression may be correlated with cardiological illnesses but is 
not a causal factor, and antidepressant treatment is not changing their course [19].

Furthermore, risk factors can have very different effects depending on the point 
of time. There are “critical periods” across the lifespan, in which risk factors may be 
especially detrimental. This starts with “early adversities” during pregnancy, which 
can lead to metabolic disorders or stress-related disorders in later life, or physical 

Table 12.1 Course of diseases over the lifespan

Course Form
Asymptomatic • Risk factor, but no illness

• Risk factor and illness
Episodic-recurrent • High or low frequency

• Accelerating, stable or decelerating frequency
• Changing or identical symptomatology

Persistent • Stable
• Fluctuating
• Exacerbating
• Deteriorating
• Improving

Progressive • Linear development
• Comorbid development
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and emotional maltreatment in early childhood, which can result in lifelong prob-
lems. Critical developmental or vulnerability phases can be biologically or socially 
determined, like osteoporosis and hip fracture in old age or parenthood in adoles-
cents [8–10, 20].

There are also critical phases in the course of illness, which can make treatment 
necessary [21, 22]. These include changes in the course of the disease, like the tran-
sition of regular alcohol consumption to alcohol abuse or even dependency. 
Biographical critical events such as divorce may be relevant in the course of a 
depressive illness or diabetes, be it because of the associated stress or changes in the 
living condition. Sickness absence from work is also a critical event in the course of 
an illness as it indicates problems either in the illness status or the environment and 
as it can develop into long-term incapacity to work.

12.5  Medical Rehabilitation Treatment

As stated before, long-term treatment requires a holistic approach to patients, 
which is another expression of the well-known bio-psycho-social model in medi-
cine and especially psychosomatic medicine [23, 24]. It can also be called “medi-
cal rehabilitation”, which has been defined as the medical specialty for the treatment 
of chronic illness and disability [25]. While acute medicine is focusing on the 
treatment of illness episodes, rehabilitation medicine is dealing with the course of 
illness across years. It has the task “to prevent, treat, improve, stabilize, and com-
pensate chronic diseases and associated limitations in capacity and participation”, 
as is stated, for example, in the German social security statute book (§ 26 SGB IX). 
To achieve this target, all possible interventions are used like medication, psycho-
therapy, capacity training, patient education, counselling of relatives, referral to 
specialists, inpatient treatment, or occupational training and procurement of 
domestic help or early retirement. Medical rehabilitation is more complex and 
demanding than acute medical care. As a substantial part of diseases takes a chronic 
course, medical rehabilitation is not a marginal but central part in health care [26]. 
It is a special type of medical service of all physicians who provide long-term care, 
like general practitioners or specialists working in outpatient facilities. Furthermore, 
it is a task for specialized rehabilitation hospital and institutions [25]. Finally also 
self-help groups, counselling centres or sheltered living and working facilities are 
of importance [16, 27].

Treatment management in medical rehabilitation is characterized by some pecu-
liarities like when to intervene, how to intervene, how to assess treatment effects, 
how long to intervene and how to coordinate different therapists over time and at a 
given point in time.

When to intervene: In acute episodes, treatment starts when there is an acute 
deterioration in health, like a depressive episode. In long-term illness like dysthy-
mia, there is no such starting point. In most treatment guidelines, precise prescrip-
tions are given on what to do in episode treatment but almost no recommendations 
on when to do what in long-term illness.
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Indications to start treatment could be changes in the illness status but also long 
times without any positive development. It could be the occurrence of risk factors. 
Changes in the environment can pose new demands on the patient and therefore 
require therapeutic help.

How to intervene: When the indication is given, the question remains how to 
intervene. First of all, treatment for episodes is often not helpful or even contraindi-
cated in chronic disorders. An opioid medication may be justified to alleviate acute 
back pain, but it is contraindicated after a quarter of a year in chronic back pain. 
Similarly, psychotherapy for acute adjustment disorder is different from adjustment 
problems over years. Furthermore, treatment for chronic disorders must be multidi-
mensional, i.e. focusing on the disorder and treatment process but also on illness 
behaviour or on capacity limitations and restrictions in participation. Often many 
options are conceivable, but not everything can be made at the same time, which 
requires a decision on what is most effective but also what is feasible at this particu-
lar moment in the illness development. Finally, the patient has an important word to 
say. While in acute medicine the physician is the primary player, in chronic illness, 
preferences of the patient play a crucial role, and because of this, shared decision- 
making, in spite of known difficulties, is indispensable [28].

A general problem in the treatment of long-term illness is the lack of scientific 
evidence. Most studies on treatment effects come from short-term trials. Similar 
studies on long-term treatment are more complicated and costly and in most cases 
not available. Any treatment decision is therefore largely based on medical experi-
ence rather than scientific evidence [29].

How long to intervene: In acute illness episodes, there is most of the time a 
defined end to treatment, mostly with remission of symptoms, or after a defined 
period of ensuing treatment to prevent early recurrence. In chronic illness, the deci-
sion to stop or prolong treatment is more complex. If there are persistent symptoms 
in spite of ongoing treatment, as it often is the case, one could either argue that a 
prolongation of treatment is needed as the patient is still ill or that it should be 
ended, as it does not reach its goal. Similarly, if there is symptomatic remission, one 
could think that treatment is no longer needed but also that treatment worked and 
therefore should be continued. A linkage between treatment and illness develop-
ments is often impossible, as these can be spontaneous changes of time or results of 
other intervening variables. Again preferences of patients play a major role. Some 
want to play it safe and prefer long-term over intermittent treatment, while others 
want to get rid of any therapy as soon as possible.

Coordination of multidimensional treatment: As already discussed, rehabilita-
tion medicine is interdisciplinary and multidimensional. There are comorbidities 
which require interventions by different experts. Help is needed with social prob-
lems, be it at work or at home. Patients also tend to have their own ways and contact 
professionals and non-professionals according to their idiosyncratic illness interpre-
tations and hopes. There are preventive, curative and compensatory needs. Patients 
need help not only by primary care physicians but also specialists of all kind. There 
are furthermore physicians and non-physician specialists, self-help groups, the 
internet and family members and friends. They all have different options to help, 
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they are all important, and they should all work in the same direction. Coordination 
is necessary, as uncoordinated actions can cause harm to the patient. Therefore, an 
important problem is how to coordinate different players at a given time, but also 
across time, and who can do this. General practitioners are in this respect of great 
importance as they take care of patients over years, which make them primary case 
managers [30].

Evidence-based guidelines: As already stated earlier, there is a lack of scientific 
studies on many of the aforementioned diagnostic and therapeutic problems. 
Medical guidelines are in their majority dealing with acute episode treatment. They 
are based on reviews of controlled studies, which are preferably coming from short- 
term interventions. As far as long-term courses are mentioned, they give mostly 
only expert advice. Chronic disorders are characterized by the fact that every case is 
different, even when the same illness is diagnosed. “Over a long-term effective ther-
apy … little is known” and “from a systematic review of randomized controlled 
trials … no safe and generalized conclusions” to longer-term therapy effects can be 
concluded [31]. Many guidelines may therefore not only lack validity in respect to 
the treatment of chronic disorders but could even result in negative effects, as has 
been demonstrated in pharmacotherapy [32, 33].

Rational treatment in chronic disorders must therefore refer to procedural and 
experiential knowledge. This is rather rule than content based. Instead of recom-
mending a certain treatment, the question is, what has been done so far and what has 
worked and what not [21]? When the question is whether treatment should be pro-
longed or ended, the question is, what is the preference of the patient? If treatment 
does not show sufficient results, why not first increase or intensify the ongoing 
treatment before trying another one? This is in line with modern concepts of person-
alized and individualized medicine [34, 35].

12.6  Forensic Assessment and Social Support

Most chronic disorders are associated with impairment and restrictions in participa-
tion in family life, at work or in leisure activities [36]. Only chronic illnesses can 
cause long-term inability to work and early retirement. It is therefore an important 
part of care to assess disability and to give these patients social support as needed. 
This includes the assessment and, if possible, improvement of limitations of capaci-
ties and of context demands. It also must make judgements on the foreseen course 
and prognosis.

Capacities: These are not the symptoms which decide about disability but the 
resulting inability to perform activities according to life requirements. Activity has 
been defined in the ICF [4] as “the execution of a task or action by an individual”. 
Capacity is the ability to execute activities. “Participation” is described as the 
“involvement in a life situation”. It is present when the person can execute all activi-
ties that are needed in her or his life situation, with or without given assistance.

There are some established instruments which can be used to quantify capacity 
limitations. Well-known examples are the ADL und IADL scales (instrumental 
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activities of daily living) which are used in the evaluation of need of basic care, like 
eating or washing oneself [37, 38]. The GAS, GAF, PSP and SOFAS are instru-
ments which ask for global ratings on the ability to execute complex psychological 
tasks [39–42]. Published by WHO is the WHODAS 2.0 (World Health Organization 
Disability Assessment Schedule II) [43], which covers a broad spectrum of activity 
limitations and participation restrictions in respect to “comprehension and commu-
nication”, “mobility”, “caring for themselves”, “handling other people”, “activities 
in daily life” or “participation in social life”. In reference to the ICF, “ICF Core 
Sets” [44] have been developed, which list activities which are of special relevance 
for certain disorders.

An instrument which has been specifically designed to asses capacity limita-
tions in reference to specified environments is the Mini-ICF-APP (Mini instrument 
in reference to the ICF for the assessment of the component Activities and 
Participation in persons with Psychological Problems) [45, 46]. It describes capac-
ities according to the ICF component activities/participation which are typically 
impaired by mental problems and specifies the context which is needed for “quali-
fying” the degree of impairment. It can be used by clinicians and researchers alike. 
The capacity dimensions include (1) adjustment to rules and routines, (2) planning 
and structuring of tasks, (3) flexibility, (4) applying knowledge, (5) decision-mak-
ing, (6) proactivity, (7) endurance, (8) assertiveness, (8) interaction with other per-
sons, (10) integration in groups, (11) building dyadic relations, (12) self-care and 
(13) mobility. Anchor definitions and interview questions are provided. Seven ref-
erences for qualifying each dimension are recommended: (a) the present work-
place to make a judgement on sickness absence; (b) the profession to evaluate the 
ability to fulfil job requirements in general; (c) the general labour market (like a job 
in a hotel corresponding to the individual constitution and education), which allows 
a judgement whether a person can sustain himself; (d) a restaurant to asses a need 
for care; (e) a therapeutic setting, like activities in occupational therapy in hospi-
tals; and also (f) the premorbid status of this particular patient to evaluate the 
course of treatment.

Context: The meaning and qualifying of capacities is dependent on context 
requirements. If a person runs 100 m in 15.5 s, then this may be very good for a 
60-year-old person but very bad for an Olympian. Similarly, the grading of capaci-
ties in writing and calculating in school is depending on the class level, or a given 
degree of social competency will be graded differently if someone is a sales person 
or a bricklayer. Disability is context dependent. Persons are not disabled as such, but 
everybody is disabled to different degrees in different contexts. Everybody has 
capacity limitations if the demands are high enough. Crucial are the capacity- 
context- interaction and the person-environment fit [47, 48].

Treatment of person environment fit: The capacity-context-interaction model has 
direct implications for the treatment of chronic illnesses and disability. Symptoms/
functions,  capacities, and the environment alike provide targets for interventions. 
Functions/symptoms can be improved by psychotherapy or pharmacotherapy. There 
are specific trainings to enhance capacities, like assertiveness training or even the 
direct training of professional skills [49, 50].
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Next, changes in the environment can be made to improve participation. If capac-
ity limitations do not allow to execute a certain activity, still the environment can be 
changed in a way so that the activity is no longer needed, or support can be installed 
so that demands can again be fulfilled. To focus on the environment when dealing 
with chronically ill and disabled persons is in compliance with the United Nations’ 
“Convention on the Rights of Persons with Disabilities” [51], which recommends 
that living conditions are provided in a way so that disabled persons can participate 
and be included in community life, independent of individual capacity limitations.

Prognosis: Disability is per se a chronic state of affairs. Transitional impairment 
is of no great relevance. When it comes to treatment decisions or forensic assess-
ments, knowledge or assumptions on the prospective course are of crucial impor-
tance. The earlier course can help to predict the future course. The type and present 
state of illness also can help to make predictions. Of importance is whether appro-
priate treatments have been applied, as chronicity must be understood as treatment 
resistance [52]. Only if it has been shown that treatment cannot lead to remission, 
chronicity can be assumed.

12.7  Conclusion

A lifespan orientation is needed to meet the challenges of chronic disorders. It 
implies a bio-psycho-social perspective. As many mental disorders take a long-term 
course, it is plausible that this concept is best recognized in psychosomatic medi-
cine [23–25]. Recovery in chronic disorders cannot mean “restitution ad integrum” 
but helping to compensate symptoms and impaired functions, to train capacities and 
provide supportive living conditions. The motto of the day is to help rather than to 
cure. This rehabilitation perspective opens a broad range of treatment options and 
can give great relief to patients.

Nevertheless, this approach needs more scientific attention, as there is a lack of 
empirical data in many respects, like the classification, assessment and treatment of 
courses, of determinants of course, of selection and steering of treatment and time 
points of intervention, the coordination of therapists and measures of social support.
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Abstract
Based on the literature review and on experiences with clinical cases, this paper 
presents a psychosomatic approach of anorexia nervosa. Psychosomatic is defined 
here as the entanglement of a double formation of symptoms: somatic symptoms 
on the one hand and psychological symptoms on the other. Are considered psy-
chosomatic, psychological functioning favoring a somatic symptom or impacting 
its evolution. Coming within this scope, the psychosomatic school of Paris (Marty 
in particular) described operational thinking as a form of thinking frequently asso-
ciated with psychosomatic disorders corresponding to this global definition. This 
paper shows that this form of thought can be seen as a failure of integration of the 
imaginary and affective life. By several aspects, operational thinking overlaps 
with alexithymia as described by Sifneos and the Boston School. The conse-
quence of operational thinking functioning is a personality, often rigid, leaving 
little space to fantasies and to psychic elaboration. This functioning induces a 
body unbalance due to the arousal that cannot be elaborated otherwise, particu-
larly during adolescence. The main aim of this paper is to consider if the approach 
proposed by the psychosomatic schools can have a clinical interest in the under-
standing and the cares of adolescent patients with anorexia nervosa.
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13.1  Introduction

Anorexia nervosa (AN) is an eating disorder (ED) defined by the DSM 5 according 
to three diagnostic criteria [1]:

• A. Restriction of energy intake relative to requirements, leading to a significantly 
low body weight in the context of age, sex, developmental trajectory, and physi-
cal health. Significantly low weight is defined as a weight that is less than mini-
mally normal or, for children and adolescents, less than that minimally expected.

• B. Intense fear of gaining weight or of becoming fat or persistent behavior that 
interferes with weight gain, even though at a significantly low weight.

• C. Disturbance in the way in which one’s body weight or shape is experienced, 
undue influence of body weight or shape on self-evaluation, or persistent lack of 
recognition of the seriousness of the  current low body weight.

In this paper, Psychosomatic is defined as the entanglement of a double forma-
tion of symptoms: somatic symptoms on one hand and psychological symptoms on 
the other. Are considered psychosomatic, psychological functionning seen as deter-
minants of a somatic symptom or of its evolution. The operational thinking, 
described by the psychosomatic school of Paris [2] comes within the scope of this 
global definition [3]. As we shall see in this paper, this school defines this form of 
thought as a failure of integration of the imaginary and affective life. By several 
aspects, it includes alexithymia as described by Sifneos and the Boston School [4]. 
The consequence of this functioning is a personality, often rigid, leaving little space 
to phantasmatic life and to psychic elaboration, resulting in a body unbalance due to 
the excitements that cannot be elaborated otherwise. In this paper, we will try to 
consider if the approach proposed by the psychosomatic schools can have a clinical 
interest in the understanding and in the care of patients with anorexia nervosa.

Starting with a brief literature review on anorexia nervosa and on the point of 
view of the Paris School of Psychosomatic, this paper will present a clinical vignette 
of an adolescent with AN followed by the team of our child psychiatry ED unit in 
Western Brittany (France).

13.2  Psychosomatic Approach of the School of Paris: 
Operational Thinking

Psychosomatic disorders are somatic affections in which the psychic part seems to 
be preponderant, if not determinant. Our objective, here, is to consider to what 
extent the psychosomatic approach proposed by the School of Psychosomatic of 
Paris may have an interest in cases of adolescent AN. Indeed, our experience has led 
us to question this particular relationship, on cases of patients whose mental func-
tioning is caught in major difficulties determining the part played by the body in 
their disorder.
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For that purpose, we have first to define precisely what psychosomatic 
 disorders are and especially what they are not. Therefore, we must differentiate 
them from somatoform disorders, which are psychic manifestations taking the 
form of an organic attack but where no somatic lesion can be found. 
Psychosomatic disorders present a somatic lesion whose origin is not necessar-
ily psychic but whose durability is considered to be related to the patient’s psy-
chic functioning [5].

Several disorders cannot therefore be considered psychosomatic [6]:

• First, the secondary psychological reactions to somatic diseases, which are more 
likely to be maladaptive

• Then the aggravations of somatic diseases due to psychological difficulties
• Finally, conversional hysterical functional disorders, even if the limit with psy-

chosomatic disorders is not always clear

For Alexander [7], however, only the voluntary and sensory neuromuscular sys-
tems can be affected by hysterical conversions. According to him, nevertheless, the 
vegetative system and the organism as a whole can be impacted “by the emotional 
tensions likely to spread in all parts of the body, through the cortico-thalamic path-
ways and the autonomous fibers.” For him, a chronic or excessive stimulation or 
inhibition, by this emotional tension, of the functioning of the organs can give rise 
to what he calls an “organ neurosis.” This “functional disorder” does not therefore 
have a symbolic meaning, as hysterical conversions might have, but these organ 
neuroses could pave the way for a psychosomatic disorder [8].

In the 1960s, Marty and his successors at the Psychosomatic School of Paris 
developed the notion of “operational thinking”, which they extended in the 1980s to 
the notion of “operational life.” It is a psycho-behavioral way of thinking and func-
tioning, centered on logic and pragmatics, the current and the factual, and where the 
speech does not imply any elaboration or association. It can be said that the patient 
is very close to the materiality of facts and objects, without any space for fantasies 
or representations. The operational thinking is essentially concerned with things 
and avoids systematically what is related to affects and emotions. According to 
Marty, this lack of imaginative life in the patient’s functioning favors somatic dis-
turbances, by a mechanism similar to the one developed by Freud in relation with 
anxiety and traumatic neuroses: the insufficiency of the protective-shield system 
provided by mental representations results in the inefficiency of the psychic appara-
tus to protect the self against the psychosensory arousal. Consequently, the lack of 
symbolization leads to a shift of all or part of the conflicts and tensions, on the body 
or on the body functions.

Besides the cases related to a structural deficiency, the same mechanism could 
also result from a psychotraumatic life event. In both cases, it would be the too 
strong intensity of the arousal that overwhelms the mentalization capacities of the 
psychic apparatus and the person’s ability to adapt his behavior accordingly, thus 
prompting him to export these tensions on the somatic apparatus.
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Several characteristics of the operational functioning can be clinically identified. 
Firstly, a certain monotony of the discourse, as if it was detached. The symptoms are 
described in an impersonal manner giving an impression of “echolalia” or “echo 
speech.” The patient puts the physician in a position of omniscience, as if he knew 
the whole story without having to be told of, causing blurring and confusion [9].

For Corcos [10], the affect is not absent, it is neutralized in an alexithymic func-
tioning. He notes here an abrasion of the auto-representative processes. To fill the 
void left by the neutralization of affects, the subject sticks to an ideological and 
technical ambient discourse, in a movement of identification, giving the impression 
of a discourse that is not his own.

13.3  Psychosomatic in Childhood

The Psychosomatic School of Paris has also been interested in early “mother-child”1 
interactions, from a psychosomatic perspective. One could say indeed that there is 
nothing more “psychosomatic” than an infant [5]: the body has a major role in the 
interactions with the entourage, the interactions basing on the various physiological 
functions (nutrition, sphincter elimination, tonus, etc.), and the communication of 
the behavioral elements to the persons of his entourage; these persons, who are 
mainly the caregivers, will have to mentalize these elements, using the “mother’s 
anticipatory illusions” that is to say the capacity of the caregivers to anticipate the 
infant’s psychic development. The mentalization is of paramount importance here 
because, through it, the caregivers endorse, on behalf of the infant, the protective- 
shield functions the baby is not yet able to perform [11].

In line with this point of view, Spitz classifies psychosomatic disorders accord-
ing to two major types of “maternal” attitudes [12]: psychotoxic disorders respond-
ing to qualitatively inappropriate mother-child relationships and disorders caused 
by impairment responding to quantitatively insufficient mother-child relationships, 
the latter being associated with anaclitic depression and marasmus.

It seems important therefore to evaluate not only the impact of the “maternal” 
attitude on the child but also the modification of this attitude according to the symp-
toms of the child. Indeed, the “mother” and more generally the caregivers are par-
ticularly sensitive to the psychosomatic manifestations of the baby, leading them to 
adopt new behaviors in front of the infant’s somatic expressions. Infant’s psychoso-
matic disorders are, therefore, eminently relational because they provoke reactions 
in the infant entourage, they often worry: it can involve the digestive (colic, vomit-
ing, and merycism) or respiratory (asthma, spasms of the sob) or dermatological 
(eczema, alopecia aureate) spheres. Thus, the aggressiveness underlying the 

1 The notion of “mother” involves, in this context, much more than the sole person of the mother; the 
concept of “mother-environment” has been proposed by Winnicott to define all of the infant’s caring 
environment, generally, but not always, represented by the biological mother or the main caregiver 
but involving also other caregivers who are not differentiated from her. In this paper, the term 
“mother” refers to this Winnicottian concept.
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mother-child relationship is often completely forgotten when the psychosomatic 
symptoms appear. It is not rare in those cases to observe that this aggressive aspect 
is displaced on the mother-doctor relationship, the mother becoming a mother- 
therapist as described by Winnicott [13]. She would then no longer be good enough 
but, responding either too early or too late to her child’s needs and subsequently 
encroaching upon her child’s space, would “nurse” him without giving him any pos-
sibility of experimenting new situations and new affects. The infant is therefore 
exposed to the development of a “false-self” in which the child neglects his inner 
needs and wishes to become as adapted as possible to what he feels his caregiver 
expects from him. Consequently, he reduces his capacity of containing his projec-
tions, illusions, and fantasies in his transitional space. This brings us back to Marty’s 
operative thinking.

Brazelton points out that psychosomatic disorders are not only psychological 
for the children, because the fear they trigger in their parents involves them con-
cretely [14]. He notes that many children with asthma tend to attract the attention 
of their parents, or to express their fears, using this symptom as a way to commu-
nicate with them. Parents allow themselves to be drawn into this situation because 
of their own anxiety [15]. If they cannot control these symptoms, their feelings of 
guilt, anger, and anxiety cause tension in the family and with their child. He pro-
poses a preventive model to avoid the structuration of this psychosomatic relation-
ship. This model is about reassuring the child by allowing him to find solutions 
giving him the impression of being able to take control of his symptoms. The aim 
is to avoid that the child would be left with the freezing anxiogenic feelings related 
to the organic disorder and to allow him to elaborate and symbolize his fear or his 
pain. When this can be reached, the child can avoid the operational regression of 
the thinking, limiting the psychosomatic reaction to a more congruent portion.

13.4  Anorexia and Adolescence

The evolution of the cares of AN results from the evolution of the understanding of 
this disorder. Indeed, AN has been known, since at least the seventeenth century, 
when it was described by R. Morton who labeled them “nervous phthisis” whose 
origin would be due to an alteration of the vital impulse. However, it was with the 
descriptions of Gull and Lasègue that the first standardized cares were formalized. 
Gull spoke of “anorexia apepsia” and then of “anorexia nervosa” when Lasègue 
made a connection with hysteria under the term “hysterical anorexia” in his descrip-
tion of 1873 [16]. Lasègue emphasized the importance of family relationships in the 
disease: “the family has only two methods that are both exhausting: praying or 
threatening (…) the greater the concern, the lower the appetite. (…) Excessive insis-
tence calls for an excess of resistance” and further “the environment in which the 
patient lives has an influence that it would be unfortunate to omit or be unaware of.” 
It is now agreed that anorexia is not so much a hysterical pathology as a pathology 
of the links, which has led, especially in France, to an evolution of the therapeutic 
proposals, based on separation of the anorectic patient from his family and familial 
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environment. In this model, separation is no longer an aversive treatment; it aims at 
quiescing the family’s interactions and links that are difficult to bear by the adoles-
cent because of the “adolescence paradox” [17]; this paradox is triggered by the 
separation induced by the sexualization of the links due to puberty and to the social 
injunction toward autonomy related to his becoming adult. While the adolescent 
needs the most to be helped or soothed by the persons of his environment, to over-
come the anxiogenic effects of this imposed separation and of the body changes due 
to puberty, he also needs to show to himself and to others how independent and 
autonomous he is, particularly in his family relations. As stated by P Jeammet [17], 
“what he needs the most is what threatens him the most, because he needs it.” This 
psychopathological understanding dates back to the Göttingen Symposium of 1965, 
when experts reached a consensual position on the psychopathology of anorexia 
nervosa, around two central notions: first, the conflict is at the level of the body 
(mainly at the level of sexually invested food functions), and second, anorexia 
expresses a disability to assume the genital role and the bodily transformations 
related to puberty. The symptom is not only the outcome of the instinctual conflict 
but also the result of a defect in the organization of the self. We shift from a model 
close to hysteria to that of a severe pathology of the self with the failure of the pro-
cess of separation-individuation.

Typical anorexia nervosa affects most often young girls at the beginning of 
their puberty, classically after their first menstruation. Puberty and access to geni-
tal sexuality appear as sources of disturbance of the adolescent’s psychic balance 
[18]. The question of the image of the body is central at this age; the silhouette 
changes both for the teenager and for her entourage. The body is then upset both 
in its function as spatial landmark (altering sensorially the relation to the world 
and the environment) and in its function as a symbolic representative of the self. 
The body is thus at the forefront for the modifications of the adolescent’s self and 
for her identity quest.

This is associated with another important intrapsychic movement, related to the 
loss of the influence of the significant figures of childhood and to the change in the 
relational modes with them. This movement has been compared to a work of mourn-
ing because it destroys “the infantile megalomaniac ideal” in which the child proj-
ects his feeling of being able to realize everything on his parents.

This psychic task, to achieve the detachment from their parental authority and 
their infantile objects, leads the adolescent to live moments of depression that are 
ultimately inherent to their developmental process [10].

AN is a particularly efficient solution to refuse this task and avoid this depres-
sion. Through the effect of denutrition, it freezes the sexualization of the body, 
and through this it avoids actively the sexualization of the links and, conse-
quently, the need to separate from her infantile objects. At the same time, the 
concerns AN causes to the parents increase their psychological and physical 
proximity to their child; like Donkey Skin, the young anorexic girls are pro-
tected by their body against the sexual lust their puberty changes trigger in oth-
ers. It is the rationale behind the quiescing interest of the separation contract 
mentioned earlier.
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13.5  Anorexia and Alexithymia

Adolescence is then a troubled period in which the quest for identity and autonomy 
threatens the narcissistic bases of the adolescent and, consequently, exposes him to 
a risk of depression. To fight against this risk, the adolescent uses various defense 
mechanisms and among them not only the common ones (as repression, or displace-
ment), leading to a classical neurotic functioning, but also mechanisms, like intel-
lectualization, asceticism, and splitting, which are rather favoring a psychosomatic 
functioning.

According to A. Freud,  intellectualization is a defensive mechanism of the ego 
aiming at controlling the impulses at the level of thoughts [19]. It is frequently asso-
ciated with asceticism she sees as a defense mechanism of the ego at better control-
ling the drives at the level of the body. Anorexia nervosa can be considered as an 
extreme form of these defense mechanisms. Intellectualization also allows the ado-
lescent to rationalize his emotions and his sexual drives, contributing to the splitting 
between body and mind and to the operational functioning of the self. Alexithymia 
is an extreme form of this splitting, giving it its characteristic features: a difficulty 
in identifying and verbalizing emotions, in differentiating emotions and associated 
bodily sensations, and in getting in touch with their fantasmatic life. A thinking 
oriented toward the concrete aspects of existence at the expenses of their affective 
aspects is the result of this functioning, i.e., the common features defining Sifneos’s 
alexithymia.

13.6  Anorexia and Operative Thinking

Unlike alexithymia,  the concept of operative thinking comes from the psychoana-
lytic field. It presents four main aspects, which cover more or less the concept of 
alexithymia:

• Difficulties in communicating feelings to others.
• Inability to identify one’s feelings and to distinguish them from bodily 

sensations.
• Poverty of imaginary life.
• Thought turned outward (concrete thinking) and not inwardly.

Marty suggests that these subjects have neither affects nor fantasies. This would 
be due to the lack of caregivers’ interpretations both at the quantitative level, leading 
to a low “stock” of representations and interpretations, and at the qualitative level, 
leading to poverty in the range of available affects. Once this structured deficit 
appears, it seems to be not much reversible, early interactions having a major role in 
the subsequent development of psychosomatic disorders. This also applies to the 
complex of “dead mother” introduced by Green [20], in which, because of her per-
vasive depressive feelings and thoughts, the “mother” cannot invest her infant, 
impacting the child’s development and his adult affective and emotional 
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functioning. Compared with alexithymia, operative thinking has an additional 
dimension: the inability to mentalize the conflicts with a risk of discharging the 
excess of excitement and anxiety in the somatic and behavioral spheres. We could 
therefore consider operative thinking as a risky mode of alexithymic functioning. 
Anorexic dietary behaviors are an example of such functioning.

Thus, the “alexithymic operativity” that can be observed in anorexic patients is 
not much modifiable, explaining the chronicity of the disorder and the persistence 
of an operative psychic functioning. In a review of several works focusing on this 
question, Joergen-Grabe et al. [21] describe some major obstacles determining cold 
contact, avoiding pattern of attachment, great impairment in object investment, to 
which we have to add insensitivity to emotional indicators generating additional 
obstacles to an introspective work [22]; all these characteristics make difficult for 
these patients, the construction of a therapeutic alliance, in spite of their, often 
severe, psychological distress.

Corcos ultimately assumes that there is a maternal “failure” in the mothers of 
anorexic patients, particularly in the investment of their child’s autonomous, living, 
and erotic body. He thinks that this failure would not favor, in these patients, a good 
integration of their feminine and would participate in the advent of a sadomasoch-
istic organization that fixed their infantile objects. Thus, in AN, two puberty-driven 
metamorphoses would be neutralized: the becoming woman and the becoming 
mother [10]. The adolescent’s body, still largely undifferentiated from her mother’s 
one,  undergoes passively the pubertal modifications, reactivating the problematic of 
separation-individuation. AN could therefore be described as a silent revolt in a 
passive resistance. In this perspective, to separate the patient from his family would 
also have the effect of giving her the illusion that it is possible to become a woman, 
a process metaphorized by weight gain and body forms.

13.7  Clinical Vignette

Our therapeutic system in Western Brittany is centered on ambulatory cares. These 
cares are provided by a small team involving a child psychiatrist and a nurse, both 
members of the child psychiatric team, and a pediatrician belonging to the pediatric 
team. This ambulatory team follows the majority of the eating disorder patients in 
an outpatient consultation unit. When hospitalization criteria are met in a patient, 
according to the French High Authority for Health’s recommendations [23], she is 
first hospitalized in the pediatric inpatient unit, focusing on weight-regaining objec-
tives to recover clinical safety. If, in spite of this pediatric hospitalization, these 
therapeutic objectives are not met, the patient shifts in the child and adolescent 
psychiatry inpatient unit, if the parents accept it; at that stage, a contract of separa-
tion is generally decided for 1–4 weeks to quiesce the family ties put at stake by the 
AN symptom. During this period of separation, the patient does not meet her par-
ents who are regularly received in clinical interviews by the child psychiatrist in 
charge of the inpatient child and adolescent psychiatry unit. The contract states that 
after the period of separation, the patient will remain hospitalized until she reaches 

T. Lebailly et al.



257

a threshold weight decided jointly with her, the therapeutic staff, and the family. The 
contract mentions also the threshold of the patient’s weight that will allow her to 
return home on leave during the weekends. When she is discharged from the hospi-
talization, the patient returns home with an ambulatory follow-up. In some cases, 
the patient will not return home immediately after being discharge from the inpa-
tient unit; an intermediary step will be proposed to her and her family, in a therapeu-
tic boarding school, a facility, specific to France health system. This facility offers 
to adolescents and young adults with psychiatric disorders, a long-term program 
(from 6 months to 2 years) associating institutional psychiatric cares to ordinary 
high school or college studies in this therapeutic context [24].

“O is 14 years old when she is admitted in our child and adolescent psychiatry 
inpatient unit for AN. She is the second of a sibling of two; her older brother is 17 
years old.

Her mother suffered from an episode of agoraphobia and eating disorders 
between 21 and 25 years old and was successfully treated with a psychotherapy.

The father’s childhood has been strongly affected by his parents’ chronic alco-
holism and by related family violence. Both parents are now dead.

The family relates the beginning of O’s eating disorders to the death of her 
maternal grandmother, 2 years ago, from an oncological relapse and after several 
hospitalizations for severe denutrition imposing enteral feeding. O was 12 years old 
at that time and begun progressively to reduce her intake of sweet and fat food, los-
ing weight significantly; it was not the first time she was losing weight. When she 
was 11 years old, she had lost 3.5 kg after the breaking of a love relation with a 
boyfriend and of a friendship with her best girlfriend, both prompting in her a feel-
ing of betrayal and a drastic drop in her self-esteem. She benefited from the counsel-
ing of her pediatrician and from some sessions with a psychologist; she recovered a 
normal weigh rapidly thereafter.

After the death of her grandmother, O became hyperactive with a sharp increase 
of her exercise time (dancing, body building). She shows signs of dysmorphopho-
bia, a permanent control of her calorie intake. Her comments are intellectualized 
and do not express much affects. She is hospitalized in a pediatric unit when she is 
13 years old. She is submitted to the installation of a nasogastric tube to receive a 
nocturnal enteral feeding, but she cannot stand it and removed it. However, she suc-
ceeds in stabilizing her weight with the help of dietary supplements. In spite of the 
pediatric follow-up and a new psychological counseling, this stabilization does not 
last long, and her weight loss starts again after a few weeks, conducting the pediatric 
team to address her to our specialized eating disorders ambulatory team.

In that setting, her follow-up imposes rapidly a new hospitalization in a pediatric 
ward due again to weight loss. O cannot stand being separated from her parents and 
runs away for the ward. Her parents decide not to bring her back to the hospital and 
to keep her at home.

O kept losing weight and a new hospitalization is necessary. To avoid the repeti-
tion of the previous experience, and taking into account the important rigidity of her 
psychological functioning, the hospitalization will, this time, take place in the child 
and adolescent psychiatric inpatient unit, with a separation contract between the 

13 A Psychosomatic Approach of Anorexia Nervosa



258

parents and the medical staff; this contract set up a period of separation between her 
and her family for 4 weeks, followed by a period of hospitalization in which she will 
be able to see her parents regularly but will remain hospitalized until she reaches a 
weight threshold decided jointly; the contract set up also that she will resume her 
ambulatory treatment after being discharged from the hospital.

O expresses very rapidly how difficult it is for her to be separated from her fam-
ily, but she cannot say much more about her feelings. For the staff members, it is 
difficult to develop a relation with her. O remains always in a mastering position, 
controlling her emotions, as shown by the rigidity and the ritualization of her 
thoughts. She always complies with the staff’s requests as perfectly as she can, try-
ing to avoid any criticism. She never says any negative comments about her 
parents.

During the regular family meetings with the medical staff, every 2 weeks, the 
staff observes that the family functioning is excessively closed in on itself, with a 
very high level of intra-familial co-dependency between its members. Few spaces 
are left for the others. The family is united around the idea that they need to struggle 
against the external world seen as threatening.

The mother explains that she has been sexually assaulted in the street by some 
unknown individual when she was a child; she was not able to disclose it to her 
parents at once and did it only many years later, some months after O’s birth. She 
reports that she has had, at that time, periods of strong anxiety around this event. O 
was informed when she was 10 years old; the parents report that she was terrorized 
by this information during some months, fearing to go out of home; they also say 
that she felt guilty for not having got aware of her mother suffering.

The questions related to sexuality or puberty are difficult for O who expresses 
her disgust and her fear of becoming sexualized. Her parents explain spontaneously 
that when she was 9 years old, O became very intrusive with her father, a behavior 
they understand as “a late oedipal complex”; it reached such an intensity that the 
mother asked the father to be more “distant” from her.

In the inpatient unit, O’s evolution is exclusively ponderal. She eats well, gains 
weight, and is less hyperactive.

At the end of the 4 weeks separation period, she sees her parents, as scheduled in 
the separation contract. She does not express much emotion in their first meeting, 
where staff members are present. However, rapidly thereafter, the parents show 
obvious difficulties to maintain the project they contracted 1 month ago and put an 
end to O’s hospitalization. However, they ask for an ambulatory follow-up, we 
accept of course”.

13.8  Discussion

We feel that this clinical case can illustrate how psychosomatic consideration can be 
helpful in cases of anorexia nervosa. The body is an object of hatred, possessed by 
a bad object, an internal persecutor confused with it [25]. The patient’s ego is in a 
state of distress, exacerbating her underlying depression in front of the threat of an 
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ever-growing sexualized body. O struggles, therefore, against the sensation of hun-
ger. The splitting between the body and the mind induces extrapsychic and intra- 
corporeal projection of the bad object. It illustrates the Jeammet’s already mentioned 
quotation “what threatens her most is what she needs most” [26]. Here the symp-
toms appear clearly to be a way to master the relationship with the significant oth-
ers, i.e. as much the parents as the professionals.

The operative thinking can be observed here, not because affects are absent but 
because they remain unrecognized, not worked through, not fantasized. Affects are 
seen only as a succession of concrete events with utilitarian and concrete 
representations.

Brusset [27] observes that beside this splitting, one can observe, in these patients, 
a narcissistic investment of the body claiming to avoid a libidinal investment of the 
others. The body becomes the support of a defensive megalomaniac idealization. 
This leads to a paradoxical position where there are at the same time an idealized 
body, object of desire, and a real body, object of denial.

Considering this case, we could say that it is “the mother-daughter” relationship 
which is psychosomatic. This relationship is expressed through the body of the 
other. As a consequence, the patient does not recognize her emotional states because 
they are not totally her own. The anorexic patient ceases to eat and thus to grow and 
to be able to emancipate herself, maintaining the relationship of dependence with 
her parents and a nourishing model of recursive loop [28, 29].

In these situations, the objective of the treatment is to bring the patient out of this 
functioning, transforming her symptom into a family symptom to build up and work 
through.

 Conclusion
Finally, the psychosomatic approach of AN allows to consider it as a “transi-
tional pathology,” in which “alexithymic operativity” is a predominant feature. 
This understanding suggests a therapeutic perspective focusing on the treatment 
of the alexithymic or operative dimensions of these patients’ disorder through 
therapeutic individual or group therapeutic mediations, enhancing creativity, 
mentalization, and pleasurable experiences. Separation may be at the beginning, 
a condition to allow these pleasurable and creative experiences.
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Abstract
Based on the evidence that there can be no health without mental health, psycho-
somatic medicine recognizes the complexity of the interface between psychiatry, 
lifestyle and medicine. At the clinical level, psychosomatic medicine integrates 
interdisciplinary evaluation and management involving diverse specialties 
including psychiatry, psychology, neurology, internal medicine, allergology, der-
matology, rheumatology and endocrinology. At the research level, the fields of 
psychoneuroimmunology and psychoneuroendocrinology integrate findings 
from neuroscience, experimental psychology, physiology, genetics, pharmacol-
ogy and molecular biology to understand the mechanistic underpinnings of psy-
chosomatics. A clinical approach based on personalized and scientifically based 
integrated interventions, consistent with the bio-psycho-social model of medi-
cine, is the best way to actually promote clinically significant physical and men-
tal health improvements.

14.1  Introduction

The fifth edition of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-5) formally recognizes the category of “somatic symptom and related disor-
ders”, which includes a range of conditions characterized by the tendency to experi-
ence or communicate psychological distress in the form of physical symptoms such 
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as somatic symptom disorder, illness anxiety disorder, conversion disorder (or func-
tional neurological symptom disorder), psychological factors affecting other medi-
cal conditions, and factitious disorder [1, 2]. Taken together, these conditions 
represent the current psychiatric diagnostic characterization of the broader concept 
of “psychosomatic medicine”, which is a rapidly evolving interdisciplinary medical 
field aimed at the exploration of the influence of social, psychological, neurological 
and behavioural factors on biological bodily processes (and vice versa) [3].

Based on the evidence that there can be no health without mental health, psy-
chosomatic medicine recognizes the complexity of the interface between psychia-
try, lifestyle and medicine [3–5]. At the clinical level, psychosomatic medicine 
integrates interdisciplinary evaluation and management involving diverse special-
ties including psychiatry, psychology, neurology, internal medicine, allergology, 
dermatology, rheumatology and endocrinology [3]. At the research level, the 
fields of psychoneuroimmunology and psychoneuroendocrinology integrate find-
ings from neuroscience, experimental psychology, physiology, genetics, pharma-
cology and molecular biology to understand the mechanistic underpinnings of 
psychosomatics [3].

Over the last 20 years, the World Health Organization (WHO) has supported the 
bio-psycho-social model of health as the most reliable theoretical framework for the 
understanding of medical disorders [6]. The model implies (1) that health and dis-
ease result from intricate, variable, bidirectional interactions of biological factors 
(e.g. genetic, biochemical), psychological factors (e.g. mood, personality, behav-
iour), and social factors (e.g. cultural, familial, socioeconomic), and (2) that it is 
essential to manage the three types of factors together in order to achieve satisfac-
tory clinical outcomes [6]. The bio-psycho-social model applies to virtually all dis-
ciplines of medicine, and it is of particular relevance for the psychosomatic 
conditions [6].

There are individuals in which psychological distress is expressed in the form of 
somatic symptoms or it worsens the clinical course/severity of a pre-existing medi-
cal condition, and there are subjects in which a medical condition induces a reactive 
psychiatric syndrome or it worsens the clinical course/severity of a pre-existing 
psychiatric condition. In all these cases, in which psychosomatic phenomena play a 
crucial role, an approach based on integrated interventions, consistent with the bio-
psycho-social model of medicine, is the best way to promote clinically significant 
physical and mental health improvements.

14.2  Function–Oriented Rather than Diagnosis–Oriented 
Integrated Treatments in Somatizing Patients

There is no clear consensus on how to treat subjects with a DSM-defined diagnosis 
of a somatic symptom disorder. The categorical approach to define diagnoses used 
in the DSM-5, in fact, presents certain disadvantages which limit its actual useful-
ness in predicting treatment outcomes.

M. Biondi et al.



265

Given that all mental disorders are considered syndromes rather than diseases, 
the boundaries between normality and pathology are often close, and sometimes 
rather artificial [7]. Diagnoses of somatic and related disorders are often formulated 
based on the magnitude of subjective suffering or on quantitative rather than quali-
tative criteria [7, 8]. The great variability in the clinical presentation of somatic and 
related disorders and their “continuums” can be explained as a result of their multi-
factorial, non-deterministic and stochastic aetiologies and of the interactions 
between genetic, biological, environmental and psychosocial factors, disposition 
and resilience [7, 8]. Categorical models cannot accommodate and satisfactorily 
describe the inter-individual psychopathological continuous-quantitative or 
discrete- qualitative phenomena, and therefore a categorical diagnosis per se does 
not represent a safe ground to set up a psychopharmacological or psychotherapeutic 
intervention [7, 8].

Subjects with the same diagnosis of a somatic symptom disorder, for example, 
can be extremely different in terms of clinical features and of expression of psycho-
pathological dimensions. Consistently with the model of a “dimensional psychopa-
thology”, the clinical intervention should be based on the individual symptom 
profile and the underlying neurobiology of each patient partially independently of 
the DSM-defined diagnosis.

The Rapid Dimensional Assessment Scale (RADAS) is one of the few instru-
ments that can be used to rate the severity of a range of psychopathological dimen-
sions and symptoms at the same time; while it lacks in terms of measurement of 
biological correlates of the explored conditions, the scale presents several strengths 
among short administration duration, low costs, and good prediction of clinical out-
comes [9–15]. It is considered a reliable and valid dimensional tool in both research 
and clinical settings. The items are rated on a 5-point scale ranging from 0 to 4, with 
higher scores indicating greater severity. Scores of 1 indicate the presence of a con-
dition intermediate between normality and psychopathology, while scores of 2 or 
more indicate the presence of symptoms of definite clinical relevance [9–15].

Through the use of the RADAS (or other similar instruments) it is possible to 
identify the prominent dimensions of psychological suffering, thus facilitating the 
decision-making process and the treatment choice. As discussed in a previous paper 
[8], Fig. 14.1 shows the RADAS profile of three subjects with the DSM-5 diagnoses 
of illness anxiety disorder and of conversion disorder (or functional neurological 
symptom disorder). While all the patients have similarly high levels of somatiza-
tion, they differ markedly in terms of severity of other psychiatric symptoms such 
as sadness, apathy, reality distortion, obsessiveness or impulsivity; as each of these 
dimensions can be targeted differently through a range of possible interventions, it 
is the individual profile of psychopathology of each patient that should drive the 
choice of the intervention (both psychopharmacological and psychotherapeutic) 
rather than the condition of being a “somatizer” per se. The same approach [8] can 
be used for the psychiatric or psychological treatment of patients having medical 
disorders with known psychosomatic underpinnings such as fibromyalgia and 
inflammatory bowel disease (IBD), as shown in Fig. 14.2.
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In terms of psychopharmacology, for example, among the patients affected by an 
illness anxiety disorder (Fig. 14.1), patient 1 could be treated with an antidepressant 
of the class of selective serotonin reuptake inhibitors (SSRIs) to target apprehension, 
apathy and obsessiveness plus a mood stabilizer or a D2 blocker for the treatment of 
anger and reality distortion, patient 2 could be treated with a SSRI to target sadness 
and apprehension, and patient 3 could be concomitantly treated with an SSRI and a 
D2 blocker as sadness and reality distortion are the most prominent clinical mani-
festations [8]; among the patients affected by conversion disorder (Fig.  14.1), 
patient 1 could be treated with a mood stabilizer (e.g. valproic acid) plus a benzo-
diazepine because of concomitant presence of symptoms of anger and impulsivity, 
patient 2 could be treated with an antidepressant with strong serotonergic properties  
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Fig. 14.1 Different dimensional psychopathological profiles of three patients affected by illness 
anxiety disorder (top) and conversion disorder (bottom). Adapted from [8]
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(e.g. SSRI or a tricyclic antidepressants) due to the moderate severity of symptoms 
of apprehension, apathy and obsessiveness, and patient 3 could be treated with a 
serotonin-norepinephrine reuptake inhibitor (SNRI) or SSRI plus a mood stabilizer 
(e.g. valproic acid or gabapentin) to target sadness, apathy, activation and anger [8]; 
among the patients affected by fibromyalgia (Fig. 14.2), patient 1 could be treated 
with a SNRI medication, a SSRI medication or mirtazapine for the predominance of 
sadness and apprehension plus amisulpride to target apathy, patient 2 could be treated 
with a SSRI to target sadness, apprehension, apathy and obsessiveness, plus a mood 
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Fig. 14.2 Different dimensional psychopathological profiles of three patients affected by fibro-
myalgia (top) and inflammatory bowel disease (bottom). Adapted from [8]
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stabilizer for the presence of mildly severe symptoms of anger and hyperactivity, and 
patient 3 could be treated with the combination of an SSRI plus a mood stabilizer (for 
the presence of anger and activation in addition to sadness and low levels of appre-
hension and obsessiveness) [8]; among the patients affected by IBD (Fig.  14.2), 
patient 1 could be initially treated with a mood stabilizer because of the presence of 
moderately severe symptoms of anger, impulsivity and activation, and then a SSRI 
could be added for obsessiveness and apathy, patient 2 could be treated with an anti-
depressant with prominent serotonergic properties (e.g. of SSRI or tricyclic class) 
due to the presence of apprehension, apathy and obsessiveness, plus a mood stabi-
lizer (e.g. valproate, lamotrigine or gabapentin) to target symptoms of anger, and 
patient 3 could be treated with the combination of an SSRI plus a mood stabilizer for 
the presence of anger in addition to sadness and apathy [8].

These examples of psychopharmacological therapy are given to show how sub-
jects with similar psychosomatic conditions can differ markedly in the severity of 
other underlying psychiatric or psychological aspects, and therefore the choice of 
the intervention (taking into consideration the heterogeneity of the effects of psychi-
atric medications) should be driven by the individual profile of psychopathological 
needs.

14.3  Psychotherapy for Psychosomatic Conditions: Clinical 
Effectiveness and Psychobiological Underpinnings

The major pathways linking psychological distress to the function of somatic cells 
throughout the body include the hyperactivity of the sympathetic nervous system, 
the alteration of hypothalamic–pituitary–adrenal (HPA) axis functioning and the 
adoption of certain stress-related behaviours (e.g. use of tobacco, alcohol or other 
substances) [16]. These three pathways are therefore among the major mediators of 
psychosomatic disturbances and can be targeted or modulated for therapeutic pur-
poses through a range of non-pharmacological interventions.

Accumulating evidence suggests that impaired neuroendocrine physiology at the 
HPA level in subjects with depressive and anxiety disorders can be affected and restored 
by psychotherapy [16–18]. A mechanism through which psychotherapy may affect 
psychobiological responses to stress includes the modulation of cognitive appraisal. 
Cognitive appraisal, the subjective interpretation of the stressor, has been shown to be 
crucial in starting the cascade of psychobiological responses to stress: a failure to regu-
late the biological stress response following a stressful or traumatic episode may result 
in a cascade of psychobiological alterations that lead to psychiatric symptoms of anxi-
ety and depression associated with increased rates of medical comorbidity (e.g. sub-
jects exposed to chronic psychological stress present decreased immunity measures, 
high rates of cardiovascular and metabolic disturbances, upregulated inflammatory 
response, increased oxidative damage and early mortality) [19–22].

Lazarus and Folkman’s transactional theory of stress of 1984 proposed that men-
tal appraisals in response to a stressful situation (including the diagnosis of a medi-
cal condition such as cancer) were related to health outcomes [23]. Appraisal is a 
process whereby individuals decide whether stressful situations are threats to their 
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well-being or not (primary appraisals), and determine whether they have the 
resources to deal with the stressor if it is viewed as a threat (secondary appraisals) 
[23, 24]. As reported by Bigatti et  al. [24], according to Lazarus and Folkman’s 
model primary appraisals are typically categorized as one of four subtypes, based 
on their effect on well-being: “benign appraisals are made when individuals believe 
the situation poses no threat to their well-being; harm/loss appraisals are made if an 
individual believes the stressor has already caused him/her damage; threat apprais-
als are similar to harm/loss appraisals, except that they are focused on the possibility 
of future damage; challenge appraisals are made when individuals see the stressful 
situation as an opportunity for growth or development”.

Appraisals may determine the degree and type of biological stress responses, and 
“threatening” rather than “challenging” stress appraisals may be a psychological 
mechanism linking psychological stress to health disturbances [19–21]. 
Subsequently, as summarized in Fig. 14.3, in subjects affected by psychosomatic 
conditions the modulation of cognitive stress appraisal through psychotherapy can 
induce a more physiological hormonal HPA response finally resulting in clinical 
improvements and better health outcomes.

An additional mechanism through which psychotherapy may affect psycho-
biological responses to stress includes the modulation of resilience and coping 
styles. It is known that being primary caregivers of a chronically ill person can 
represent a relevant source of chronic psychological stress that may negatively 
affect physical and mental health [25]. However, despite the large body of litera-
ture on health risks associated with caregiving, preliminary evidence showed that 
certain resilient attitudes including problem-solving skills, personal mastery, low 
subjective perception of stress, positive religious coping and positive self- 
efficacy may contribute to protect caregivers from stress-related psychobiologi-
cal disturbances [19, 26, 27].

STRESSOR

COGNITIVE
APPRAISAL

THREAT OR
CHALLENGE?

MALADAPTIVE EMOTIONAL AND
PHYSIOLOGICAL RESPONSE

ADAPTIVE EMOTIONAL AND
PHYSIOLOGICAL RESPONSE

C
H

A
LL

E
N

G
E

TH
R

E
AT

PSYCHOTHERAPY

GOOD HEALTH

POOR HEALTH

Fig. 14.3 Schematic representation of how psychotherapy can influence health outcomes through 
the modulation of cognitive appraisals according to Lazarus and Folkman’s model
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Effective defensive coping may buffer the HPA acute stress response and may 
protect individuals from being overwhelmed [19, 26, 27]. Therefore it is possible 
that the condition of caregiving (i.e. chronically high levels of psychological stress) 
does not represent a deterministic “sentence of unhealthy life” per se, but rather the 
poor health outcomes of caregivers may at least partially depend on how caregivers 
respond to the stressors; this aspect can be effectively modulated through psycho-
logical approaches.

In relation to medical conditions for which there is a known psychosomatic influ-
ence on disease course, accumulating evidence suggests a role of psychotherapy as 
a treatment to be integrated with other medical and pharmacological interventions.

McCombie et al. in 2013 performed an extended review on the role of psycho-
therapy in the treatment and clinical management of IBDs [28]. IBDs (Crohn’s dis-
ease, ulcerative colitis, indeterminate colitis) are chronic relapsing–remitting 
inflammatory conditions of the intestines, presenting with symptoms of bloody 
stools, diarrhoea, fatigue, abdominal pain, anaemia, loss of appetite, weight loss and 
fever [28]. The aetiology of these conditions is unclear, although it is considered to 
be related to a complex interplay between genetic, environmental and immunologi-
cal factors [28–30].

Several studies have reported the profound impact of IBDs on the psychological 
well-being of patients; despite this recognized association, psychiatric comorbidi-
ties are often underdiagnosed and undertreated (for a review, see [28]). As pointed 
out by McCombie et al., psychological characteristics such as neurotic personality, 
stress or coping styles can influence psychological or disease- related outcomes, 
while behaviours such as medication adherence or smoking cessation are critical in 
preventing disease episodes [28]. Therefore, psychotherapies targeting stress man-
agement, improving coping strategies and reducing detrimental behaviours may 
ameliorate psychological well-being and disease course of IBD patients [28].

In the meta-analysis of McCombie et  al., which included 18 studies and 924 
subjects, the authors found mixed evidence on whether psychotherapy improves 
anxiety, depression, and quality of life and disease progression, but found psycho-
therapy to show promise in reducing pain, fatigue, relapse rate and hospitalization, 
and in improving medication adherence [28].

Preliminary evidence suggesting a role of psychotherapy as a valid treatment 
option to be integrated with medical interventions have also been found in relation 
to other psychosomatic conditions such as migraine [31], fibromyalgia [32], tinnitus 
[33, 34] and certain chronic dermatitis [35]. Interestingly, some form of psychologi-
cal intervention is nowadays often successfully used also in a range of diseases in 
which the psychosomatic nature is less evident. For example, the psychoeducational 
approaches (originally used for subjects with chronic psychiatric conditions, espe-
cially bipolar disorder [36]) focused on lifestyle habits are increasingly used in 
combination with standard treatments in subjects with cardiovascular and metabolic 
disturbances [37, 38].

Of interest in the field of psychotherapy for medical conditions, specific forms of 
psychological interventions have been conceptualized in order to specifically 
address the existential needs of individuals with cancer in advanced phases, such as 
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the supportive-expressive group psychotherapy, the meaning-centred psychother-
apy and the dignity therapy (DT). The DT is a recent and specific form of therapy 
developed by Chochinov and colleagues [39]. As reviewed by Costantini et al., DT 
addresses the existential needs of patients in palliative care; it is focused on the 
fundamental theme of dignity as the cornerstone of humanization in medicine [40]. 
DT is initiated via specific questions such as “Tell me a little of your personal his-
tory, the things you remember best; which do you think are most important?” “What 
would you like your family to know about you; are there things that you would like 
to be remembered for?” [40]. The individual sessions (which can take place at the 
bedside of hospitalized patients) are structured in order to highlight aspects of life 
that have been meaningful for the person, and, in the last session, the therapist, after 
having transcribed and re-edited them, reads the “manuscript” to the patient [40]. As 
Costantini et al. point out, “the aim of the intervention is to draw up a document that 
represents the “legacy” of the person, something that is meaningful and will sur-
vive, thus helping to restore a sense of meaning, value, and dignity” [40]. A study 
comparing DT with standard palliative care and client-centred care showed that DT 
had a significant effect in improving quality of life, increasing sense of dignity and 
helping the families [40].

14.4  The Molecular Mediators of Cellular Ageing 
as a Possible New Target of Integrated Intervention 
in Psychosomatic Medicine

Blackburn and colleagues defined telomeres as tandem repeats of hexameric 
sequence units (TTAGGG) that, together with protective proteins, cap chromosomal 
ends and support chromosomal stability and genomic integrity [41–43]. When 
somatic cells divide, telomeres may not be fully replicated due to the “end replica-
tion problem”; subsequently, telomeres tend to shorten over time [41–44]. Blackburn 
et al have showed that when telomeres shorten sufficiently, cells can become senes-
cent and molecular mechanisms are activated that promote growth arrest, mitochon-
drial impairment, inflammation, apoptosis and genomic instability [41–43]; 
furthermore oxidation and inflammation appear to be additional strong telomere 
shortening stimuli [41–44]. Telomere length is determined also genetically, with 
heritability estimates ranging from 44 to 80% [45]. It has been observed that human 
telomere length (TL) (often assessed in leukocytes—LTL) tends to shorten with age 
unless counterbalanced by telomerase (i.e. the major telomere-lengthening enzyme) 
or by alternative mechanisms [41–44]. This, plus the fact that short LTL is related to 
somatic morbidity and premature mortality, suggests that LTL is a mechanistic indi-
cator of “biological age” (as opposed to just “chronological age”) and may repre-
sent a cumulative log of number of cell divisions and exposure to cytotoxic processes 
[44–47]. The possible significance of telomere shortening for human disease is 
highlighted by population studies that have linked shortened LTL to cardiovascular 
risk and to a number of adverse disease outcomes, including early mortality 
[48–50].
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Telomerase is a reverse transcriptase enzyme that rebuilds telomere length, 
thereby delaying cell senescence and apoptosis; it exerts its protective action by 
adding DNA sequence repeats (TTAGGG) onto the 3′ telomeric ends [42, 44]. This 
regulated action of telomerase is a major mechanism responsible for lengthening 
and protecting telomeres, thereby maintaining cellular functioning [42, 44]. 
Blackburn et al have showed that telomerase has a functional RNA component 
(TERC), which serves as a template for telomeric DNA synthesis, and a catalytic 
protein component with reverse transcriptase activity (TERT), which adds the telo-
meric repeats [42]. In addition to its canonical effects on telomere maintenance, 
telomerase has a variety of TL-independent actions (e.g. induction of growth- 
promoting factors, induction of DNA methyltransferase I with subsequent epigen-
etic influences, improvement of mitochondrial function, decreases of reactive 
oxygen species, DNA repair enhancement) that support cellular survival and/or 
function [51, 52].

Mitochondria are ubiquitous organelles of eukaryotic systems considered the 
“power generators” of the cell, converting oxygen, energy substrates and other com-
pounds into adenosine triphosphate [53, 54]. In addition to energy production, mito-
chondria also play crucial roles in other cellular processes including apoptotic and 
necrotic cell death, gene expression, and signal transduction [54, 55]. It has been 
shown that cells of different tissues contain multiple mitochondria, which contain 
multiple copies of their own genome, i.e. the mitochondrial DNA (mtDNA), encoding 
37 genes essential to energy production [56–58]. Changes in the number of mtDNA 
molecules per cell (namely the mitochondrial DNA copy number—mtDNAcn) are 
tightly regulated and reflect variations in mitochondrial biogenesis (i.e. the formation 
of new mitochondria) [57–60]. Reduced mtDNAcn is associated with ageing [57, 61, 
62] and somatic morbidity [63–71]. This has recently led to the idea that mtDNAcn is 
also a novel indicator of “biological age” reflecting variations in mitochondrial ener-
getic function and biogenesis. Consistently with this idea, several molecular pathways 
mechanistically link mtDNAcn with the telomere-telomerase system. For example, 
critically shortened telomeres elicit sustained DNA damage responses, such as activa-
tion of tumour suppressor protein p53, with outcomes that include decreased expres-
sion of PGC-1a (the master regulator of mitochondrial biogenesis) and subsequent 
decrease of mitochondrial function and mtDNAcn [47, 58, 72]. Further, mtDNAcn 
has been found directly correlated with LTL in several recent reports [73–76].

TL, telomerase activity (TA) and mtDNAcn have recently been investigated in 
relation to psychiatric disorders and treatments [47, 58, 44]. An increasing number 
of studies suggest that several psychological conditions and psychiatric disorders 
are associated with short LTL, altered TA and reduced mtDNAcn [47, 58, 44]. 
Despite the underlying mechanisms and the causal direction of these associations 
are not totally clear yet, this evidence support the idea that, at the cellular level, the 
telomere-telomerase-mitochondria system is a novel and relevant locus of interest 
in the interface between psychiatry and medicine, as it may represent a common 
molecular mediator of both physical and psychiatric disturbances.

Consistently with this several studies have recently been performed on the rela-
tionship of psychopharmacology and psychotherapy with the molecular markers of 
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ageing. As summarized in Fig. 14.4, the modulation of intracellular Wnt/b- catenin or 
PI3K/Akt signalling pathways, the interaction with BDNF and 5-HT, and the antioxi-
dant properties could represent possible mechanisms by which the certain psychiat-
ric medications (mainly SSRIs and lithium) or psychotherapeutic interventions could 
modulate TA, TL and mtDNAcn [44, 77]. The potential of TA, TL and mtDNAcn in 
supporting cellular survival and/or function in the brain and in the periphery could, 
in turn, represent a neurobiological substrate through which these molecules can 
contribute to mediate the therapeutic effect of such interventions [44, 77].

From a psychotherapeutic perspective, a few pioneering randomized control tri-
als provided information on the effect of mindfulness meditation or mindfulness- 
based psychotherapy on TA.  As reviewed by Schutte and Malouff in 2014, 
mindfulness is a flexible state of consciousness that consists of non-evaluative 
awareness [78]. Higher levels of mindfulness are associated with indices of better 
physical and mental health [78]. Mindfulness meditation consists of practice in pro-
cesses of attention regulation, body awareness, emotion regulation, and changes in 
views of the self and others; preliminary evidence suggests that regular practice of 
mindfulness mindfulness, reduces anxiety, depression and stress, and results in 
immune-function improvements [78]. In their meta-analysis on 190 subjects, 

SSRIs Lithium
Mindfulness
meditation

5-HT modulation
Increased BDNF

expression
Antioxidant effect

Increased TERT expression / Telomerase Activity

Induction of
growth factors

Apoptosis
reduction

Epigenetic
influences

Mitochondrial
protection;

ROS decreases

Telomere
elongation;

Stimulation of
DNA repair

Promotion of cellular survival and/or function in the brain and in periphery

Fig. 14.4 Schematic representation of possible pathways linking psychopharmacology and psy-
chotherapy to the promotion of cellular survival and/or function in the brain and in periphery 
through the modulation of molecular mediators of ageing. Adapted from [44]
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Schutte and Malouff found (effect size d = 0.46) that mindfulness meditation led to 
significantly increased TA (possible underlying mechanisms are summarized in 
Fig. 14.4) in peripheral blood mononuclear cells, suggesting therefore that mindful-
ness-based approaches may be beneficial in a range of somatic, in addition to psy-
chiatric, conditions [78].

14.5  Conclusion

There is accumulating evidence indicating that integrated bio-psycho-social inter-
ventions play a crucial role in all areas of medicine and especially in psychosomatic 
diseases. From a research perspective, in order to better understand the mechanistic 
underpinnings of psychosomatics it is important to develop translational skills and 
to integrate findings from neuroscience, experimental psychology, physiology, 
genetics, pharmacology and molecular biology [3]. From a clinical perspective, 
psychosomatic medicine integrates interdisciplinary evaluation and management 
involving diverse specialties ranging from psychiatry to internal medicine. It is 
therefore important for psychiatrists to undergo specific training to be able to treat 
psychosomatic conditions with an integrated approach, and it is important for health 
institutions to set up specific clinical services of consultation-liaison psychiatry.

As reviewed by Kornfeld, in 1937 Billings et al. reported that their psychiatric 
consultation-liaison service at Denver General Hospital reduced the overall length 
of patients’ stays from 28 to 16 days, with subsequent substantial reduction of costs 
[79]. Since then, similar findings have been obtained in several other studies, indi-
cating that the presence of consultation-liaison psychiatrists, i.e. health profession-
als specifically trained in psychosomatic medicine, can lead to relevant cost–benefit 
advantages [79].

Now and in the future, “the psychiatric needs of patients will always exist, astute 
clinical observations remain to be made and studied, and new effective interven-
tions will need to be instituted” [79]. Trained consultation-liaison psychiatrists or 
psychosomatic medicine specialists should therefore be increasingly included in all 
aspects of medicine in order to successfully face the complexity of the bio-psycho- 
social aspects of health and disease.
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Even if one manages to comprehend biological, psychological, 
and social findings and to describe them in their respective 
languages, even if a method for the analysis of their mutual 
relationship has been created, there is still no answer to the 
pertinent question: Why did this person fall ill at this moment?
(Langewitz [1], p. 434; for detailed information on psychoso-
matic medicine, see also von Uexküll [2])

Ethical Counselling for a Patient-Centred 
Approach in the Context 
of Psychosomatic Medicine

Giovanni Boniolo

Abstract
There is an increasing demand for help whenever ethical problems intersect clin-
ical decisions, in particular decisions within psychosomatic medicine. In this 
chapter, we show how an ethical counselling centred on the needs and on the 
biographies of the patients could ameliorate their decisional process concerning 
which clinical option should be pursued. And, of course, the ethical counselling 
approach we propose does not diminish patient autonomy but, actually, increases 
patient empowerment.
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15.1  Ethical Counselling and Ethical Problems 
in Psychosomatic Medicine

An increasing number of physicians, health-care providers, patients and their fami-
lies are turning to ethics consultants as they increasingly face moral questions that 
require professional appraisal.1 As few physicians have been trained to help solve 
clinical ethical problems, a movement towards providing ethics consultation has 
grown in the past decades.2 Consultants can help health-care teams with complex 
matters that often accompany cases involving issues like patient autonomy or 
informed consent. According to the American Society for Bioethics and Humanities 
(ASBH), ethics consultation can be defined as “the identification, analysis and reso-
lution of ethical issues as they emerge in clinical cases in healthcare institutions”.3

Especially in the context of psychosomatic patients, it seems to be necessary to 
develop an appropriate ethic dimension to sufficiently deal with the patient and his/
her problems and causes.4

Psychosomatic medicine, as a subspecialty of psychiatry, deals with the interface 
of psychological, ethical, social and legal issues arising in clinical medicine.5 One of 
its primary goals is “the incorporation of its operational strategies into clinical prac-
tice. […] Only recently, there has been increasing awareness of the limitations of 
disease as the primary focus of medical care. It is not that certain disorders lack an 
organic explanation; it is our assessment that is inadequate in most clinical encounters.”6

Therefore and due to the complex nature of this area, it is necessary to provide 
both clinicians and patients with suitable approaches for ethical counselling.

But what would be a suitable approach? First of all, the ethical counselling 
should be seen not as “an imposition but a disposition of values”.7

This leads us to a second question: What is an ethical problem? According to 
Salloch et al., the identification of ethical problems in medicine “is a theoretically 
and methodologically demanding enterprise which should not be exclusively domi-
nated by the perspective of ethical theory but develops methods for integrating lay 
and expert perspectives.”8 The problems that medical ethics take care of stand out 
due to the fact that they confront the players with actual and practically relevant 
challenges. Ethical problems don’t necessarily exist in an objective way but are 
named by persons affected or by researchers or physicians involved. At times, 
patients experience a treatment situation as ethically problematic, while the practi-
tioner, who is captivated in his routines, does not perceive any deficiency. The 
ethical counsellor who is approaching the situation from an external perspective 

1 Arnold et al. [3], pp. 69–69.
2 La Puma [4], p. 633.
3 Gaucher et al. [5], p. 75.
4 Ponesicky [6], p. 16.
5 Patel et al. [7], p. 63. For a detailed analysis of the challenges psychosomatic medicine can pos-
sess see: Ibid., pp. 63ff.
6 Fava et al. [8], p. 333.
7 Thomasma [9], p. 138.
8 Salloch et al. [10], p. 268.
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brings in an additional perspective. He/she can be aware of ethical deficits which are 
not perceived as such by other participants.9

Psychosomatic medicine has specialized in understanding not only the rational 
elements of ethical reasoning but also the irrational elements, as ethical conflicts in 
this context arise in situations of emotional stress and conflict. Therefore reflecting 
on ethical problems in the practice of psychosomatic medicine will “improve the 
patient’s functioning, improve the care of his family and community”10 and lead to 
a better assessing of the patient’s and the practitioner’s interests and problems.

In what follows, we present a particular approach to the ethical counselling 
developed over the years11 and intended as a dialogic activity implementable in the 
cases in which clinical decisions involve ethical issues. It always involves the pres-
ence of two actors—the ethical counsellor and the counselee—and it has two differ-
ent purposes. On the one hand, by clarifying and investigating patients’ point of 
view, it assists them (with or without their relatives) to break through their ethical 
decisional paralysis in clinical settings and to choose the option more in line with 
their ethical sensitivity. On the other hand, it trains clinicians to properly examine 
the ethical problematic situation that their patients are facing, in order to go beyond 
their commonsensical and intuitive moral understanding and to avoid the danger-
ous conviction that their own point of view is better than patients’ one.

Moreover in our conception, ethical counselling should not be thought of as a 
form of psychological support, even if, being directed towards patients beliefs, it 
might cross with some psychological aspects. It is not aimed at providing solutions. 
Rather, it is conceived as a “way of cleaning the windows” in order to look deeper 
through ethical problems. This, in turn, is done to allow patients to be more aware 
of their choices and clinicians of the situation they are addressing. It should be con-
sidered as a tool by means of which the counsellor serves the patient or the clinician 
(according to two different methodologies, as we will see) to reflect and thus to 
tame the first intuitive answer. Note that this reflection slot between the rising of the 
problem and the proposal of the possible solution allows also for a critical examina-
tion of the representation of the clinical event the patient is living. Usually, human 
beings have a starting representation of the event at issue, and they proceed to make 
a moral evaluation based on it. Thus, if an ethical counsellor introduces time to 
discuss such a representation, this could be better considered or reconsidered, and, 
probably, a better moral evaluation and solution could come out.

15.2  Ethical Counselling for Patients

Philosophy has derogatorily been considered as a purely theoretical discipline with-
out any impact on real life: mere words and thoughts without any effect on the 
practice, very far from the empirical results found in biology, or the treatments 
offered in the clinics. In contrast, the idea lying behind the proposal of ethical 

9 Ibid., p. 273.
10 Barbosa [11], pp. 224, 226, 234.
11 See Boniolo and Sanchini [12].
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counselling for patients is precisely inspired by the opposite conviction, namely, 
that philosophy is a life-changing enterprise having a relevant bearing on human 
relations. This idea has a long-standing tradition within the history of philosophy.

If we are willing to accept what Pierre Hadot (Exercices Spirituels Et Philosophie 
Antique) or Martha Nussbaum (The Therapy of Desire)—to name just a few—sug-
gested, philosophy ceases to be considered as a mere theoretical enterprise and starts 
to acquire a pivotal role in orienteering our choices and life. This is precisely the line 
of thought upon which our approach to ethical counselling is grounded. Indeed, phil-
osophical reasoning can play a very important role in the improvement of human 
decision-making. This occurs in particular when some philosophical issues are 
involved, as it happens when clinical decisions intersect ethical questions.

By taking into consideration this point, we propose a methodology grounded 
upon the history of philosophy, which could be applied whenever clinical decision- 
making crosses with ethical decision-making. This methodology is directed towards 
the patient who finds himself/herself confronted with a difficult ethical decision or 
an ethical dilemma and voluntarily asks for a consultation. We distinguish it from 
another methodology that we are going to present in a while, which is addressed to 
clinicians. Notably, these two methodologies differ, not just because they are 
directed towards two different kinds of stakeholders but also because their respec-
tive aims are different. The methodology presented in this section aims at helping 
patients in making decisions that are consonant with their values and beliefs. The 
next methodological section aims at providing clinicians with a tool to support a 
patient’s decision-making on the ethical issues he/she has to cope with.

15.2.1  Aristotelian Practical Philosophy

The Aristotelian approach of practical philosophy is at the basis of our view on ethical 
counselling for patients. Very briefly, the term “practical philosophy” appears for the 
first time in Metaphysics (II, 1, 993 b 19–23), where Aristotle distinguishes it from 
metaphysics (the first philosophy or theoretical philosophy). The latter has as its main 
purpose the investigation of truth, whereas the former deals with human action 
(praxis) in order to ameliorate it (eupraxia) and, thus, to improve human agency.

The place in which Aristotle better develops his account of practical philosophy 
is, however, the Nicomachean Ethics. At the end of Book I, he distinguishes between 
the intellectual and the ethical virtues. The former have to do with reason (dianoia) 
and the latter (the moral excellences, areté) with characters, customs and behaviours 
(ethos). In the central Book VI, he claims that philosophical wisdom (sophia) is the 
virtue of theoretical philosophy, while practical wisdom (phronesis) is the virtue of 
practical philosophy. By practical wisdom Aristotle means man’s capacity to deliber-
ate well, that is, the ability to ponder our goals in life and the most effective means to 
reach them. Practical philosophy consists in the examination of the different opinions 
that are on the stage in order to find out the best one/s through practical wisdom.

A last point is necessary in order to complete the picture. A good decision-maker 
is someone who necessarily possesses another ethical virtue: temperance (sophro-
syne). This is the virtue that prevents passions from ruining a proper deliberation.
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Summing up, in order to bring about a good decision, one should (1) control the 
irrational part with the help of temperance; (2) examine the situation from a rational 
standpoint, therefore evaluating the epistemological plausibility and the logical ten-
ability of the pros and the cons of each option; and (3) deliberate with the help of 
one’s practical wisdom, in favour of what constitutes the best option for him/her.

These three conditions are of extreme importance for us since we consider them the 
peculiar features of our own account of ethical counselling. Indeed, whenever a patient 
finds himself/herself in the condition to have to opt for an ethical decision or to solve 
an ethical dilemma concerning a diagnostic or therapeutic path, the ethical counsellor 
should exercise an advisory role and, in particular, help the patient to tame his/her emo-
tions and examine, in the Aristotelian sense, his/her possible moral options and their 
consequences and finally assist the patient to use his/her practical wisdom and thus to 
individuate what constitutes for him/her the best decision and course of action.

15.2.2  Methodology

Ethical counselling for patients is therefore a service aimed at unlocking a patient’s 
decisional paralysis when addressing clinical choices, imbued with ethical beliefs. 
Ethical counselling for patients is articulated in an ordered succession of four well- 
defined phases: (1) relational phase, (2) medical assessment phase, (3) ethical anal-
ysis phase and (4) wrap-up phase.

 1. Relational phase. The ethical counsellor starts creating a cooperative relation-
ship by explaining the goals of this service and individuating the aim of the col-
loquium with the patient. In particular, in this first phase the ethical counsellor 
presents the ethical counselling as a discretionary service at the patient’s dis-
posal. This, in turn, means briefly explaining to the patient that ethical counsel-
ling focuses on ethical dilemmas arising in the clinical setting. Moreover, the 
ethical counsellor tells the patient that the very general aim of this consultation 
is to identify and assess his/her ethical problematic situation.

 2. Medical assessment phase. The ethical counsellor focuses on the patient’s 
knowledge in order to verify if he/she is provided with the relevant medical 
information to make a properly informed choice. Especially in the context of 
psychosomatic medicine, this might be a difficult task which requires a lot of 
empathy and a certain amount of psychiatric specialized knowledge on the part 
of the counsellor. If the patient is uninformed, the ethical counsellor may ask 
him/her to obtain permission to consult the physician to clarify any aspect left 
unclear. Obviously, the patient should not perceive this process as if someone is 
trying to verify his/her knowledge. By contrast, it is very important that the ethi-
cal counsellor sets up this process in a dialogic and sympathetic manner.

 3. Ethical analysis phase. Once the examination of the medical aspects is concluded, 
the ethical counsellor supports the patient to analyse his/her ethical dilemma. This 
is done by helping him/her to investigate all the available options from an ethical 
standpoint. Fleshing out the values promoted or privileged by any option could 
help in gaining a different and more complete picture of the decisional scenario.
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 4. Wrap-up phase. The ethical counsellor summarizes what has been found asking 
the patient whether he/she is satisfied or whether a phase of the counselling pro-
cess needs to be rerun. It is important to note that even if the aim is to break a 
decisional paralysis, it is not necessary that the patient makes a decision by the 
end of the colloquium. In other words, the important feature here is that he/she 
has fairly clear ideas regarding the options at stake, thus having gained all the 
relevant elements he/she might need in order to make a choice.

15.3  Ethical Counselling for Physicians

We have just briefly discussed a methodology of ethical counselling directed 
towards patients. However, ethical counselling—partially modified—appears to 
have some benefits not only for patients but also for those indirectly affected by 
ethical problematic situations, i.e. physicians.

There are several reasons why health-care providers ask for ethical counselling: 
be it assistance in decision-making, assistance in case management or assistance in 
resolving disagreements—consultants in clinical ethics should be competent in both 
medicine and ethics and have strong interpersonal and communications abilities to 
help physicians reach ethical solutions in a broad range of cases.12

Indeed, extensive literature exists as to the importance of considering the physi-
cian not only as the professional figure that is expected to cure patients but also as a 
partner for both therapeutic and nontherapeutic decisions in care pathways. Ethical 
counselling requires ethical assessment skills (to identify and analyse ethical issues 
emerging in clinical cases), process skills (to resolve uncertainties and conflicts in 
health-care settings) and interpersonal skills.13

In addition to the skills mentioned here, ethical counsellors must have at their 
disposal knowledge in areas like bioethical concepts, clinical context, relevant poli-
cies and health law—to name just a few.14

When directed towards clinicians, ethical counselling is rather aimed at elucidating 
a case also from an ethical standpoint, so as to allow them to deal appropriately with 
patients’ ethical questions. This does not mean that physicians are supposed to be 
provided with as much ethical knowledge as an ethicist is supposed to have. Rather, 
they should be given the ethical knowledge that enables them establishing, also very 
generally, the framework within which a case they are facing is ethically located.

This recognition implies that ethical counselling for physicians has to be struc-
tured differently from the one envisaged for patients. More specifically, we propose 
that ethical counselling for professionals be rooted in the Medieval disputatio and, in 
particular, in its first part: the status quaestionis, that is, the presentation of the prob-
lem and of its justified solutions. The physician facing a patient’s ethical questions 
should not try to solve them but to be informed about the wider moral context. Since 
physicians ought just to help the patient deciding according to his/her personal 

12 La Puma [4], p. 636.
13 Arnold et al. [3], pp. 59–69.
14 Ibid.
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philosophy, it could be useful for the former to understand the dilemma in its entirety 
and complexity with the guidance of a well-constructed ethical counselling service.

15.3.1  The Medieval Origin

Universities, since their origin in the twelfth century, were the institutional places in 
which knowledge was both produced and transmitted from mentors to disciples. 
They have been the cornerstones on which modern and contemporary sciences and 
humanities have been built. Although each medieval university had its own regula-
tion, there was a certain degree of homogeneity to be discovered in the didactic 
structure, based on lectiones (lectures) and disputationes (disputes).

The disputatio was structured as a debate between two students of an equal level 
of education and chaired by a master. This latter introduced a topic (casus or thema) 
and posed a question (problema or quaestio). Then, one of the students, the oppo-
nens (or impugnans), had to offer some arguments to which the other student, the 
respondens (or defendens), had to reply with counterarguments. In the end, the mas-
ter stopped the dispute by proposing his view and his arguments, which were con-
sidered as the determinatio or solutio.

Therefore, the medieval student was first and foremost asked to expose the status 
quaestionis, by going through the following steps:

 1. Outline the relevant context (situating the problem).
 2. Briefly state the problem to be addressed (to emphasize the issue and to show 

that what was under discussion was well-understood).
 3. Define the terms to be used (to eliminate any possible source of terminological 

ambiguity or confusion).
 4. Show the relevance of the problem and the impact of its solution (to underline 

that no irrelevant issue had to be addressed).
 5. Expose the solutions which are alternative to the one you want to support and 

argue why they are not acceptable.
 6. Finally, formulate the solution.

After the presentation of the status quaestionis, the student had to argue in favour 
of his proposed solution. To sum up, two steps were therefore considered essential 
for the proper examination of an issue: (1) exposition of the status quaestionis and 
(2) exposition of the justification of the proposed solution.15

15.3.2  Methodological Proposal and Conclusion

As already said, ethical counselling—when devised for clinicians—deals much 
more with problem-conceptualizing rather than with problem-solving. The method-
ology hereby presented is primarily aimed at guiding clinicians to have the most 

15 On this method and on its pervasiveness and usefulness, see Boniolo [13].
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complete picture of the ethical dilemma they are confronted with, so that they can 
non-paternalistically deal with the patients and/or their relatives. By taking all of 
this into consideration, the first step of a well-constructed disputatio, that is, the 
presentation of the status quaestionis, is exactly what meets our needs. This means 
that ethical counselling for clinicians should move, in a series of meetings, along the 
following seven phases:

 1. Presentation of the clinical case. Here the physician is asked to present the case 
from a clinical standpoint, to have an overall medical picture of the problem to 
be addressed and of the possible clinical paths the patient might decide to 
follow.

 2. Presentation of the consequences for the patient to choose in favour of one medi-
cal option over another. Here the physician is asked to present what the clinical 
consequences of the possible options are. This is done in order to clarify the data 
and to ground the following ethical analysis on qualified scientific information.

 3. Presentation of the ethical issues raised by the clinical case. Here the ethical 
counsellor helps the physician to examine an ethical dilemma behind the case to 
map it also from an ethical point of view.

 4. Definition of the ethical terms. Before analysing the case from an ethical stand-
point, the ethical counsellor properly defines the main terms to be used. This step 
is essential in order to avoid any possible source of semantic ambiguity or lexical 
confusion.

 5. Presentation of the ethical arguments in favour and against each medical option 
the patient might decide to follow. Here the ethical counsellor, in a dialogue with 
the physician, puts on the table all the ethical pros and cons of each medical 
alternative the patient might pursue. This is done in order to allow the physician 
to clarify all the possible ethical standpoints in the specific case and allow him/
her to make a preliminary trade-off between both ethical values and medical 
options for the case under consideration.

 6. Examination of the patient’s beliefs. Here the counsellor helps the physician to 
understand whether the patient has ideological, philosophical or religious beliefs 
that could influence his/her decision-making process and shift the balance in 
favour of one option over another.

 7. Conclusive summary. In this last step, the ethical counsellor proposes an ethical 
summary of the case in question to the clinician to be sure that he/she has a com-
plete ethical picture of the case.

 Conclusions

According to our point of view, the ethical counselling has not to be a mandatory 
tool that has to be imposed on patients. Instead, it might be proposed to them and 
they might use it, in case they feel the necessity for it. Differently, some nudges 
to undergo an ethical counselling process seem to be necessary for clinicians, 
since an intuitive moral understanding does not prove to be enough in problem-
atic cases involving patients.
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However, it remains to accentuate once more that the strategy of ethical coun-
selling described here needs to comply with the characteristics of psychosomatic 
medicine, and this could be a new field of empirical and theoretical studies. Do 
not forget, indeed, that physicians—in whatever domain they work— “constantly 
have to strike a balance between the realm of the uncertain and of subjective 
facts, which can at best be articulated on one’s own behalf, and the realm of 
objective facts, which everyone can articulate as long as he[/she] is knowledge-
able enough and able to express himself[/herself] sufficiently”.16

Nevertheless, proposing an ethical counselling structured as the above, one 
means proposing a patient-centred approach where patients come first, i.e., 
patients’ quality of life and the imbricated quality of their decisional processes, 
especially now in the age of patient empowerment.
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Abstract
Psychosomatic Medicine in Germany is either practiced as an integrated approach 
in mainly internal medicine or specifically focusses on psychotherapeutic meth-
ods. There are stepped levels of training for doctors ranging from basic care as a 
GP to specialist degrees. Patients are treated in inpatient and day-patient facili-
ties with usually interprofessional multi-modal therapy programs. Additionally 
there are rehabilitation centers particularly focusing on work-related aspects of 
disability prevention. Usually, hospitals also host a strong psychosomatic outpa-
tient sector and consultation-liaison service including specific care e.g. in psy-
cho-oncology or transplant psychosomatics.

16.1  Introduction

Psychosomatic medicine in Germany is rooted in two traditions—one of an integrated 
psychosomatic approach mainly based in internal medicine and a second one focusing 
on psychotherapeutic and psychiatric methods. As a consequence psychosomatic 
medicine in Germany is not a synonym for consultation-liaison psychiatry but repre-
sents a comprehensive field [1] as well as a specialized medical discipline [2].

This development is reflected by the foundation of the German College of 
Psychosomatic Medicine (DKPM) founded by internists and psychotherapists [3] in 
1974  in close relation to thoughts and activities of the International College of 
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Psychosomatic Medicine [2]. This college (with about 400 members today) was and 
is an interdisciplinary, integrative scientific professional association with activities 
in the whole field of medicine for doctors, psychologists and other professions. In 
this time—as a main aim of DKPM—grew up close co-operations to many psycho-
somatic societies of other specialties (e.g. general practitioners, gynaecologists, 
dermatologists, orthopaedists) and with psychological societies (medical and clini-
cal psychology) in the concept of (holistic) integrated psychosomatic care in all 
fields of medicine. Beside the new development at the universities in training of all 
medical students, later it runs and promotes post-graduate research-based training 
and advancement in all areas of psychosomatic medicine.

The most important step was reached with the introduction of a specialty of psy-
chotherapeutic medicine (this was already installed in the former German 
Democratic Republic some years ago) at the German Physicians Congress in 1992 
specially, and heads of the departments of psychosomatic medicine committed 
themselves to establish psychosomatic medicine as an independent specialty in 
medicine. They were convinced that only a specialization allows an intensive train-
ing in psychotherapy and psychosomatic medicine. In 1992 the German Society for 
Psychosomatic Medicine and Psychotherapy was founded.

As a consequence psychosomatic medicine in Germany has a larger institutional 
basis than in any other country and has developed well over the last decades. It ben-
efits from its institutional independence and the progressive changes in health care. 
The clinical core competency of German psychosomatic medicine is centred on 
integrated care for the following disorders: somatoform/functional disorders, eating 
disorders, somatopsychic disorders (including psycho-oncology, psychocardiology, 
neuropsychosomatics and psychodiabetology) and psychotraumatology. An overlap 
with psychiatry and psychology exists in the fields of treatment of depressive, anxi-
ety and personality disorders.

16.2  Stages of Training and Specialization

In 1993, the General Assembly of German Physicians voted for a three-level 
approach and, thus, a differentiated and stepped-care qualification training process 
for specializing in psychosomatic medicine and psychotherapy, which are as 
follows:

 (a) Psychosomatic basic care includes an 80-h structured training comprising theo-
retical and clinical instruction with psychosomatic patients and reflection of the 
doctor-patient relationship. All clinically practicing medical specialists can 
enrol in this training. Psychosomatic basic care is also an integral part of spe-
cialist training in general medicine and gynaecology. About 35,000 general 
practitioners and 12,000 gynaecologists have obtained this qualification [4].

 (b) A post-graduate degree in psychotherapy for those already holding a specializa-
tion degree (18,000 medical doctors with an additional qualification in psycho-
therapy [5]. The training is extra-occupational and conveys basic 
psychotherapeutic skills (120  h of supervised psychotherapy, 120  h of 
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theoretical input and personal therapy). There are an additional group of 3180 
medical doctors with a post-graduate degree in psychoanalysis.

 (c) A 5-year specialization to become a specialist in psychosomatic medicine and 
psychotherapy (to date: including 1 year each of internal medicine and psychia-
try, from 2018 ff. 4 years in psychosomatic medicine and one additional year in 
a clinical subject). This training comprises 1500 h of supervised psychotherapy, 
240 h of theoretical input and personal therapy in both individual and group 
settings. The main emphasis is on the specialized psychotherapeutic and inte-
grated psychosomatic treatment of patients with mental, psychosomatic, 
somatopsychic and stress disorders. Among physicians who practise psycho-
therapy in Germany, a specialist in psychosomatic medicine and psychotherapy 
has received the most intensive psychotherapeutic training. A specialist in psy-
chiatry and psychotherapy has to provide only 240  h of supervised psycho-
therapy. Thus, a specialist in psychosomatic medicine and psychotherapy is the 
most qualified expert within the medical psychotherapeutic and psychosomatic 
care fields. Up to now, there are n = 5180 specialists of psychosomatic medicine 
and psychotherapy [5].

16.3  Psychosomatic Facilities and Structure

One historical milestone was the establishment of the first psychosomatic inpatient 
hospital that was opened in Berlin already in 1927. Since then, a significant number 
of hospitals and departments developed specifically to address psychosomatic 
issues all across Germany. Data based on a 2015 survey [6, 7] show that there are a 
total of 223 hospitals covering more than 10,000 inpatient beds. The mean length of 
stay was around 40 days. These figures demonstrate that the number of inpatient 
beds in Germany nearly tripled this millennium. There has also been a steep increase 
of psychosomatic day-patient facilities in recent years.

The following figure illustrates the structure of an academic psychosomatic depart-
ment in Germany. In 1970, psychosomatic medicine became an obligatory subject in 
the medical school curriculum at the 37 official medical schools in Germany. Building 
on this advancement, the majority of the medical schools (N = 26) decided to establish 
independent and entire departments of psychosomatic medicine.

16.4  Inpatient and Day-Patient Facilities

To date there are different types of psychosomatic hospital facilities in Germany:

 1. Hospitals for psychosomatic medicine with a superregional coverage area. The 
hospitals often include specialized subunits (e.g. eating disorders, PTSD, chronic 
pain) comprising more than 200 beds.

 2. Departments of psychosomatic medicine at general hospitals providing regional 
coverage. The departments administer a consultation/liaison service for the 
entire hospital but have limited inpatient facilities (9–36 beds).
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 3. Departments of psychosomatic medicine and psychotherapy as academic institu-
tions at university hospitals. These departments are responsible for patient care 
(20–70 beds), teaching and research (see Fig. 16.1).

 4. Departments of psychosomatic medicine that are part of a psychiatric hospital 
(20–30 beds).

 5. Consultation/liaison services for psychosomatic medicine at general and univer-
sity hospitals (without own treatment unit).

Health insurance (public or private) covers treatment costs from a budget sepa-
rate from the one for psychiatry. Costs for psychosomatic care are based on length 
of treatment rather than on the diagnosis-related group. This refunding system will 
probably change in the next few years.

Aside from the health insurance-covered hospital sector, there is a separate sys-
tem of rehabilitation centres in Germany, which target the clinical areas of cardiol-
ogy, oncology, neurology, orthopaedics and psychosomatic medicine. Their 
particular focus is on work-related aspects of disability prevention. Pension insur-
ance covers the costs for these centres. There are 141 centres for psychosomatic 
medicine in this system, which provide about 16,000 additional inpatient beds with 
average treatment duration of 37 days (for more details see [8]).

Psychosomatic inpatient and day-patient treatment programmes are mostly com-
bined multimodal therapy programmes, combining psychotherapy in individual and 
group formats, oriented on treatment guidelines and best practice experiences. Very 
often, psychodynamic and cognitive-behavioural approaches are both used in a coherent 
overall framework. Based on the leading diagnosis additional therapies, e.g. stress-
reduction techniques, physiotherapy, body psychotherapy and creative therapies (art 

Research,
Teaching
&
Training

CL:
Psycho-oncology; General. CL;
specialized CL (e.g. transplantation,
bariatric surgery, pain clinics)

Inpatient:
offering inpatient care, including
specialized settings (e.g. eating
disorders, trauma, somatoform
disorders)

••

•• •

•

Outpatient:
(a) diagnostics and gate-
keeping for different
therapeutic options
(b) developement,
implementation and
evaluation of specialized
treatment programs

Day-patient:
stepped-down after initial
inpatient care, prim. day-care

PSM

Fig. 16.1 Structure of an academic psychosomatic (PSM) department in Germany
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and/or music therapy) are often part of the combined treatment package. Problems in the 
interpersonal and psychosocial field are in the major focus of family-/partner-oriented 
treatments often supplemented by a psychosocial skills training. As part of the new 
reimbursement system, the dosage of psychotherapy is monitored as a key input factor.

16.5  Integrated and Collaborative Care in German 
Psychosomatic Medicine

The majority of psychosomatic departments and hospitals take part in stringent 
quality assurance programmes in order to monitor their treatment programme and 
to provide transparency to the patients. In addition in respective regions and states, 
registries were introduced to provide outcome data on basic factors, e.g. duration of 
treatment, leading diagnosis and number of comorbid disorders [9].

Although it is hardly possible to design intervention studies to test such complex 
interventions such as multimodal in- or day-patient treatments, a recent systematic 
review and meta-analysis on pre-post studies [10] revealed a medium within group 
effect size of g = 0.72 for symptom change and 0.35 for change of interpersonal 
problems. However there are first multisite RCTs in Germany, investigating setting 
effects of day- and inpatient psychosomatic treatment in patients with a depressive 
disorder [11, 12].

16.6  Models of Psychosomatic Inpatient Services

The predominant model of inpatient psychosomatic services as rooted in the tradi-
tion of internal medicine in Germany is based on the “Heidelberg” model of psy-
chosomatic inpatient services. The model was originally founded by Ludolf Krehl 
(1861–1937) and his scholars Richard Siebeck (1883–1965) und Viktor von 
Weizsäcker (1886–1957). The model entails a continuum of care where somatic 
diagnostic and therapeutic services and a focus on internal medicine interventions 
represent the one end of the spectrum and a focus on psychotherapeutic interven-
tions represents the other end of the continuum. The intensity or setting where a 
patient is treated thereby depends on the specific needs of the individual. Rooted in 
this tradition, the Clinic for General Internal Medicine and Psychosomatics in 
Heidelberg, for example, is organized into three main units, one with a primary 
focus on internal medicine where the psychosomatic perspective is included, one 
unit where psychosomatic-psychotherapeutic interventions are equally represented 
together with somatic services and two units where the focus lies on psychosomatic- 
psychotherapeutic interventions.

Although other clinical centres for psychosomatic medicine may not differenti-
ate across independent units along this continuum, the model of care with differing 
dosage of interventions (e.g. within different specialized therapeutic settings) of 
either diagnostic and therapeutic focus (somatic or psychotherapeutic), depending 
on the needs of the individual patient, can be seen as the gold standard of psychoso-
matic inpatient care in Germany.
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The treatment components of inpatient services in a multimodal therapy pro-
gramme in Germany include single and group psychotherapy sessions with dosages 
varying between one and three single sessions of 25–50 min, respectively, per week 
and between two and three group therapy sessions with 50–100 min, respectively, 
per week. In addition, there are usually specialized group therapies in disorder- 
specific settings, for example, specialized group therapy for patients with chronic 
pain, depressive disorders, eating disorders, post-traumatic stress disorders or 
somatoform disorders with 50–100 min per week. In total a typical dosage of psy-
chotherapy may contain 75 min of single psychotherapy sessions, 100 min psycho-
dynamic or cognitive-behavioural group therapy and 75 min disorder-specific group 
therapy per patient and week. The latter exemplary numbers thereby represent set-
tings with a focus on psychosomatic-psychotherapeutic services. Settings with a 
primary focus on somatic entities might have less intense dosages of psychotherapy 
(e.g. one single session and one group session per week).

Besides the psychotherapeutic single and (specialized) group interventions 
(including family therapy), creative therapies such as art therapy, music therapy, 
creative writing or land-art therapy (gardening therapy) are offered at most institu-
tions for psychosomatic medicine in Germany. Dosages of creative therapies may 
vary substantially and may range from 50 to 200 min per week for either of the 
approaches. Art therapy on the one hand may entail diverse techniques such as 
painting using different techniques (drawing, painting in oil or watercolours) or pot-
tery and stonecutter. These techniques mainly serve the common aims of expressing 
and reflecting emotional states and biographic motifs which eventually may then be 
worked on further in, e.g. single or group therapy sessions.

Music therapy on the other hand may, for example, consist of singing sessions, 
percussion groups or instrumental groups, where patients may choose from a range 
of different music instruments (e.g. guitar, harp, xylophone, triangle, pipes, drums 
and others), for example, to express their (emotional) states, feelings and wishes 
and to try out other forms of communication among the group of patients to (musi-
cally) interact. Music therapy thereby may be a means of expressing one-self as 
much as improving (empathic) listening skills and to make experiences of new ways 
of interacting with new mediums (in this case music instruments) with others. In 
addition to psychotherapy and creative therapies, most centres for psychosomatic 
medicine in Germany will offer further specialized therapies such as physiotherapy, 
social interaction training (e.g. exercised by role-plays), social counselling (e.g. on 
work-related issues), relaxation and meditation techniques, biofeedback, stabiliza-
tion techniques (especially in settings for patients with post-traumatic stress disor-
ders), diverse approaches of body therapy (especially in settings for patients with 
eating disorders), activation techniques and sports (walking, swimming, gymnas-
tics, ergometer training).

See Table 16.1 for an exemplary treatment schedule for patients with chronic 
pain (as practised at the University Medical Hospital Tuebingen, Department for 
Psychosomatic Medicine and Psychotherapy).

These therapy components in the multimodal therapy process are accompanied 
by structured team processes where the team members of a psychosomatic inpatient 
unit exchange their perspectives on the current state of therapy of a given patient 
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and where the focus of the therapy is elaborated and supervised. In weekly ward 
rounds, the patient is seen by the members of the treatment team including the con-
sultant of the unit. In addition, in a separate weekly team process, the current state 
and treatment progress of every patient is reflected on by the treatment team of the 
unit (physicians for psychosomatic medicine, psychologists, nurses, creative thera-
pists, physiotherapists, social counsellors and others). Depending of the predomi-
nant school of psychotherapy, the team processes may rely on different structured 
instruments of diagnostic and assessment such as the operationalized psychody-
namic diagnostic system (OPD-2, Arbeitskreis OPD 2006) to plan, conceptualize 
and operationalize the individual treatment goals.

Among the most specialized disorder-specific treatment settings in psychoso-
matic clinics and departments are, for example, the settings for patients with chronic 
pain (see Table  16.1) eating disorders and somatoform/functional disorders. For 
patients with eating disorders, specialized centres may offer (in addition to the 

Table 16.1 Exemplary psychosomatic inpatient treatment schedule for patients with chronic pain

Monday Tuesday Wednesday Thursday Friday
7.15–7.45
Morning 
activation 
(physiotherapy)

7.15–7.45
Morning 
activation 
(physiotherapy)

7.15–7.45
Morning 
activation 
(physiotherapy)

7.15–7.45
Morning 
activation 
(physiotherapy)

7.15–7.45
Morning 
activation 
(physiotherapy)

8.00–8.30
Breakfast

8.00–8.30
Breakfast

8.00–8.30
Breakfast

8.00–8.30
Breakfast

8.00–8.30
Breakfast

08.50–9.40
Music/singing 
group
8.45–10.00
Art therapy
11.00–12.00
Biofeedback

9.00–9.50
Group 
psychotherapy
10.15–10.40
Physiotherapy
9.00–9.50
Individual 
psychotherapy

8.45–10.00
Nordic walking
10.00–11.00
Body therapy
11.00–12.00
Biofeedback

8.30–11.00
Ward round 
(with consultant 
physician)
8.45–9.10
Physiotherapy
11:00–11:50
Individual 
psychotherapy

9.00–9.50
Group 
psychotherapy
10.00–11.00
Body therapy
10.45–11.35
Nordic walking

10.50
Educational 
movie for 
chronic pain

11.10–12.00
Nordic walking

11.00
Water 
gymnastics 
(physiotherapy)

12.00–12.20
Meditation

12.00–12.20
MBT/meditation

12.00–12.20
MBT/meditation

12.00–12.20
MBT/meditation

12.00–12.20
MBT/meditation

12.30–13.00
Lunch

12.30–13.00
Lunch

12.30–13.00
Lunch

12.30–13.00
Lunch

12.30–13.00
Lunch

15.00–15.25
Stabilization 
therapy
15.45–17.00
Social 
therapeutic 
group
Including 
role-play

13.15–15.15
Art therapy
15:30–15:55
Specific group 
therapy for 
chronic pain 
patients

15.10–16.00
Progressive 
muscle 
relaxation
16.00–16.50
Qigong
17.00–17.25
Patient 
assembly

15.05–15.55
Specific group 
therapy for 
chronic pain 
patients
16.00–17.30
Gardening 
therapy

13.15–14.05
Music therapy
13.15–14.05
Dance therapy
15.20–16.10
Progressive 
muscle relaxation
16.15–16.40
Patient assembly 
(preparation for 
weekend)

16 Organization of Psychosomatic Service in Health Systems: The German Perspective



296

treatment components described above) regular meetings of the patient with a nutri-
tionist, and concepts may entail a weekly specialized group therapy for patients 
with eating disorders where, for example, the dietitian, eventually together with a 
specialized nurse or physician/psychologist, reflects on the weekly progresses with 
the patient concerning eating structure, activity levels and other functional and dys-
functional behaviours and their determinants. Furthermore, settings for patients 
with eating disorder will contain standardized weightings (e.g. twice a week), single 
sessions of mirror exposure therapy, body image directed group therapy, guided 
cooking sessions, guided exposure to natural consumption (shopping) and eating 
environments, family therapy sessions (diagnostic and therapeutic including the 
parents of one patient only) and psychoeducational/therapeutic (with parents of 
multiple patients) in group sessions.

16.7  In the Outpatient Sector

To date [13] there are 3058 specialists in psychosomatic medicine and psychother-
apy as well as n = 4154 specialists in psychiatry and psychotherapy working in the 
outpatient sector. In Germany, only medical doctors and certified clinical psycholo-
gists are allowed to practise psychotherapy for adults.

In particular, specialists in psychosomatic medicine and psychotherapy are treat-
ing 190,000 outpatients per year and those medical doctors with an additional degree 
in psychotherapy another 170,000 outpatients per year. The majority of these patients 
are between 35 and 54 years old (mean 43.2 years), and their primarily diagnosis are 
depressive disorders, anxiety disorders and adjustment disorders [14]. The majority 
of patients are treated with a psychodynamic approach in short-, intermediate- or 
long-term treatments. As a consequence a mean outpatient psychosomatic practice is 
caring for about 170 patients per year. This is roughly the same number than a prac-
tice run by a clinical psychologist in Germany. Since 2005 specialists in psychoso-
matic medicine and psychotherapy in Germany have a distinct catalogue as the basis 
for refunding by the German health-care system. In this German system until now, 
there is a clear separation between the inpatient and outpatient sector, provided 
mainly by hospitals and the separated outpatient sector mainly structured and orga-
nized in outpatient practices run by independent specialists.

16.8  Consultation-Liaison Psychosomatic Medicine (CL PSM)

The first psychiatric CL service was established at the University of Colorado General 
Hospital by E.G.  Billings in 1939 [15]. “Consultation” covers the patient- centred 
aspect, whereas “liaison” refers to a team-based intervention approach. In Germany—
as opposed to many other countries worldwide—there are two different specialities 
providing CL service in the field of psychological comorbidities: psychiatry and psy-
chosomatic medicine. Until the 1960s it was not common to have psychiatric depart-
ments in general hospitals, which started to change after the German 
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“psychiatry-enquête” and its demand for more integrated care [16]. With the introduc-
tion of the speciality “psychosomatic medicine and psychotherapy” in 2003, the dual-
ity of CL service in the field of psychological comorbidities started, and until now 
there is a wide overlap in service, though psychosomatic doctors usually do not see 
patients with substance abuse, deliberate self-harm, psychosis and prominent suicidal-
ity. Up to one third of patients treated for medical-surgical health problems have clini-
cally relevant psychological comorbidities which is in contrast to CL PSM referral 
rates of around 3% [17]. CL PSM seems to be cost-effective, and accepted with staff 
and patients though concordance to CL PSM recommendations varies [17, 18].

In 2008, a task force was created by the board of the European Association of 
Consultation-Liaison Psychiatry and Psychosomatics (EACLPP) and the Academy 
of Psychosomatic Medicine (APM) to define core characteristics (roles, competen-
cies, work content) for physicians in the field of consultation-liaison psychosomat-
ics ([19], see also Table  16.2). In general, CL PSM takes care of patients with 
psychological symptoms or syndromes being treated for other reasons in a 

Table 16.2 CanMEDs roles and corresponding competencies for CL PSM doctors [19, 20]

CanMEDs role Competencies
Medical expert •  Facilitate optimal care through effective diagnostic and evidence-based 

therapeutic skills including a biopsychosocial approach
•  Apply or refer to therapeutic interventions (psychoeducation, 

psychotherapy, pharmacotherapy)
Communicator •  Establish a good doctor-patient relationship regardless of the patient’s 

background (e.g. gender, religion, ethnicity)
•  Communicate effectively with patients, relatives and other health-care 

professionals
Collaborator •  Interact effectively with all stakeholders involved (health-care 

professionals, patients, relatives) while taking into account each person’s 
level of understanding mental health and CL PSM

•  Help educating other health-care professionals on CL PSM, and clearly 
explain recommended treatments to enhance adherence

•  Be part of integrative care teams and/or supply with information on 
post-inpatient care options in the sector of mental health

Manager •  Provide CL PSM service evidence-based with attention to 
cost-effectiveness

• Supervise and evaluate performance of other CL PSM team members
Health 
Advocate

•  Identify important determinants that affect patients’ health and contribute 
effectively to their improvement

• Prevent stigmatization of mental health problems
Scholar • Engage actively in continuing professional development

•  Stay up to date with and critically assimilate latest research findings in the 
field of CL PSM

•  Engage in teaching of medical students as well as other health-care 
professionals and the interested public

Professional • Recognize and acknowledge one’s own limitations and act accordingly
•  Reflect upon one’s decisions and actions critically and realize its impact on 

others
•  Awareness of relevant legal issues and laws and regulations related to 

health care
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non- mental health setting. Patients might have a medical-surgical condition and 
mental illness complicating each other’s management, medically unexplained 
symptoms or a mental illness directly due to a general medical condition or its treat-
ment. Additionally, they might show social situations, health beliefs and behaviours 
or personality traits that hamper successful treatment of the medical-surgical condi-
tion [19]. CL PSM doctors thus treat medical-surgical patients with comorbid psy-
chological symptoms as well as actively identifying those at risk to develop mental 
health problems.

Usually, the CL PSM service is either part of the general psychosomatic out-
patients’ department or run independently as an own subdepartment. CL PSM 
doctors should have at least a couple of years work experience to guarantee their 
firm knowledge of psychosomatic disorders and established treatments. 
Additionally, there are special training classes preparing doctors for CL PSM 
challenges [21].

Helpful screening instruments in the context of CL PSM are the Hospital Anxiety 
and Depression Scale (HADS), the Patient Health Questionnaire-9 (PHQ 9), the 
36-Item Short Form Health Survey (SF-36) and the State-Trait Anxiety Inventory 
(STAI). CL PSM service comprises diagnostic evaluation, differential diagnostic 
referrals (e.g. further lab screening, other CL services) and treatment recommenda-
tions (psychological interventions like patient education, behaviour management or 
counselling, psychotherapy, pharmacotherapy) [18, 19]. An important issue is that 
usually not the patient initiated the encounter in the first place and the hospital set-
ting as well as underlying medical-surgical conditions might hamper effective psy-
chotherapy even in the willing ones [22]. Thus, brief psychotherapeutic interventions 
going beyond psychoeducation in the medically ill usually have to be specifically 
tailored to the patient’s condition. For example, medically severely ill patients hav-
ing difficulties to come to terms with their disease primarily receive resource-ori-
ented, supportive interventions focussed on their main leading-affect and the often 
severely low self-esteem. Comorbid depression or anxiety in the CL setting can be 
treated with short psychodynamic or cognitive-behavioural psychotherapy though it 
will usually still be rather supportive than exploratory or confrontational. For trau-
matized patients, crisis interventions like stabilizing exercises and supportive relief 
are often the first choice. However, in general, time within CL PSM service is lim-
ited, which makes recommendations for after discharge always a crucial part of the 
CL PSM service.

16.9  Examples of Special Areas Within CL PSM

16.9.1  Transplant CL PSM

The need for transplant surgery is always a difficult situation asking for a solid 
evaluation scheme of potential recipients assessing their mental health status as well 
as their ability to adhere to necessary lifelong treatment. It is well-known that the 
outcome of the procedure is highly correlated with the recipient’s mental health 
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status [23]. With the shortage of post-mortal donations, the concept of living organ 
donation becomes more popular. This poses a special context with an ethical issue 
due to the fact that a healthy donor is risking his or her health for the live and health 
condition of the recipient. Thus, respect for the donor’s autonomy is currently the 
main justification for allowing this risky procedure, and there are usually strict 
national guidelines on the evaluation process. CL PSM evaluation thus comprises 
assessment of the donor’s motivation, voluntariness, knowledge about the proce-
dure and its possible complications, relation with the potential recipient, mental 
health history, socio-economic background and long-term outcomes [24]. Within 
living organ donations, the very recent uterus transplantation is a new field with 
certain distinctive features compared to other organs: it is classified into the group 
of “non-vital and quality of life-enhancing types of transplantation” and usually 
only for the temporary purpose of giving birth to children [25]. Here in particular, a 
common evaluation of both, potential donor and recipient, together after the indi-
vidual assessment has been completed successfully is considered crucial although it 
might also be helpful in other living organ donation situations [26]. In general, 
donors report satisfactory post-operative outcomes or even positive effects like a 
boost in self-esteem which has to be balanced against possible failures on the recipi-
ents’ side and the dangers for the donors [24, 27].

16.9.2  Psychocardiology

It is well accepted that psychosocial stressors play a crucial role in the development, 
progress and outcome of cardiovascular diseases [28]. The negative impact seems to 
come from the risk factors themselves via enduring, dysfunctional activation of the 
autonomous nervous system, the endocrine and inflammatory system as well as the 
factor’s influence on patient behaviour (e.g. the risk factor “low socio-economic 
status” is associated with increased smoking rates which in turn are risk factors for 
cardiovascular events) [29]. Particularly depressive and anxious symptoms are far 
more present in patients with cardiovascular diseases than in the normal population 
with negative impact on patient outcome [30]. Several meta-analyses could show 
that psychosocial interventions—as offered by CL PSM—could provide a positive 
effect on quality of life, health-related behaviour and somatic risk factors as well as 
partially on cardiovascular morbidity and mortality [31, 32]. There is also strong 
recommendation that psychological comorbidities like depression or anxiety disor-
ders need further psychotherapeutic treatment [28].

16.9.3  Chronic Pain

Patients with medically unexplained pain are often first admitted to medical- surgical 
departments and show negative associations like longer hospital stays, greater over-
all costs and more frequent usage of health-care systems [33]. CL PSM offers sup-
port in assessing if these symptoms presented are truly functional and can be 
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explained as representatives of a mental illness addressing the patient’s health 
beliefs and trying to link psychosocial issues to physical symptoms whenever pos-
sible [33]. Additionally, patients with chronic pain explained by underlying medical- 
surgical reasons have a higher comorbidity of mental illnesses such as major 
depression or PTSD and need to be assessed for substance abuse [34, 35]. Aside 
from this traditional CL PSM service, more collaborative care programmes are also 
dealing with chronic pain patients. Pain-related somatic disciplines like neurology 
or orthopaedics can offer complex chronic pain treatment for 1–2  weeks on the 
condition that they include other specialities like psychosomatic medicine into their 
treatment programme. Here, patients get psychosocial evaluation and basic psycho-
education as well as special recommendations for further treatment options if neces-
sary. Also, CL PSM doctors offer clinics within the anaesthesiological pain clinic. 
Anaesthesiologists can refer patients they consider suitable for evaluation, and 
patients don’t even have to change location or go through the sometimes subjec-
tively embarrassing task of entering a mental health clinic. The climax in this chain 
of constellations are interdisciplinary pain-specific day units, where PSM CL doc-
tors work together with anaesthesiologists, neurologists, neurosurgeons or ortho-
paedic doctors on a constant basis to guarantee best possible health care. These truly 
collaborative integrated care models have shown to be effective even in long-term 
follow-ups [36, 37].

16.9.4  Psycho-oncology

The field of psycho-oncology is also closely linked to psychosomatic medicine in 
Germany. In the majorities of the Comprehensive Cancer Centres, which are linked 
to academic medicine, psycho-oncology is delivered by departments of psychoso-
matic medicine. However, also specialists from psychosomatic medicine need some 
additional extra training and a specific additional certification.

 Conclusion

To conclude, combining its two traditions, German psychosomatic medicine has 
developed well over the last decades, benefitting from its institutional indepen-
dence. Clinically, disorder-oriented psychotherapy is a core method integrated 
with other modes of therapy. So the German model of psychosomatic medicine 
is a strong advocate for psychotherapy in medicine and just celebrating its 25th 
anniversary of an independent discipline within medicine.
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17Training in Consultation-Liaison 
Psychiatry and Psychosomatic Medicine
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Abstract
Training is a central issue for consultation-liaison (C-L) psychiatrists and spe-
cialists in psychosomatic medicine (PM), firstly for their own education. There 
is a wide variety of training of residents and fellows in different countries. 
Guidelines for training were developed and agreed in the USA, in Australia and 
New Zealand, and in Europe.

Secondly, C-L and PM specialists have an important role as teachers. They 
educate medical students and give courses in communication skills and psycho-
somatic competencies for general practitioners, residents and specialists of other 
medical specialties, and other health-care professionals like nurses or case man-
agers. Such training courses proved effective to improve communication with 
and treatment of patients with comorbid medical and mental health problems.

In this chapter, we review training modalities (a) for residents and fellows in 
C-L psychiatry and PM and (b) for nonpsychiatric health-care professionals in 
different countries. In this review, we mainly focus on the situation in the USA, 
Europe, and Australia and New Zealand.
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17.1  Introduction

Consultation-liaison psychiatry (CLP) and psychosomatic medicine (PM) are over-
lapping fields of health care (HC), research, and education at the interface between 
“general” and mental health. CLP emerged with the establishment of psychiatric 
departments in general hospitals in the middle of the last century. It is based on a 
psychiatric service for the “somatic” departments—organized either on demand 
(consultation) or in a more integrated way with a consultant embedded in the 
somatic department (liaison). In some countries, special competencies (e.g., “liai-
son psychiatry” in the UK) or subspecializations (“psychosomatic medicine” in the 
USA, “consultation-liaison psychiatry” in Switzerland) were established.

While CLP is a well-defined form of HC intervention, psychosomatic medicine 
(PM) is based on a broader concept. On the one hand, it espouses a general approach 
to medicine which integrates psychological and social aspects of disease; on the 
other hand, it describes—similar to liaison psychiatry—integrated forms of inter-
ventions of PM specialists in general health care. In most countries, PM is seen and 
performed as a “holistic” biopsychosocial approach to medicine, including an 
important educational role for medical students and primary care physicians. In 
some European countries (Germany, Latvia, Czech Republic), medical specializa-
tions in PM were established separately and alongside general psychiatry.

Depending on the view of CLP and PM as a more general “holistic” concept in 
medicine or a more specialized field of medical intervention, the requirements for 
training are very different. Medical students and residents in general medicine and 
medical specializations should be educated to consider psychological and socioeco-
nomic factors as well as physical factors in the diagnosis and treatment of diseases, 
and they should be trained in adequate communication skills to meet the needs of 
their patients. Psychiatrists and psychosomatic doctors involved in CLP and PM 
services need special knowledge, skills, and attitudes. The knowledge must include 
both somatic aspects of disease and psychological and social aspects. Skills must 
include biological as well as psychological treatment methods and specific com-
munication skills to perform clinical work at the borderline between general and 
mental health care, collaborating with different professions and health-care teams. 
Approaches must be based on a biopsychosocial theoretical framework and a 
humanistic view of the world (Weltanschauung). As a consequence, in this chapter, 
we will first discuss essential training in psychosomatic competencies for medical 
students and general practitioners, followed by specialized training for psychiatrists 
and specialists in PM.

So far, different examples of training have been established, evaluated, and pub-
lished, and there is a wide variety of education and training methods. The principles 
of the biopsychosocial paradigm and basic psychosomatic knowledge and skills 
have been included in many medical curricula. In some countries (e.g., Austria, 
Germany, Switzerland), curricula in “basic psychosomatic competencies” were 
developed for residents in general medicine and for GPs [1, 2]. Recently such pro-
grams have been established in China, Laos, and Vietnam [3]. Courses in communi-
cation skills seem to be well accepted by internists [2, 4] and particularly by 
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oncologists [5]. A meta-analysis has shown the benefit of such training [6]. In some 
countries, such courses became mandatory for oncologists (e.g., the UK and 
Switzerland).

The CanMEDS framework for postgraduate education (PGME), which was orig-
inally developed in Canada and first published in 1996, has now been adopted by 
many countries to shape training and practice for doctors [7]. Although the 
CanMEDS framework does not specifically refer to psychosomatic aspects of dis-
ease in its broad themes, it does place great significance on the role of doctor as a 
communicator and a collaborator.

Regarding specialized training in CLP and PM, the Manchester courses in liai-
son psychiatry [8] were considered the “gold standard” for training of psychiatric 
and psychosomatic residents in C-L. They were a melting pot of ideas and enhanced 
the spread of C-L services throughout Europe. Similar courses emerged in other 
countries (Austria, Germany, Italy).

In the USA, the Academy of Psychosomatic Medicine (APM) published consen-
sus papers on the training of psychiatric residents in CLP [9] and on the core com-
petencies for the fellowship “psychosomatic medicine” [10]. The European 
Association of Consultation-Liaison Psychiatry and Psychosomatics (EACLPP), 
the precursor of the European Association of Psychosomatic Medicine (EAPM), 
established a working group which elaborated and agreed guidelines for training in 
C-L psychiatry and psychosomatics [11]. Surveys on the organization and practice 
of training in C-L were undertaken and published in Western Europe [11], in Eastern 
Europe [12], and in the USA [13].

Finally, APM and EACLPP published a joint consensus paper on the scope of 
practice, processes, and competencies for CLP and psychosomatics [14]. In the sec-
tion on competencies and skills, the CanMEDS framework [7] was adopted with 
specific psychosomatic competencies described for each of the CanMEDS areas: 
medical expert, communicator, collaborator, manager, health advocate, scholar, and 
professional.

17.2  Undergraduate Education of Medical Students

The biopsychosocial theoretical concept of diseases and medical care [15–17] replaced 
the biomechanical paradigm and became the predominant paradigm in Western medi-
cine. However, it is not unanimously accepted [18], and its implementation in the prac-
tice of medical training has been patchy and inadequate in most medical faculties. 
There is wide variation in how the biopsychosocial approach is taught, both in theoreti-
cal and in clinical aspects of the medical curriculum. The formats include clinical 
courses, communication skills training courses, and clinical clerkship.

• Small-group clinical courses in which students practice conducting medical 
interviews with real patients or with simulated patients, using trained actors, 
have been shown to improve students’ interviewing skills and patient-centered 
attitudes and are positively evaluated by medical students [19–22].
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• In some medical schools, psychosomatic/C-L faculty members are engaged in 
interprofessional courses and seminars together with nursing schools teaching 
team communication and difficult topic areas of communication with patients 
(e.g., breaking bad news, medical error communication) [23].

• Clinical clerkship rotations in psychosomatic/C-L departments strengthen a bio-
psychosocial understanding of illness [24–26]. Unfortunately, most of these 
clerkship rotations are voluntarily. In the evaluation of these programs students 
as well as faculty report a high practical value of such education and recommend 
that it should be mandatory in the undergraduate curriculum.

17.3  Postgraduate Training of Residents in General 
Medicine, Primary Care Physicians (PCPs) 
and Nonpsychiatric Specialists

In the USA, only about 50% of patients with mental illness are primarily seen only in 
primary care settings. Only a minority of patients receive effective treatment. This 
results in under treatment of patients with mental health problems but also in social 
problems and increased costs because treatment of mental illness in the medical health 
sector produce much more costs than in the mental health sector [27]. This is not only 
an American problem but to a larger or smaller degree a worldwide problem. In a 
White Paper on the Integration of Psychiatry and Primary Care the American Psychiatric 
Association [28] strongly recommended the development and implementation of men-
tal health services integrated in primary care. Another urgent task is to train GPs and 
physicians of other medical specialties to better understand, diagnose, and treat mental 
health disorders and to more effectively cooperate with mental health specialists.

In some countries (e.g., Germany), residents in general medicine are obliged to 
perform courses in “basic psychosomatic competencies” ; in other countries (e.g., 
Austria, Switzerland, Denmark), such courses are voluntary and, on completion, 
involve receipt of a Diploma of the Medical Association. The extent and the content 
of these courses is very different in different countries. Frequently taught subjects 
are the diagnosis and treatment of somatoform/somatic symptom disorders, psycho-
social aspects of chronic pain, as well as anxiety, depression, and substance abuse 
in the medically ill. Usually the leaders and teachers of these courses are specialists 
in psychosomatic medicine or C-L psychiatrists. As an example, we show in 
Table 17.1 the number of hours of training and the types of training experience for 
courses in “basic psychosomatic competencies” in Austria, Germany, and 
Switzerland. In some countries, physicians who have completed these courses 
receive higher fees for medical consultations from the health insurance companies. 
In Germany, more than 60.000 of the 360.000 German PCPs have attended such 
courses [29].

Some university hospitals (Aarhus, Denmark; Freiburg, GE; Manchester, UK) 
offer special trainings for the diagnosis and treatment of somatoform/somatic symp-
tom disorders for primary care physicians and other nonpsychiatric specialists. A 
very specific example is the “reattribution model” developed by Goldberg and co-
workers [30] in Manchester, England, for use by GPs in their everyday practice. 
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This program was further refined by the Aarhus Research Unit on Functional 
Disorders (“The Extended Reattribution and Management (TERM) model” [31] 
and by the Psychosomatic Department of Freiburg University [1]. These programs 
aim to increase knowledge about somatoform/somatic symptom disorders, change 
GPs’ attitude toward these disorders, and train them in interview techniques and 
specific treatment techniques for these disorders. The training programs last between 
24 and 30 h (usually 2 full days and several evenings). They are based on micro 
skills training in small groups including role-playing and feedback and take into 
account the very limited available time that GPs have for the treatment of these 
patients. The programs proved to be suitable for improving communication with 
patients with functional disorders. After the training doctors and their patients were 
more satisfied with the interaction and the treatment and patients’ somatoform 
symptoms were more reduced than in patients treated by GPs without such training 
[32, 33], although outcome is variable [34]. The TERM model is now mandatory for 
the training of GPs in some regions in Denmark. In Germany, 35,000 GPs and 
12,000 gynecologists performed such training.

An interesting project to train and supervise primary care providers in rural 
areas, the ECHO project, was developed and evaluated in Ontario, Canada. In the 
framework of a video-based collaborative care approach, GPs, nurses, social work-
ers, and other community health workers participated in the program. Using weekly 
video conferences, an interdisciplinary team including C-L psychiatrists offered 
case discussion and didactic lectures to the participants. Evaluation of the program 
showed high satisfaction of 131 participants in 26 rural sites. They reported 
increased knowledge of mental health issues, a reduced professional isolation, and 
a trend toward higher self-efficacy. Moreover, they reported to have implemented 
76% of the experts’ recommendations from cases in practice [35].

Table 17.1 Number of hours of training in courses in basic psychosomatic competency in 
Austria, Germany, and Switzerland

Mandatory/voluntary

Austria Germany Switzerland
Voluntary Mandatory for 

PCPs and 
gynecologists, 
voluntary for other 
specialists

Mandatory for 
gynecologists and 
oncologists, voluntary 
for other specialistsStep 1 Step 2

Course size in hours 80 240 80 40
Contents (hours)
 – Theory 40 80 20 10
 –  Communication 

skills training
30 10

 –  Case conference/
Balint group

40 80 30

 – Relaxation training 20
 –  Self-experience in 

groups
80

Examination Case 
report

Written 
case 
report

Case report Case report
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In some sectors of health care and particularly in specialties where a high num-
ber of severely ill and chronically ill patients are treated (like oncology, cardiology, 
transplantation medicine, treatment of chronic pain patients, and palliative care), 
physicians are in need of intensive further education and training in psychosocial 
aspects of illness and communication skills. In many countries, C-L psychiatrists 
and specialists in psychosomatic medicine offer communication skills training 
(CST) and contribute to specialized courses in psychosocial oncology, psycho- 
cardiology, palliative care, and chronic pain treatment for physicians, nurses, and 
other health-care professionals. CST courses are effective to improve the communi-
cation with severely ill patients and their caregivers and their satisfaction with medi-
cal treatment [4, 6]. As a consequence CST became mandatory for the training of 
oncologists in some countries (e.g., Switzerland, UK).

17.4  Training of Psychiatric Residents

Training of psychiatric residents in psychosomatics is variable. Most trainings focus on 
traditional mental disorders such as schizophrenia, bipolar disorder, and anxiety/depres-
sive states. There is relatively little emphasis on psychological aspects of physical dis-
ease or psychosomatic conditions. In the UK, the first 3 years of psychiatric training 
focuses upon the development of core competencies, and there is virtually no reference 
to liaison psychiatry skills in the learning outcomes that early career doctors have to 
achieve. Some psychiatry training schemes offer 6 month placements in liaison psychia-
try, but these are not mandatory and are only available to a small number of trainees.

Training in CLP is mandatory in other European countries, e.g., in Austria, 
Germany, Portugal, and Spain. However, training and rotation to C-L departments 
are very heterogeneous in different countries. Rotation to C-L departments ranges 
from 2 to 6 months.

In Australia and New Zealand, trainees do a basic first 12-month training in gen-
eral psychiatry and then have to spend a 6-month attachment in a C-L post during 
the next 24 months of their training (Stage 2). This training experience is manda-
tory, as is a training experience in child psychiatry.

The Academy of Psychosomatic Medicine (APM) published a consensus paper 
on the training of psychiatric residents in PM [9]. The working group on training in 
C-L of the European Association of Consultation-Liaison Psychiatry and 
Psychosomatics (EACLPP), the precursor of the European Association of 
Psychosomatic Medicine (EAPM), agreed guidelines for training in C-L psychiatry 
and psychosomatics [11]. The European guidelines recommend a larger timeframe 
for the rotation to a C-L department and a similar number of performed consulta-
tions (see Table  17.2). Both guidelines recommend similar contents of training 
including the acquirement of attitudes, knowledge, and skills such as:

• The assessment and management of psychiatric and psychosomatic disorders, 
e.g., suicide/self-harm, somatic symptom disorder/somatization, chronic pain, 
and mental disorders and problematic illness behavior in the medically ill
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• Quickly forming a therapeutic alliance under a variety of clinical settings
• Crisis intervention and supportive psychotherapy appropriate for the medically ill
• Psychopharmacology in the medically ill
• Appropriate communication with the severely ill and dying patient and his or her 

caregivers
• Appropriate communication with the consultees and the medical staff
• Promoting coordination of care for the complex patient across several 

disciplines

In addition, the APA Ad Hoc Work Group Report on the Integration of Psychiatry 
and Primary Care [28] recommends to include exposure to integrated care models 
into psychiatric residency.

17.5  Advanced Training (Special Competence, Fellowship, 
Subspecialization, Specialization)

The treatment of severely and chronically ill patients suffering from somatoform/
somatic symptom disorders, eating disorders, and complex comorbid medical and 
psychiatric conditions and the research in these areas of health care and the under-
graduate and postgraduate education of primary care physicians and specialists 
need specialized physicians. In most countries these are psychiatrists with a special 
training or a subspecialization in C-L psychiatry; in some countries (Germany, 

Table 17.2 Recommendations of the APM and EACLPP guidelines for the organization of train-
ing in C-L for psychiatry residents

APM EACLPP
Model of rotation Block model Block model
Duration of the rotation 
to a C-L department:
 – Minimum 3 months FTE 6 months FTE
 – Ideal 4–6 months
Numbers of new 
consultations performed 
by the trainee
 – Minimum 50 100

 – Ideal 100
Ideal year of rotation 
during residency

3 or 4 Second half of residency

Rotation to outpatient 
C-L experience

Recommended

Liaison activities Encouraged Recommended
Specialty areas Recommended (e.g., oncology, 

transplantation, ICU, geriatrics)
Recommended

Supervision Clearly defined frequency and 
duration of supervision sessions 
by an experienced C-L expert

Clearly defined frequency and 
duration of supervision 
sessions; named supervisor
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Austria, Latvia, Czech Republic), own specialization in psychosomatic medicine 
was established. In the UK, psychiatric trainees in their 3 years of higher training 
can spend 1 year in liaison psychiatry and obtain a subspecialty endorsement in 
liaison psychiatry, which equips them to apply for a consultant post in liaison psy-
chiatry at the end of their training.

17.5.1  Special Competence

For many years, such competence was acquired in an ad hoc manner or by learning 
from an expert in psychosomatic medicine/CLP in a hospital with an excellent repu-
tation in C-L.  Formal courses and trainings in C-L psychiatry were organized 
locally:

 – In the USA, fellowship programs appeared in several academic hospitals sup-
ported by NIMH training grants in the 1970s [36].

 – In Europe, the course for liaison psychiatry in Manchester, England, was the first 
attempt to offering some training to psychiatrists in C-L [8]. This was a week-
long intensive course that set up in 1992. The course was attended by many 
psychiatrists from other countries, too. This spread knowledge and competence 
throughout Europe and enhanced the building of a network. Similar courses were 
organized in Austria and Germany [37, 38].

Since the middle of the 1950s of the last century, researchers in the field of 
PM met for a biannual scientific meeting, the European Conference of 
Psychosomatic Research. In the mid-1990s, several multicenter research projects 
funded by the European Union brought together experts in the field who formed 
the European C-L Workgroup [39]. This was the core group for the foundation of 
the European Association of C-L Psychiatry and Psychosomatics (EACLPP) in 
1999 [40]. The EACLPP found that there were serious shortcomings and unac-
ceptable variation of the expertise and standard of training in C-L psychiatry and 
psychosomatics throughout Europe. For this reason, EACLPP founded a working 
group on training in C-L that agreed and published guidelines for training in C-L 
based on formal consensus procedures [11]. These guidelines stated that advanced 
training in C-L psychiatry and psychosomatics should enable the trainees to [11]:

 – “identify and assess complex patients with increased care needs and to formulate an 
appropriate treatment plan and care co-ordination for these patients;

 – provide comprehensive psychological and pharmacological treatment for medically ill 
patients with psychiatric co-morbidity;

 – work effectively in a liaison role;
 – sensitise physicians and nurses to the psychosocial aspects of patient care, to the pre-

vention of the development of psychosocial problems in the physically ill, and the early 
detection and treatment of psychiatric co-morbidity;
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 – provide support to medical staff and mediate conflicts between patients and medical 
staff

 – educate other specialties’ physicians and staff;
 – participate in the training of residents in C-L psychiatry and psychosomatics
 – plan and/or conduct research in C-L psychiatry and psychosomatics;
 – conduct quality management in a C-L service;
 – organise and implement a new C-L service in a particular medical department”.

The guidelines recommended that advanced training should:

 – Cover a minimum of 12-month full-time rotation to a C-L department and/or a 
PsychMed unit or a psychosomatic unit (2-year training is preferable):

• Trainees should gain practical experience in several clinical fields including 
intensive care and palliative care where they have clinical responsibility 
throughout their training under the direct supervision of an experienced C-L 
psychiatrist.

• Practical experience should include classical consultation services as well as more 
intensive and integrated cooperation with a somatic ward or department (liaison).

• The increase in knowledge should not only include knowledge about diagnos-
tic and screening methods and treatment modalities but also knowledge about 
the development and organization of C-L services, research methods in C-L, 
as well as economic aspects and ethical dilemmas in this clinical field.

• The trainees should acquire specific communication skills at the interface of 
medicine and psychiatry including a comprehensive understanding of the sys-
temic and scenic aspects of the referral and issues of transference/counter-
transference in the relationship between physicians, staff, and patients. They 
should learn to effectively communicate with a multidisciplinary team.

• Trainees should learn to coordinate care for the complex patient across sev-
eral disciplines in secondary and primary care.

• Trainees should be supervised by a named attending physician with experi-
ence in C-L psychiatry/psychosomatics. They should attend weekly case con-
ferences, theoretical seminars, and journal clubs.

• Assessment of competency should include feedback of tutors and be based 
upon trainees’ performance at clinical supervision. It should be concluded 
with a formal examination.

So far, formal advanced training in C-L psychiatry which is accredited by the 
National Board of Physicians is rare. In Finland, a 2-year approved training leads to 
the recognition of “special competence” in General Hospital Psychiatry. In the UK 
1 year of full-time training in a C-L unit leads to a “special endorsement” in C-L 
psychiatry as part of specialist training and is linked to the attainment of specific 
competencies outlined by the Royal College of Psychiatrists [41].
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In Australia and New Zealand, advanced training in CLP has been well devel-
oped. In the third stage (advanced stage) of the psychiatry training program which 
lasts for 24 months, trainees can spend 6 months in CLP [42]. This is in addition to 
a mandatory 6 months in CLP which has to be completed during their second stage 
of training. As trainees enter their advanced stage of training, they can choose to 
undertake a Certificate in Advanced Training in various areas of practice, one of 
which is CLP.

17.5.2  Subspecialization in Psychosomatic Medicine/C-L 
Psychiatry (Fellowship)

In the USA, “psychosomatic medicine” received approval as a subspecialty field of 
psychiatry in 2003. Earlier this field was better known as consultation-liaison (C-L) 
psychiatry, and recently the name of the subspecialty was changed into “consultation- 
liaison psychiatry.” Most physicians who are active in this field are members of the 
Academy of Psychosomatic Medicine (APM). Training in this subspecialty pro-
vides special competencies in the diagnosis and treatment of patients with complex 
medical conditions and psychiatric comorbidities. Fellowship training is based on a 
1-year full-time rotation (or a longer-lasting part-time rotation, at least half-time) to 
a PM clinical and teaching unit after completion of a residency in general psychia-
try. It must meet the minimum faculty standard of two specialists who are board 
certified in psychiatry and psychosomatic medicine. Board certification of the sub-
specialty requires reexamination every 10 years.

In a consensus procedure, directors of training programs agreed core competen-
cies for such training [10]. The American Accreditation Council for Graduate 
Medical Education (ACGME) has established a set of six core competencies for 
residency and fellowship certifications: clinical care, medical knowledge, profes-
sionalism, interpersonal and communication skills, system-based learning, and 
practice-based learning. These core competencies were agreed for the fellowship 
programs in CLP, too. The training is focused on the evaluation and treatment of (a) 
complex medically ill patients suffering from medical and psychiatric conditions 
and (b) patients with somatic symptom disorder/somatoform disorder or chronic 
pain in acute hospital settings. Fellows are trained to perform diagnostic evaluation 
and the development and implementation of treatment and care plans for such 
patients in inpatient and outpatient settings. In addition, they are expected to develop 
skills to professionally communicate with other HC providers, to implement liaison 
activities, and to develop multiprofessional care for complex patients. Trainees are 
supervised on a day-to-day basis. Fellowship programs include seminars, literature 
clubs, rounds, and bedside teaching, and—at least in academic hospitals—partici-
pation in research activities. Trainees and supervisors have to undergo a formal 
evaluation twice a year.

In Switzerland, a significant step was achieved about 10 years ago (in 2008) with 
the recognition of C-L psychiatry as a subspecialty of adult psychiatry by the Swiss 
Medical Chamber. The Swiss Society of Consultation-Liaison Psychiatry was 
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established in 2001 and developed C-L training requirements, influenced by the 
official recognition of the subspecialty in the USA (described above), as well as the 
recommendations made by the EACLPP [11].

The C-L subspecialty training program consists of a minimum of 2-year full- 
time work (or equivalent part-time) at an accredited C-L training center. Centers can 
be accredited for 2 years (academic and large centers entailing a multidisciplinary 
C-L team as well as specialized consultations, e.g., psycho-oncology, transplanta-
tion, bariatric surgery) or for 1 year (smaller centers). At least 1 year has to be per-
formed after the specialization in psychiatry. In addition to tutorials, supervision, 
journal clubs, and case conferences directly offered by the C-L units, candidates for 
the subspecialty have to attend theoretical training. The theoretical course (60 h) 
covers modules in C-L psychiatry, psychopharmacology, and psychotherapy in the 
C-L context, as well as topics related to specific areas (e.g., neuropsychiatry, oncol-
ogy, transplantation, pain patients, eating disorders, and substance abuse). The 
course is provided both in German- and French-speaking areas. During their train-
ing candidates must perform a minimum of 300 written and supervised referrals as 
well as 10 interdisciplinary team-counseling sessions. A minimum of 120 hours of 
individual or group supervision offered by at least two certified C-L psychiatrists—
one of them not serving in the department where the training is carried out—is 
required. Outcome and competency assessments include a learning objective-based 
evaluation by the tutors and an examination consisting of a thesis (or a first author 
peer- reviewed paper) and an oral examination focusing on clinical cases (for details 
see [43] and www.ssclp.ch).

17.5.3  Specialization in Psychosomatic Medicine

In Germany, psychosomatic medicine became a mandatory subject in the education 
of medical students in 1970. Consequently, departments of PM emerged in most 
university hospitals. They were built on a long-standing tradition of “holistic” bio-
psychosocial approaches in internal medicine and neurology. Some of these depart-
ments belonged to centers of internal medicine, others to centers of psychosocial 
medicine. In addition to education of medical students, they conducted research and 
provided clinical care for patients with medical and mental comorbidity. In 1992, 
PM became a separate medical specialization alongside general psychiatry and 
child psychiatry.

The main emphasis of the new specialty is the diagnosis and treatment of patients 
with comorbid somatic and mental conditions and disorders (e.g., anxiety and 
depression in the medically ill, somatoform disorders, adjustment disorders accom-
panying physical diseases, chronic pain syndromes, eating disorders). Training of 
specialists lasts 5 years including 1 year in internal medicine, 1 year in psychiatry, 
and 3 years of specialized training in psychosomatic medicine (at least 2 years in a 
psychosomatic department; 1 year can be performed in a certified psychosomatic 
practice). The residents must undergo a training involving attachment to psychoso-
matic wards (med-psych units), outpatient services, and consultation-liaison 
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services. Compared to subspecialty training, residents in PM have much more inten-
sive training in psychotherapeutic methods for the treatment of medically ill patients 
with psychological problems or mental comorbidities. Short-term and long-term 
psychotherapy sessions are supervised closely by faculty experts. Residents have to 
undergo a psychotherapeutic experience themselves outside the training facility. At 
the end of the training, residents perform an oral examination.

To date, about 5000 physicians have completed such specialization in Germany, 
3000 of them working in outpatient facilities and 2000 in departments of PM [28]. 
Psychosomatic departments are an established part of most tertiary care and many 
secondary care centers.

Outside Germany, a specialization in psychosomatic medicine exists in Austria, 
Latvia and in the Czech Republic.

17.6  Education of Other Health-Care Professionals

17.6.1  Training of Nurses

In many countries, the biopsychosocial approach to illness and medical treatment is 
a theoretical basis of the training for nurses. Nurse trainees receive training in com-
munication skills with patients, their relatives, and within teams. In most German 
federal states, training in psychosomatic medicine is integrated in the education of 
psychiatry nurses, e.g., in Nuremberg psychiatry nurses undergo a 1-week theoreti-
cal training in PM and a 6-month rotation to a PM ward. In Saxonia there is a 2-year 
formal education of specialized PM nurses.

There is no specific training in liaison psychiatry in the UK for nurses, but a 
nurse competence framework has been developed for mental health liaison nursing 
by Eales and colleagues [44]. It consists of 19 competencies, one of which is work-
ing with people with psychosomatic disorders. Liaison nurses also deliver psycho-
logical treatments in the UK including cognitive behavioral therapy and 
psychodynamic interpersonal therapy. To carry out this work, nurses undergo the 
relevant training with supervision.

17.6.2  Training of Care/Case Managers

Case managers who take care of complex, multimorbid patients work at the inter-
section of medical and mental health care. They are a core element in the provi-
sion and coordination of care for patients with medical and mental comorbidity 
and their caregivers. However, depending on their professional background and 
experience care managers often focus solely on the physical aspects of care or 
solely on the mental aspects of care. This hinders an effective coordination of the 
care patients need. Uncoordinated care may lead to treatment errors, miscommu-
nication, waste of resources, and patient dissatisfaction. Integrated medical and 
mental health care has proven more effective than fragmented care [45]. For this 
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reason, the Case Management Society of America (CMSA) has implemented a 
project to train case managers in an integrated evaluation and care of complex 
patients with medical and psychiatric comorbidity. Based on the INTERMED 
method [46, 47], Latour and co-workers [48] developed a manual for the biopsy-
chosocial evaluation and care planning for complex patients, the IM-CAG. The 
CMSA have included this tool and related communication skills in their training 
for care managers to provide integrated multiprofessional care for complex 
patients.

17.7  Future Tasks and Developments

Experts agree that a more intensive training of all physicians and other HC provid-
ers who treat complex patients with medical and mental comorbidity in general 
medical settings is necessary. Such training should include knowledge about the 
evaluation and treatment of complex medically ill and specific communication 
skills to address the needs of these patients. Training courses for the evaluation and 
treatment of patients with somatoform disorders and to improve communication 
skills with cancer patients have been shown effective [1, 6, 32]. To achieve this goal, 
we need more physicians who are specialized in PM to train general practitioners, 
residents, and specialists in different medical specialties, nurses, care managers, and 
other health-care professionals.

In many countries, training of psychiatric residents in PM/C-L has been imple-
mented or improved during the last decade. However, surveys on the organization 
and practice of such training programs [11–13, 49] identified a couple of problems 
and shortcomings:

• In most countries, there is a lack of clear objectives and of guidelines.
• There are not enough PM/C-L specialties to teach residents and fellows.
• The time of rotation of residents to C-L units is not sufficiently long.
• Often the rotation is not organized as a “block,” and obligations in other depart-

ments or sectors of psychiatry had to be performed.
• Training in supportive psychotherapy and other psychological interventions is 

not sufficient.
• Systemic and psychodynamic aspects of the consultation and the trainees’ atti-

tudes and countertransference reactions are not adequately addressed.
• The evaluation and treatment of complex patients is not sufficient, and practical 

experience with collaborative care programs is missing in most trainings.
• Costs for such training are not sufficiently covered.

So far, formal subspecialty and specialty training in PM exists only in a few 
countries. There are attempts in Canada and in some European countries (the 
Netherlands, Spain, Portugal) to obtain a board certification for a subspecialty. In 
some countries this may be called psychosomatic medicine, in others C-L 
psychiatry.
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