Revisionist Theory for Integration

references 1o behavioral medicine - nonpharmacological approaches to
chronic pain and depression; biofesdback treatment 0f headaches;
behavioral modification 0f obesity; use of hypnosis in clinical practice
these no longer appear worthy or feasible objectives in the main
prk
emphasized that physicians and psychologisis are not two distincl speciesy
still agree with this, bubt for different reasons; at the time, I had
in mind the idea that we all sharsd certain basic emphasis on caring
and compassion toward patients
now I am struck by how easily psychologists are seduced into the medical
medel because it enables them to avoid dealing with these issues
in fact, psychological training emphasizes scientific inguiry, research
methodology and & this sense is very compatible with the rationist,
deductive approach to medicine
I lauded family medicine for making room for psychology, in distinction
with other specialties
however, 1 am increasingly impressed by the gap between rhetoric and
action; between the way we talk at conferences and the way we function
in clipnies
to borrow an analogy from family therapy, this article is about joining
maneuverssy 1 condemned beshavioral scientists for psyechological arrogance
discussing differences in priorities, I fault the valuing of medical
knowledge over psychological knowledge; I still beiewve this is a grave
problem, although clearly it is a function of the medical system, not
the individual resident; and, I would argue, even a function of the
larger society, of which the medical system is only a part
1 gzo op to criticise the self-rightevusness oi psychologists in deiinin
behavioral science as an "ethical impsrative" in family medicine
I think the slef-rightecusness stems from the possessive territoriality
involved in claiming certain aspscts as one's owny but I am more
and more convinced that ethical imperatives do exist in medieine,
in fact they are at the core of medicine, and they must be focused
on and taught, not only by behavicral scientists, but by physicians

I point to psychological-mindedness as a pobential source of conflict, and
define it as a sensitivity 1o process, to the analysis of interaction
patierns bebween human beings, te implicit meanings

this is a2 point of confict; but it is impossible Lo back down and say this

doesn’t matter, we' 11 ignore this because it makes you feel uncomfortable
the value/action dilemma still exists; family physicians feel because they

are nice people and have good values that they will instinctively act in

caring and compassionate ways toward patients

beh sel, in the interests of time efficiency and sis

H
such qualities to a set of profficiency skills, wi wufficient
attention to the person who is supposed Lo implement these skills
core 0f the emphasis is expressed in the rather understated remakk that physicians
tend Lo be som ewhat resistant to introspection, and suspicious of looking
inwardy I would extend this claim backmgard thy
r

o
§ L owi ough medical school, and
forward through practice; it is a characteristic not unique to physiciansy
n Ly, many psychelogisis also resist this practics
the difficulty of unrealistic expectations still sxists = group facilitator,
family therapisit, health educator, marriage counselor, etc,
but there is one expectation which supercedes all other considerations =
that is for the physician to be able to encounter his or ber patient in
~ an authentic, real, and compassionate fashion

the more it becomes apparent the Pressures, demands, and values of the
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system in which residents function (and by this I mean not only the much
maligned medical system, but our entire socisl fabric), I can only feel
increasing compassion and love Ior the residents, who struggle imperfectly
and idealistically to uphold some of thelr origianal notions about the
practice of medicine; and this compassion does not allow my one whit to
lower my expectations for what must occur between a physician and a patient

in this regard, I have become less snamored of the flash, the sizzle of family
therapy; 1 am less impressed by residents who jerk family members around
from seat to seat, who expriment with family sculpture on home visits, who
require patients to complete genograms to while away the two=hour wait in
the reception area
all of these are rich and wonderful techniques - but they are just that,
techniques; and physicians (indeed Smericans in general) have a fatal
weakness - we love gadgets, tricks, technology; and technology exists in
the field of family therapy with a vengeance
what still often is missing is a context for the practice of medical and
psychological technologyd = a context of caring, understanding, really
entering into an I-Thou relationship with patients (by the way, with
reference to families, I think it is impossible to fully develop such a
relationship without an empathic awareness of family, community, cultural,
and intergenerational factors)
this is what I see - doctors, who are really only young men and women,
afraid to care, afraid to love (resident wanting to hug child, but afraid)
think the greatest priority in behavioral science is not teaching trhese
residents to help their patients, but is teaching these residents to help
themselves
Much has besen written about the arrested emotional development of residents
apnd medicl students; but we, as thelr educators, are often guility of
condemning and rejecting them for this (conveneiently forgetting for the
moment that we are part of the system that has created them); we attempt
to handle them with behavior modification, rules and regulations, and
we forget to love them, to nurture them, te help them grow as hmman beings
think we are there less to teach "the subtleties of psychological principles,"”
as I phrased it in my article, and more to teach them some of the subtleties
about themselves
if this sounds uncomfortably like therapy, I hink that is because it is
uncomfortably like therapy; however, often what has become relegated to
the psychotherapy office is nothing more than an authentic, I-Thou
encounter betwsen two human beings; this is so rare in our scclety that
it feels instinctively that only an expert should be in charge of making
something like this happens in fact, I think it is a part, an essential
part of psychologists® humanness, physicians' humanness, and humans®
humanness
What was said about the distancing of
accurate, and it is this hil £
mich more
the reality is that Lhere is not much time for behavioral science; therefore,
lists of curricular objectives are fine, but don't mean muchy I think there
needs to be one primaty focus, and that is not how to xsmimm protect this
distance, but to teach residents safely how to reduce it
Now at a stage in my career where joining has been successful; I think the
family trusts mey and I am eager, indeed I see it essential in some part
to hang onto the isolation, the outsider quality, the differentness which
bothered me so much eight years ago
it is easy to become coopted by this system, to get lost in discussions of
the cholinergic system, or the effects of amitriptyline or imipramine
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comminication = problem is not simply that doctors and psychologists speak
different languages, this is true, although programs like health psychology
are narrowing the gap (and they are narrowing it exclusively in the direction
of psychologists adapting the langusge of medicine)
it is alsoo that neither group is willing a utilize sk third language of
available to them = a language of genuiness and transparency, a language

of dself-disclosure, a language of emotional authenticity; this is the
basis for true encounter and for true teaching
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unresolved issues related to resident's family of origin can interfere with
working with families of pts. - before they can learn about family systems
theory, have to learn about their own families
Michael Crouch wrote a beautiful article about a yer ago in Family Medicine
chronicling his own struggle toward intimacy, independence, and resolution
with his own family of origin - examining themes of death, specialness, and
openly expressed affection; modeling like this, articles like this
indispensable to the development of our physcians in training
speaks openly of how his own issues (from a family perspective) detracted from
his practice as a physiclan - overzmmpemmsfunctioning with female patients,
needing to save patients, needing to be special to patients
awareness during pt. visits of being too close or too far from patient to be
effective
when doctor-patient relationship is unsatisfactory, useful questions: how might my
own family patterns be playing a part? how can I change my part of interaction to
avoid repeating dysfunctional family patterns?
consistent problems in doctor-patient relationships - consistent criticism of
physicians as emotionally mneutral, uninformative, ; physicians seen as maintainin;
high control in interactions; ignoring the life world of the patient; becoming
trapped in power-struggles with patients, the more physician tries to help, the
more symptoms patient provides - each attempted to control the other by controlling
the symptom
creating intimacy and reciprocity in the clinical relationship through use of
self - acknowledging shared, common humanity with patient, despite necessity of
divided function and unequal roles
importance of functioning as wounded (not perfect) healer - allow recpiprocity
for healing in dr-pt relationsip
difficulties in dr. pt relationship result from clash between interlocking
psychologies of dr., and pt.
when pt's anxiety makes physician intolerably anxious (depressed patient stirs up
physician's own unresolved loss), that physician may comply inappropriately
with pt's wants, rather than needs
more closely physician listens to patient, more they incorporate contexts of
pt's and family's life into their clinical thinking, the more they can distinguish
between their own difficulties and those of the patient
disinction between interviewing and dialoguing
avoid reduction of interpersonal encounters to depersonalized - mechanistic,
technique-oriented model
importance of appropriate emotional, psychological, perceptual context
(example of pt. with melanoma - resident instructed to ask about feelings
after communicating diagnosis: Resident: So, how are you feeling about all this?
Mother: Silent, tears in her eyes Daughter: Oh, well, we are Christians.
We believe it is in God's hands. Resident: Oh, good (relieved). End of dialogue)
must deal with residents split off from their wholeness, completeness, integrity,
emotions, wholeness, humanity
shamming and fakery: re self-disclosure (Pt. mentions recent return from fishing
trip; Resident: I think fishing's great!; later, revealed resident had never been
fishing in his life - artificial and uncontexted effort at bonding)
emphasis on accumulation of ready formulas, which interfere with relly being
present with a particular patient; response must be based on patient's needs
rather than resident's defenses
goals of beh sci teaching: 1) lifting of repression, insight, integration 2)
differentiation of self 3) greater tolerance of anxiety 4) greater mutuality
authenticity, openness of communication
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