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ABORDAREA COGNITIV-COMPORTAMENTALA
A SINDROMULUI DISPEPTIC FUNCTIONAL - PREZENTARE DE CAZ

- Psiholog Omer loana, Bucuresti

Abstract: The
dyspeptic syndromes are inclu-

functional

ded among the psychosomatic
diseases because the medical pro-
cedures cannot find any organic
etiology. The treatment can be
pharmacological, with psycho-
therapy or without drugs. The

case presented demonstrates the
efficiency of behavior cognitive
therapy in the treatment of this syndrome.

Key words: dyspeptic syndromes, trewatment, behavior cog-
nitive therapy

«Medicina psihosomaticd este o ramuri interdiscipli-
ninarad a medicinii care studiaza patologia psihosomatica.
Complexitatea ei constd in faptul cd pune in centrul atenti-
ei interactiunea dintre minte, spirit si corp, dintre boala si
comportament individual pentru promovarea starii de bine
a individului si pentru diagnosticarea si tratarea unor situa-
tii clinice complexe» (1).

O alti definitie a medicinii psihosomatice arata ci ea de-
semneazi un sistem al medicinii care evidentiaza rolul fac-
torilor psihologici si fiziologici in studierea cauzelor si trata-
mentul tulburarilor psihosomatice (2).

Bolile digestive se clasifica in boli organice la care se evi-
dentiaza cauze de natura organica si tulburari functionale la
care nu se evidentiazd modificari organice, sau biochimice
care sd explice etiologia lor. La pacientii cu tulburiri functi-
onale digestive care sunt de fapt boli psihosomatice, suferin-
ta cronicad determina tulburiri de personalitate si scdderea
calitatii vietii (3).

Tulburarile functionale digestive cele mai frecvent intal-
nite sunt: dispepsia functionala si intestinul iritabil.

ANUNTURI IMPORTANTE

Asociatia Balint are un site.

Adresa: http://www.balint.xhost.ro

Buletinul este cotat in COPERNICUS INTERNATIONAL
Autorii sunt rugati si se conformeze regulilor de redac-
tare a articolelor.

Conform modelului biopsihosocial tulburarile de per-
sonalitate, factorii genetici, ambientali, si educationali pot
determina unele modificiri functionale de sensibilitate,
secretie, motilitate la nivelul tubului digestiv (3). Stresul si
emotiile negative influenteaza activitatea mai tuturor orga-
nelor, inclusiv a celor digestive, care sunt foarte receptive
la stres. Intrucat stresul poate modifica secretia, motilitatea
digestiva si aportul sanguin, factorii emotionali pot inter-
veni deci in aparitia sindromului dispeptic. S-a observat ca
tentativa de a rezista, controla, suprima sau pdstra mania,
incapacitatea de rezolvare a conflictelor sau adoptarea unei
atitudini combative in fata stresorilor cronici anunta tulbu-
rari de motilitate, preum evacuarea intarziata a stomacului.
Ca urmare, factorii psihologici se pot corela cu tulburari
de motilitate, de exemplu staza gastrica, deci cu simptome
dispeptice consecutive (3,4). Unele cercetari au relevat
corelatii pozitive intre trasaturile de personalitate de tipul
depresie, anxietate, isterie, somatizarea afectelor, ostilita-
te, sensibilitate interpersonald, dependentd, manie, negare,
egocentrism si dispepsia functionali (5).

Sindroamele dispeptice functionale sunt acele sindroame
dispeptice fird o cauzi organica sau biochimica evidentiabi-
14 prin mijloacele actuale de explorare existente in medicina.
La acesti bolnavi dupa prealabila explorare gastroenterolo-
gicd (analize de singe, examen radiologic, gastroduodeno-
scopie, ecografie de abdomen superior) nu se pun in evidenta
boli organice. Simptomele mai frecvent intalnite sunt: du-
rere abdominala sau disconfort, plenitudine postprandialda
(=senzatie de plin dupa mese), baloniri abdominale, eructa-
tii (=eliminari de gaze), satietate precoce, anorexie, greata,
varsaturi, pirozis (arsuri), regurgitatii (continut gastric care
revine in esofag si cavitatea bucala).

Tratamentul poate fi farmacologic (medicamente antia-
cide, antisecretorii, antispastice, antidepresive, anxiolitice,
etc.) sau nemedicamentos: masuri igieno-dietetice (scidere
ponderald, renuntarea la fumat, mese mici si repetate, evi-
tarea anumitor alimente cafea, ciocolata, grasimi, etc.), psi-
hoterapie (pentru combaterea proceselor psihice de acom-
paniament: anxietatea, depresia, etc). Cea mai eficientd
dintre tehnicile psihoterapeutice s-a demonstrat a fi terapia
cognitiv-comportamentala.

Am ficut aceastd introducere asupra sindromului dis-
peptic functional, a modalititilor de tratament al acestuia
pentru a facilita intelegerea cazului pe care il voi prezenta
in continuare.

Pacienta M.I. (34 de ani) s-a prezentat la psihoterapie
intrucat tratamentele medicamentoase prescrise de medici
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pentru tulburérile sale digestive determinaserd doar ame-
liordri temporare ale simptomatologiei. Simptomatologia
prezentatd a fost: ,nervi la stomac”, durere abdominali,
plenitudine postprandiala, balonari abdominale, eructatii,
satietate precoce, greatd, regurgitatii. Investigatiile efec-
tuate in mai multe clinici de gastroenterologie (ecografii,
endoscopie, examen radiologic cu bariu, analize de sange)
nu au evidentiat prezenta unei suferinte organice digestive.
Tratamentele medicamentoase prescrise (antiacide: Maalox,
Almagel; inhibitoare de pompa de protoni: Omeprazol, Pan-
toprazol; prokinetice: Motilium, Metoclopramid; absorban-
te de gaze: Espumisan) au dus la ameliorari temporare ale
simptomatologiei digestive cu acutiziri periodice, moment
in care medicii i-au recomandat si incerce si o abordare
psihoterapeuticd ca tratament adjuvant aldturi de trata-
mentele farmacologice in speranta ci aceasta ar putea si-i
amelioreze starea depresivi instalatd. Pacienta, de profesie
inginer, este cisitoritd, fird copii. in paralel urmeazi o a
doua facultate la care se afla in ultimul an si pe care se teme
cd nu o0 mai poate termina din cauza problemelor de sdnata-
te aparute. Lucreazd impreund cu sotul in acelasi birou, la
acelasi loc de munca.

Prima consultatie a evidentiat aldturi de simptomele di-
gestive prezenta unei tulburari depresive instalata progresiv
odati cu constatarea ca tratamentele prescrise sunt eficien-
te doar temporar si simptomatologia digestivd nu dispare.
Simptomele depresive prezente au fost: tristete, plans facil,
scdderea energiei, somn agitat, scaderea interesului pentru
activitati altddata plicute, dificultati de concentrare, ame-
teli, tulburari de memorie, scaderea libidoului, nervozitate.
Ca urmare i s-a recomandat sa consulte un psihiatru pentru
precizare de diagnostic si tratament. in urma consultului i
s-au recomadat cateva scheme de tratament in functie de to-
leranta digestiva cu: Coaxil, Doxepin, Amitriptilina, Cipra-
lex si control periodic o data / luna.

In cadrul sedintelor de psihoterapie pacientei i s-a ex-
plicat in ce consta terapia cognitiv-comportamentala care
porneste de la premisa ca tulburirile emotionale nu sunt
cauzate de evenimentele si situatiile in sine, ci de interpre-
tirile pe care oamenii le dau acestora. Problemele psihice
apar in mare masura datorita unor distorsionari ale realita-
tii care au la baza conceptii gresite dobandite pe parcursul
dezvoltirii, scheme cognitive consolidate si care se activeaza
la momentul respectiv.

Tehnicile psihoterapeutice 1i ajuta pe pacienti sa faca fata
problemelor si dificultatilor determinate de aceste distorsi-
uni, prin izolarea gandurilor negative, invatarea unor mo-
dalitdti mai realiste si mai rationale pentru emotiile lor si
gdsirea unor comportamente mai eficiente in depasirea pro-
blemelor care apar.

I s-a explicat deasemenea modul de lucru pe parcursul
sedintelor precum si necesitatea temelor pentru acasi. I s-a
demonstrat cu exemplificari rolul gandurilor «negative» in
generarea emotiilor si consecintele acestora in plan soma-
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tic. Ca teme pentru acasd pacienta a fost rugata sa realizeze
un jurnal in care s monitorizeze situatiile care se insoteau
de aparitia simptomatologiei digestive, aldturi de gindurile
perturbatoare si emotiile asociate. Totodata, i s-au recoman-
dat carti de specialitate pentru a intelege si aprofunda cele
discutate in timpul consultatiilor.

Pe parcursul sedintelor pacienta a descoperit cd simpto-
mele digestive apareau nu neapirat legate de mese dar si in
situatii cu incarcatura emotionald negativa cum ar fi:

« discutii cu sefii sau colegii legate de rezolvarea unor sar-
cini de munca

« discutii cu partenerul la locul de munca legate de rezol-
varea unor sarcini de munci (i s-a sugerat de citre terapeut
sd Incerce sd nu mai lucreze in acelasi birou cu partenerul
si dacd este posibil sd-si gdseasca loc de munci diferit de al
partenerului)

« insatisfactie la locul de munca (pacienta isi dorea sa-si
schimbe locul de muncé dar nu avea suficienta incredere in
ea cd ar putea face fata unor noi provocari datorita proble-
melor de sidnitate)

« dificultati de relationare in cuplu (comunicare defectu-
oasd, preocupdri si interese diferite, absenta suportului par-
tenerului in momentele dificile)

« certuri cu parintii

Gandurile negative identificate de pacienta au fost de ti-
pul: «nu 0 si ma mai fac bine niciodata», «sunt incapabila sa-
mi gdsesc alt loc de munci», «colegii ma consideri nebuné»,
«cei din jur trebuie sd-mi inteleaga problemele», «partene-
rul nu mé iubeste». Emotiile resimtite in aceste situatii erau:
frustrare, furie, tristete, dezamagire, disperare, anxietate si
consecutiv lor aparea agravarea simptomelor digestive. Pe
parcursul terapiei pacienta a invatat sa giseascd ganduri al-
ternative «mai bune» si a constatat cd emotiile isi schimba
coloratura si simptomele digestive o supard mai putin. Pe tot
parcursul psihoterapiei pacienta a urmat atat tratamentele
prescrise pentru probleme digestive cét si pe cele psihiatri-
ce. Sotul care la inceput a insotit-o frecvent la consultatii a
relatat pe parcurs ca sotia se simte mult mai bine. Totodata,
tratamentele au suferit modificari ale dozelor si numéarului
de medicamente in sensul micsoririi acestora ceea ce a de-
monstrat ameliorarea simptomatologiei digestive si psihice.

La finalul psihoterapiei care a durat 3 luni pacienta a re-
latat disparitia simptomatologiei digestive, insa a continuat
tratamentul psihiatric. A mai revenit de 2 ori pentru ree-
valudri la intervale de 1 luna si a declarat cé se simte bine
moment in care am decis impreuni intreruperea terapiei.
Ulterior mi-a comunicat ci a absolvit facultatea si si-a ga-
sit un nou loc de munci. Putem concluziona asadar ca, in
tratamentul sindromului dispeptic functional, o abordare
multi-disciplinara vizand atat tratarea factorilor fiziologici,
genetici cat si a celor de personalitate pot determina modi-
ficari semnificative a simptomatologiei fizice si psihice cu
restabilirea echilibrului si starii de sdnatate a pacientului.
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MOTIVATIONAL INTERVIEW (MI) - ANEW METHOD TO
APPROACH THE AMBIVALENT PATIENT IN PRIMARY CARE

- Adrian Nicolau, G.P,, Bucharest.

Abstract: General Practitioners (GP) are trained to diagnose and treat patients with scienti-
fic recommendations, based on the best medical evidences and naturally expect that patients
strictly respect and follow their recommendations. But practice has shown that the direct style of
communication that doctors have with their patients in order to change their life style is insuffi-
cient in the GPs daily practice. Motivational Interview (MI) is a new method that changes the
relationship between doctors and patients/clients by treating them as partners. Through vario-
us communication skills, the GP helps his client to find its own answers and therefore encounter
less resistance to medical changes and advices proposed. Used on the first hand in the treatment
of addictions, MI could be a very efficient tool for GPs in primary and secondary prevention.
Usually the time for an ordinary visit is 5 — 10 min. so brief motivational interventions are ap-
propriated because MI needs more time. This based on the principle that the problem and the

solution has the patient, the doctor facilitates the result. Classically the patient has the problem

and the doctor the solution.

Key words: diagnose and treat patients, style of communication, relationship between doctors and patients/clients.

As General Practitioners (GP), we are trained to diagnose
and treat patients with scientific recommendations, based
on the best medical evidences available at the time of the
medical visit. Also, one of the GP’s most important tasks
(responsibilities) within the medical team is the education
of the patients/ clients.

In the short time allocated to a medical visit (5-10 mi-
nutes), GP’s deal with a lot of pressure given the amount of
themes and their sensitiveness that need to be discussed
with a patient.

The main question remains if the GPs’ advices and re-
commendations will be respected by the patient, once he
leaves the doctor’s office.

Naturally, GPs expect that patients respect their recom-
mendations. But, as evidence/ practice shows, unfortunate-
ly this is usually not the case in reality. I will enumerate se-
veral cases inspired from the every-day practice of a family
doctor.

Do you recognize them?

« A client with a high advanced arteriosclerosis disease, ope-
rated with an aorta-femoral bypass who relapses to smo-

king because “cigarettes help him surpass the stressful

moments of a day and because he likes smoking”.

« A client with diabetes type 2 who has no time for a physical
activity/ sport because she does overtime in order to pay
her mortgage and goes out of energy at the end of the day.

« An obese computer scientist who drinks cola and eats junk
food and chips as he “likes this food and it needs to time
to cook”.

» A hypertensive patient/client with a high cardiovascular
risk who shows no symptoms and therefore regularly
“forgets” to take his treatment even if the GP firmly re-
commended it. Meanwhile he is very preoccupied to effi-
ciently manage his firm and strongly believes that medi-
cation has, besides a healing role also strong chemical
adverse side-effects.

Therefore, when GPs try to change their patients life style,
they encounter a strong resistance from them and reactions
like - “I tried but to quit smoking doesn’t work on a long term
for me”, “Yes, you are right, but I got used to it” or ..."I like
it this way”, or even....”Should I take medication, if nothing
hurts?” — are common reactions among patients/clients.
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Despite the medical logic and advice, the old habits re-
main. Patients/ clients construct arguments for and against
a change; and this ambivalence is normal and more frequent
in reality than the number of patients/ clients who accept
GPs’ medical advice, without questioning.

Patients/ clients who accept and apply medical advice wi-
thout questioning are those who usually underwent major
medical events; even then, when they initiate a change, it’s
only temporarily and, once they feel better, the old habits
might take surface again.

This reality leads us to question why this natural, direct
style of communication employed by doctors with their pa-
tients in order to change their life style, is insufficient in the
GPs daily practice. What is wrong with it? What could we,
GPs do, in order to enhance the patients’/ clients’ adherence
to our medical recommendations?

This paper presents a new approach which GPs can in-
tegrate in their daily practice and which changes the per-
spective and the relationship between doctor and patient:
the Motivational Interview (MI).

The fundamentals of this new communication style have
been formulated by Prof. W. Milller and Prof. St. Rollnick.
It is a relatively recent theoretical concept, dating from 1988
and used in the treatment of addictions.

Prof. W. Miller is an internationally recognized expert in
MI, publishing more than 300 papers and 27 books. Prof.
St. Rollnick is professor in medical communication at the
Family Medicine Department of the University of Cardiff.
His research activity is focused now on the GPs’ behavior.

They discovered that ambivalent clients show a resistan-
ce to change and have a natural predisposition to present
arguments in order to avoid the change in life style which
was proposed by doctors with its best intention to solve the
client’s problem.

The main assumption of the MI is that, if a client can find
arguments in order not to change, he is also capable of doing
it the other way round as well — find arguments in order to
fulfill the proposed change. The client’s own arguments,
what they express during medical visits are, to their eyes,
a lot more important than those proposed by the doctor .
Therefore, MI proposes that the doctor is the one whose at-
titude could change in order to stimulate the client to find its
own answers. Consequently, the core difference between the
classical client doctor-patient approach and the MI approa-
ch resides in the way the problem and answer are understo-
od: the classical relationship doctor-patient implies that the
patient has the problem and the doctor provides the answer
whereas the MI approach highlights the fact that patient/
client holds both the problem and its answer and the GP’s
role is to stimulate the client to find its own answer.

Prof. W. Miller highlights that “it is the act of speech, of
verbally defending change (and hearing oneself do so) in the
absence of concision that causes the person to change in at-
titude and behavior”.
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So, what would the MI philosophy be?

The MI philosophy involves the construction by the GP of
a no-pressure environment, a non-judgmental attitude to-
wards the client. It entails that the clients are free to decide
if want to adopt a change or not. The understanding of the
different factors pro/against change helps them to take an
informed decision and to feel responsible of their decision.

That’s why MI is actually an “interviewing”, as it in-
volves an attentive listening of the client, strategic questions
and no teaching or “installing”, in order to help clients
find their own answers and solve their ambivalence.

MI is focused on the client’s objectives and not on the GPs
ones. It involves a partnership between GPs and clients and
is based on the self-government and the ability of the client
to take a decision and the confidence of the doctor that the
client has the capacity of doing so.

As a result, the GP sneeds to listen more and direct less.
In order to develop new communication strategies and em-
pathy. MI provides a “list of micro skills” — the OARS.

The OARS stands for O - open ended questions, A - affir-
mations, R - reflective listening, S — summaries. Detailed
description of the OARS is beyond the purpose of this paper.

The main purpose of the OARS is to diminish the client’s
resistance to change. The MI involves a non-confrontation
attitude and does not represent manipulation techniques in
wich the patient is determined to do things which they don ,
t want, as this attitude is in conflict with the essence of MI.

MI can be used by us GP ,s with better results in the daily
practice, especially in the treatment of tobacco, drug and/ or
game dependence, consumption of alcohol, HIV prevention
, diabetes, obesity and the need of embracing healthy eating
habits and physical exercise. Medicine based on evidence hi-
ghlights the fact that MI might be an efficient way to approa-
ch treatment or might be the treatment itself.

As the practice has shown over years that the classical
“educational approach” has a limited efficiency in primary
and secondary prevention of diseases in the case of ambi-
valent clients, who consist the majority of GPs beneficiaries,
brief motivational interventions might be a very use-
ful tool for GPs who disposes of a very short time for a me-
dical visit.
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THE IMPORTANCE OF THE BODY IN BALINT WORK

BALINT PSYCHODRAMA

- J-P. Bachmann, Association Internationale du Psychodrame Balint, Geneva, Switzerland.

Abstract: After discussing some aspects of the importance given to the body in the thought of Freud and Michael Balint the

author presents the method of Balint psychodrama developed by Anne Cain. This method is based on the concepts of the psy-

choanalytic psychodrama and of Balint work. The author report a session illustrating the important role the body plays in the

training process. Our bodies store experiences that have never been formulated in words and therefore may not be immediately

accessible to memory. Mobilizing the body in psychodrama promotes the retrieval of non-verbalized memory traces. Acting the

part of the caregiver as well as that of the patient facilitates and sustains identification. This process can help health professionals

understand and work through their countertransference.

Key words: method of Balint psychodrama, role the body, countertransference.

At a congress on the theme of tradition and innovation
in Balint work, it seems appropriate to discuss the method
created and developed by Anne Cain . She started using
this method already in 1973 by associating Balint’s approa-
ch with psychoanalytic psychodrama. By reintroducing the
body into the training of caregivers it would seem to us that
she was addressing one of Michael and Enid Balint’s major
concerns. As Michel Sapir put it, they thought that Balint
work could be distorted by emphasizing psychological as-
pects of the relationship with the patient to the detriment
of the body.

Where do we stand today with regards the scope given
to the body in our Balint work? Presenting our work from
this angle leads us to further questioning. How are we as ca-
regivers affected in our own bodies by our encounters with
patients and their bodies? And how do the encounter with
our patients and the group members affect us in our work as
group leaders? Indeed, in all aspects of our professional li-
ves, even in the visual self-effacement of the psychoanalyst,
our bodies are involved. It is also the attention paid to what
we feel within our bodies that guides us in the understan-
ding of some aspects of countertransference.

The body as “a vital dimension of human reality, prese-
xual and irreducible, upon which is anchored all psychic
functioning”, has been, nearly all through the third quar-
ter of the twentieth century, the great absentee and denied
by much of Human Science as well as by the psychologism
of many psychotherapists. This was already stated in Di-
dier Anzieu’s writings in 1974 . He reminded us too that in
Freud’s time the great absentee was sexuality. Michel Sapir
often insisted on the inability of medical science to integra-
te the study of sensory experiences into the sphere of the-
oretical research. Undoubtedly things have changed since
Anzieu’s writings for many analysts though not for all. Wi-
thout rewriting the history of the body in psychoanalysis I
would like to recall here a few basic points. At the beginning
of his work the importance Freud gave to the body was un-
dissociable from that of memory. “Hysterics suffer for the

most part from reminiscences” wrote Breuer and Freud in
Studies on Hysteria . It was through the body and its va-
rious symptoms, transient or lasting, that psychic conflict
was symbolically expressed. At its beginning, the psychoa-
nalytic cure was effective through remembering. The lifting
of repression, by working through traumatic memories, led
to the symptom’s disappearance. However this approach
soon showed its limits and progressively Freud stressed the
importance of phantasy. Imaginary scenarios, as deformed
as they may be, express our wish to satisfy our conscious
and unconscious desires. Although some of them are primal
phantasies, universal, preverbal and belong to our phyloge-
netic patrimony, phantasies are also a personal experience
bound up in the subject’s history and in the history of the
encounters with others.

Freud came to realise that some patients are unable to
revive memories, for some events have never become repre-
sentations in their minds, let alone take the form of verbal
language. Forgotten events reappear repeatedly. There is a
compulsion to repeat not through words but through acti-
ons, by a way of being. In this way Freud brought to eviden-
ce a non-mnemonic memory and proposed a more extensive
comprehension of language. “« Speech must be understood
not merely to mean the expression of thought in words but
to include the speech of gesture and every other method, by
which mental activity can be expressed” . The first model
used, based on removal of repression and articulated with
interpretation, is subsequently completed through recour-
se to construction and reconstruction. This conception of
the psychoanalytic approach which includes remembering,
fantasies, construction and reconstruction, is the one to whi-
ch Anne Cain remained attached in her work as a psychoa-
nalyst and as a psychodramatist. There is no question either
in Balint work or in the Balint psychodrama of naively trans-
posing essential or specific aspects of the analytic approach
and process. Participants of our groups are not patients who
come to find an answer to their suffering and unease through
exploring the vicissitudes of their childhood or adolescence.
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They come with their difficulties of understanding their pa-
tients, with their fears of not being able to contain their fee-
lings and cope with their emotions, and sometimes too with
the awareness of repeating unsatisfactory patterns in their
professional lives. The specificity of our work in groups is fo-
cused on a psychoanalytic understanding of the relationship
between caregivers and patients, of the professional identity
of caregivers, of their wishes, or of whatever conscious or
unconscious conflicts that may arise in this context. I would
like to add, since this congress addresses this question, that
to me the changes that take place in society and in the field
of medicine do not seem to question the foundations of our
basic method of work. They solicit us rather to become more
malleable towards the needs and wishes of the participants
in our groups without abandoning the spirit on which Balint
work was founded.

The body was of great importance to Michael Balint in his
work as a psychoanalyst. He privileged (and in this he is a
follower of Ferenczi) the path of experience. In his study on
regression he shows how, in the psychoanalytic situation,
objective and detached factual descriptions are not suffici-
ent for the patient and how concomitant emotions will have
to be expressed as well. Itisthrough bodylanguage, or thro-
ugh the varying intensity and pitch of voice, through gestu-
res or movements, or even having recourse to actions, that
the patient demonstrates this. Acting-out was as important
to Balint as were free associations. They were understood by
him not only as repetition but also sometimes as moments
of creative value in favour of change towards a new begin-
ning. He even occasionally described the acting-in as a true
psychic breakthrough, as we sometimes observe it in Balint
psychodrama sessions.

The body of which we speak in Balint work is perhaps not
the same as the one generally referred to in the field of psy-
choanalysis. In Balint work we may regard the body as the
bearer of the subject’s history and also as a bearer of messa-
ges . Contrary to the psychoanalytic approach it does not in-
tentionally investigate the specific unconscious body image
or that of the body as an internal object .

When Balint and the members of his first group realised
that attempting to adapt new techniques imported from
what Arthur Trenkel humorously referred to as “the psychi-
atric cook up” was unsatisfactory to improve the quality of
their work, they changed their attitude. They centered their
work on the specific interactions between doctor and patient
and examined to what extent these transactions could them-
selves harbour greater potential for diagnosis and therapy.
This change of attitude was, still according to Trenkel, a psy-
chic breakthrough. So the relational viewpoint does not only
open larger perspectives in the psychic sphere but also with
regard to the body as a participant in the relationship.

Even if it was only fully understood in hindsight, Balint
psychodrama appears to be mainly concerned with the rein-
troduction of the body and the involvement of bodily expe-
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rience in the training of caregivers. The mobilization of the
body enhances a process that is however already present,
though silently present, in every Balint group.

Anne Cain used to say that the body does not lie. She
considered that it recorded its own past. “The body carries
with it the trace of the subject’s personal history”. Working
in Balint psychodrama is attempting to get to the roots of
this singular past while remaining within the strict limits
of the professional sphere of the encounter with the patient
and with his body. Those who worked with Anne Cain knew
all the care she took with the presenter of the case to retri-
eve many historical aspects of the relationship, even those
preceding the first meeting. By exploring the relation of the
caregiver to his workplace, to his environment and to the re-
presentation he may have of his future patient her intention
was to facilitate the process of remembering, thus enabling
her to discover the premises of countertransference. Very
often countertransference precedes transference.

The group leader focuses on verbalizations about the
body. He also pays particular attention to the body language
of all those present, including the presenter and other group
members, as well as to the sensations he himself experien-
ces. But these aspects can evidently not be dissociated from
other elements that organise different language forms wi-
thin the group: phenomena of transference, phantasies that
organise the group, the meaning of the succession of the ca-
ses presented, etc.

Let us take an example of a group session.

Dr A. has known Madeleine for eighteen years. Madelei-
ne was her neighbour for many years. She shared with her
and her family common interests in an association before
leaving to pursue a brilliant career in another city. Madelei-
ne had been Dr A’s patient and undoubtedly she considers
her former doctor to be a friend. They use familiar language
form and Madeleine has a spontaneous tendency to want to
kiss her doctor when she comes to revisit her. Anyway this is
what we gather when she is asked to play during the first sce-
ne. Dr A meets her patient. But in the scene, as in reality, Dr
A. avoids this gesture, shies away form doing it. Madeleine
has returned to their city as a result of burn-out which she
has come back to cure. She has chosen during her sick-leave
to be treated once again by Dr A.

Through various scenes we discover certain elements
of this relationship which is naturally complex because of
the intertwining of personal and professional links betwe-
en them. Dr A appears very rigorous, concerned, active and
organized. She shows us all the care she takes to bring to
Madeleine’s attention the full measure of her fatigue and for
her to realize that her suffering cannot be resolved through
a unique rational explanation: diagnosing burn-out. How
can Madeleine be helped to take care also of her body, not
to seek refuge in denial and in flight? How can Dr A. stop
her from seeking a miracle remedy through different kinds
of therapies? Dr A. is very at ease with the Balint method
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of psychodrama. She lays the décor and often takes it upon
herself to initiate rapid role changes. I observe a well or-
chestrated ballet which brings out in me a feeling of fatigue
as well as a moment of great sadness. When during an ex-
change of roles Dr A wants to play the part of Madeleine, so
defensive, so fatigued, sitting opposite her, she reaches her
arm out very delicately to touch Madeleine on the arm as she
rises from her seat. Following this scene the participant who
played Madeleine’s part says how touched she was by Dr A’s
gesture. Did Dr A really make this gesture during the con-
sultation? No, it was only made during the scene as a parti-
cipant. This spontaneous gesture took on a great value for
me. It seemed to me to reveal a closeness that Dr A forbade
herself, an empathy that in the singularity of their encounter
had not up till then been able to take place. I thought that
Madeleine had revealed to Dr A a representation of herself
that she tried to brush aside, and to distance herself from.
This partly unconscious mirror image of herself made her
role as a doctor very painful.

The next scene, when strong emotion arises as Dr A gets
ready to examine her patient’s belly, prolongs the transfor-
mational process she experiences during the session. The
leader stops the scene when Dr A says she is going to start
crying. The reconstruction of scenes that caregivers retrieve
from their working lives have to be as faithful as possible to
what happened in the reality of the encounter. However they
bear the stamps of deferred effect (concept of Nachtragli-
chkeit). The body’s mobilization allows, as in any psychodra-
matic work, the re-emergence of motor memory, not only re-
pressed memory, that has long been buried. In this way the
affect is rekindled with its binding effect to representations.
This is an important part of our work insofar as it may open
the way to working through issues that concern all members
of the group. It is often when there is an exchange of roles,
the most frequently used technique in Balint psychodrama,
when the caregiver plays the part of his patient, that there is
verbal and bodily expression of an important aspect of the
problematic brought to the group by the presenter.

The dubbing, the soliloquies that accompany all acting
take part in the process of free associations. These subsi-
diary actions promote personal and group phantasies. The
purpose is obviously not to concentrate on the presenter’s
bodily responses but rather to integrate them into a shared
emotional event experienced by the entire group and subject
to rational understanding.

The study of the therapist’s countertransference, and we
know how extensive this notion was to Balint, seems to us
regularly encouraged by the acting since it promotes proces-
ses of identification. Playing the part of the carer as well as
that of the patient, is it not bringing to life, sustaining and
facilitating identificatory phenomena that are the foundati-
on of all emotional understanding? Even if the accent is laid
here on the carer’s bodily mobilization, and on the possibili-
ty of finding or retrieving feelings and experiences that are

part of his countertransferance, Balint psychodrama does
not encourage conscious verbalizations about the body or
about body language. It rather enriches, through bodily an-
chorage, preconscious psychic processes that characterize
every groupwork.

In the chapter «Understanding People Professionally»,
Michael and Enid Balints’ words resound meaningfully
with a Balint psychodrama leader : “the observer must be in
tune to such an extent that for a brief time, perhaps only for
a few moments, he may feel as if he were himself the person
observed or the creator of the object under observation. No
identification is possible unless the observer is prepared to
have new experiences and wishes, or even expects to learn
something that may be alien and even alarming to him”. The
caregiver’s tentative identification with his rediscovered and
“recreated” patient alternate with retreat to objectivity. The-
se identifications are mediated by the patient’s body and his
symptoms. They are also manifested by the therapist’s own
body and by his body language.

As group leaders of Balint psychodrama we are aware that
the method we use seems or has seemed strange to some of
our colleagues. I hope that my talk has enabled you to come
closer to an understanding of our work. We enjoy our work
as group leaders and we would like to share this interest and
pleasure with you. For some this sharing will occur in the
group experience but for all of us it will be present in our
discussions and exchanges here at this congress.
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MEDICAL STUDENTS  BALINT GROUPS IN FORMING
PROFESSIONAL IDENTITY AND WELL-BEING AT WORK

- Kristina Toivola, Turku, Finland

Abstract: Medical students have been reported to have a high incidence of personal distress during their medical studies. The perso-
nality is still in development during medical studies. Medical students are conscientious, ambitious and striving for perfection which is
predisposing factors for stress and burnout. The professional identity is also formed during the studies. In processing stress the coping
strategies and mechanisms also determine the effect on psychological and physical health consequences. Active coping strategies (pro-
blem solving, positive re-interpretation, reliance on social support and expression of emotion) are more helpful in stressful situations
than passive strategies (problem avoidance, wishful thinking, social withdrawal and self-criticism).

In the University of Turku the curriculum has been renewed during the last few years to fulfill the requirements of modern working
life. There is a constant increase in theoretical material, which causes stress for students. In a report on improving the general
working life skills during the medical curriculum there was a particular lack of means to control one’s own work, scheduling and
organizing the work, handling with uncertainty and managing conflicts. These are important factors also in preventing burnout

and cynicism.

Balint groups offer a possibility to reflect on experiences in clinical work and offer social support and a reference group for pro-
fessional growth. Balint group work offers also an arena to refine the emotional experiences with the aid of tutored reflection. The
attitudes, coping and defense mechanisms develop during the first clinical years. The method of reflection is very different from
theoretical studies and focuses on doctor-patient relationship and finding a way to work in harmony with one’s own personality.
The experiences with fourth year medical student Balint group are presented.

Key words: incidence of personal distress, coping strategies, preventing burnout and cynicism

Physicians form a classic profession. According to the Ox-
ford English Dictionary, professions involve the application
of specialized knowledge of a subject, field, or science to fee-
paying clientele. The medical profession has an unwritten
contract with surrounding community that puts emphasis
on patients” rights for adequate, effective and equal treat-
ment and up-to-date medical excellence and expertise. In
defining medical professionalism Hilton and Slotnick have
suggested six different domains in which evidence of profes-
sionalism can be expected: ethical practice, ability to reflec-
tion and self-awareness, responsibility for actions, respect
for patients, teamwork, and social responsibility. A lot about
these domains is taught and learned in practice during me-
dical education, not only consciously by“ open curriculum “
but also by “Hidden curriculum “, which is adopted by iden-
tification and modeling following older colleagues” work.
Hidden curriculum contains many unconscious attitudes
about perfection, stoicism, courage and self-sacrifice.

There is also a change in society: the medical knowledge
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and technical inventions expands (one could even say explo-
des) in a accelerating way. Patients are more aware of their
rights, they have better access to medical information and
there are more complaints in medical care than before. Hen-
ry Jablonski has appropriately described health care system
as a symbol of welfare society. In Finland many young doc-
tors work for companies that provide rented workforce for
primary care. They work only single days or some weeks
in one workplace and their work consists of acute medical
cases. The continuity of care is disturbed and a traditional
doctor-patient- relationship is a rare phenomenon. There is
a constant lack of primary care physicians and many doctors
escape the growing uncertainty and workload in primary
care and move to work in hospitals with well-defined medi-
cal problems and good social support.

In the university hospital and training primary health
centers the students meet patients in most cases only once.
They carefully follow the work of their more mature collea-
gues and their way of working with patients. The “ hidden



REFERATE

curriculum “ with attitudes towards the patients is also lear-
ned : the patient can be seen only as a biological entity with
some fault to be found and repaired or as a fellow human
being with a personal history, social network and feelings. A
profession has responsibility to analyze, prioritize, develop
and demarcate its role in society, but the task often is left for
the individual. Every doctor finds his ways to cope with the
strains of the profession. The ways of coping are formed in
the early phase of medical career and are in most cases not
scrutinized unless a crisis on form of burnout or mental or
physical illness occurs.

Medical students have been reported to have a high in-
cidence of personal distress during their medical studies.
The personality is still in development. Medical students are
conscientious, ambitious and striving for perfection which
is predisposing factors for stress and burnout. The profes-
sional identity is also formed during the studies. A profes-
sional identity is very much unconscious. If the medical
student is prone to perfectionism, he/she readily accepts
the rule of excellence and faultlessness of medical culture.
Sense of coherence is part of personal identity that is form
in young adulthood. A person with low sense of coherence
is a risk factor for unfavorable health consequences during
stressful situations.

In processing stress the coping strategies and mechanis-
ms also determine the effect on psychological and physical
health consequences. Active coping strategies (problem sol-
ving, positive re-interpretation, reliance on social support
and expression of emotion) are more helpful in stressful si-
tuations than passive strategies (problem avoidance, wish-
ful thinking, social withdrawal and self-criticism).

The first clinical year is crucial for the formation of pro-
fessional identity. The medical student has to cross the so-
cial, psychological and physical boundaries characteristic of
everyday social life by having to interview previously unk-
nown persons on very intimate issues like sexual life, per-
forming physical examination and even inducing pain by
medical procedures. This might be very embarrassing to an
empathic student. The medical student’s role in the teaching
hospital is also complicated: according to one student she is
“close to wall-paper” always being on the way and distur-
bing the work of other professionals.

In the University of Turku the curriculum has been re-
newed during the last few years to fulfill the requirements
of modern working life. There is a constant increase in the-
oretical material, which causes stress for students. In a re-
port on improving the general working life skills during the
medical curriculum there was a particular lack of means to
control one’s own work, scheduling and organizing the work,
handling with uncertainty and managing conflicts. The fac-
tor that was very important for students but practically ab-
sent in the curriculum was well-being at work.

The doctor-patient relationship is a major stress factor in
physician’s work but paradoxically also it is a major sour-

ce of satisfaction and well-being in medical profession. In
preventing stress and overload it might be useful to gain a
better sense of control and understanding on what happens
in the human relationship between doctor and her patient.
An improved sense of control prevents the negative con-
sequences of work stress on mental and physical health.
Social support has also been a protective factor, for physi-
cians the most important source of support is peer support.
Working with human beings in distress can raise difficult
emotions. By learning to notice and analyze the emotions
and feelings in professional work one can improve the way
to protect oneself in stressful situations.

There are methods for developing student professional
identity in our medical school. We have teacher tutoring for
medical students but the scheduled meetings with the tutor
are only once in a semester. Medical student visit primary
care practices already during preclinical years which has
had a positive effect on motivation. During these visits stu-
dents can discuss about physician’s role and ethical issues.
However, the technical issues and learning physical exami-
nation raise more interest. Often the ethical and relational
things appear after the visit. Students use learning diary,
but they don’t have a systematic opportunity to discuss these
things with other students or their teachers.

Balint groups offer a possibility to reflect on experien-
ces in clinical work and offer social support and a reference
group for professional growth. Balint group work offers also
an arena to refine the emotional experiences with tutored
reflection. The attitudes, coping and defense mechanisms
develop during the first clinical years. The method of reflec-
tion is very different from theoretical studies and focuses
on doctor-patient relationship and finding a way to work in
harmony with one’s own personality. However, the classical
method of studying one patient having a relationship with
one doctor does not apply to the medical student’s working
situation.

A group of volunteering fourth year students is offered
an opportunity to participate in a Balint-type group super-
vision. They have a done year of clinical studies and will
be licensed to work as physicians next summer. The group
has nine members and has a 90 minutes session every 2-3
weeks. During the five first meetings the discussion focus
has been on different roles the students have and how they
are gradually adopt the physician role with many controver-
sies. Some of them have been working as auxiliary nurses
during holidays. We try to reflect the different roles of the
doctor and the patient and the emotional reactions related
to it. Relationship with the patient’s family, the faculty and
residents in the hospital and other hospital personnel has
also been under scrutiny. The participants are active, the at-
tendance is good and they want to continue the group in the
autumn, when they have more experience on patient work.

The Balint-type support group offers an opportunity to
reflect the professional role and its development. The group
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also offers social support; in most cases student work in very
large groups of 10-20 students or completely alone. The con-
fidentiality and permissive atmosphere makes it possible to
express uncertainty and doubt. One goal of the group is to
encourage seeking advice and learn to give and receive con-

structive feedback in the group. The focus in on the medical
student’s professional role.

The group is a pilot group and will be analyzed. The aim
is to find good ways to enhance professional growth and stu-
dent well-being in medical school.

STRATEGII DE COMUNICARE IN RELATIA MEDIC-PACIENT

- Psih. Gyoérgy GASPAR, dr. luliana EPARU, Centrul de Educatie Emotionala si

Comportamentala pentru Copii, Bucuresti

Abstract: We often have the ten-
dency to imagine that everybody
can communicate, communica-
tion being one of the most prac-
ticed skills by all human beings
even from infancy. However,
most of the socio-human field’s
studies show that individuals err
significantly through communi-
cation process and often these
errors are automatic, part of our

daily routine. This is even more
delicate if one communicates with health vulnerable persons.
The present paper represents a communication strategy mo-
del which can facilitate doctor-patient relationship and there-
fore patient’s treatment adherence.
Key words: doctor-patient relationship, client centered ap-
proach, active listening, therapeutical relationship, emotional
validation.

Mama: Doctorul pe care mi l-ai recomandat pentru
Matei probabil ca este un medic foarte bun... dar nu se poa-
te vorbi cu el.

Prietena mamei: Cum adica?

Mama: Pdi... nu l-a interesat nimic din ce vroiam eu sa-i
spun. Poate ca stie multe despre rdceli dar nu a vrut sa afle
nimic din ce ma ingrijora pe mine in legdtura cu Matei.

Aceastd mama nemultumita probabil ca nu este nici pri-
ma nici ultima care isi doreste ca medicul care-i examineaza
copilul (sau 1i prescrie un tratament) sa acorde o mai mare
atentie nevoilor emotionale, gandurilor si nedumeririlor
sale si ale copilului ei. Studiile din sfera comunicarii medic-
pacient au evidentiat tot mai frecvent erori considerabile in
etapa de diagnostic si ulterior de tratament.

Din picate multi parinti si pacienti se simt in acest fel
chiar si atunci cand intra in contact cu specialisti care au o
vastd experienta si beneficiaza de aparatura avansata. Lipsa
de centrare pe ,persoand” si nu doar pe ,pacient”, pe carac-
teristicile individuale si ingrijorarile acestuia determind o
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investigare clinica inadecvatd, non-aderentd la tratament si
implicit rezultate sub nivelul asteptarilor (1).

Deoarece fiecare pacient are o experientd unicid asu-
pra propriei boli/patologii, cea mai eficientda modalitate de
vindecare include focalizarea atat pe motivatiile, valorile
si nevoile pacientului (pe convingeri si emotii, cat si pe ex-
perimentarea bolii). Tot mai multe studii arata cd medicii
(specialistii din domeniul sdnatétii) care tin cont atat de ne-
voile pacientului cat si de patologia acestuia obtin informatii
mult mai concrete despre istoricul medical, si se favorizeaza
astfel o crestere a nivelului de satisfactie si aderents la tra-
tament si faciliteaza dezirabilitatea in relatia medic-pacient.

Deseori suntem nevoiti s admitem mai mult sau mai
putin faptul cd organizarea practica (timp, conditii etc.) nu
conferd clinicianului un cadru optim pentru o altd abordare.
Existd insa evidente certe care arata ca intr-un interviu cli-
nic in care evaludm atat componenta emotionali cit si simp-
tomatologia se reduc semnificativ si timpii de lucru (2).

Specialistii din sdnatate 1si pot imbunitatii semnifica-
tiv abilitdtile de interactiune in relatia medic-pacient prin
exersarea unor noi patternuri de abordare a pacientului, re-
spectiv printr-o centrare mai concreta pe persoana si nu pe
boald. Rezultatele unui interviu centrat pe pacient sporesc
gradul de satisfactie atat pentru pacient cat si pentru cadrul
medical (3).

Recomandirile de centrare pe persoana nu sunt cu totul
noi in lumea medicala. Osler 1i indemna adesea pe clinici-
eni ,si particularizeze cu precidere unicitatea individului
si nu incadrarea acestuia intr-o taxonomie a disfunctiona-
litatilor”. Smyth sugereaza si el doctorilor ca ,,a sti ce fel de
persoand are o boala este la fel de esential ca si a cunoaste
ce fel de boald are o persoand”. Dacad fragmentdm ceea ce
spune Smyth ajugem la concluzia cd pentru specialistii din
sdndtate este o provocare atat sa stabileascd un diagnostic
cat si sa giseasca ,ambalajul verbal” cel mai eficient pentru
comunicarea cu pacientul.

Pana si practicienii foarte deschisi la o abordare centrata
pe pacient admit cd uneori le este inconfortabil sd schimbe
ceva in practica lor zilnica fara un ,antrenament” (exercitiu)
prealabil. Limbajul uzual este considerat cel mai important
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sinstrument de diagnostic si tratament” din tolba unui me-
dic. Cu toate acestea clinicienii adesea ajung in ipostaza in
care simt (constati) ca le lipsesc cuvintele necesare pentru
dialog. Deoarece adesea ,nu stim ce s zicem” in calitate de
medici suntem tot mai tentati sa evitdim schimbarea.
Dezvoltarea unui repertoriu personal de evaluare si in-
terventie implica redefinirea limbajului tehnic in cuvinte
mai simple si pe intelesul pacientului. In calitate de clinici-
eni suntem obisnuiti sd intrebdm: ,,Unde va doare?”; ,,Altun-
deva?’, ,Ati constatat vreo cauzd care determind o crestere
a durerii?” dar ne este incomod sa spunem ,,Vorbiti-mi putin
despre Dvs.” (feedback verbal care uneori poate fi suficient
pentru validarea emotionala a pacientului). Desigur nu pu-
tem trai cu impresia cd o singura fraza este in aceeasi méasu-
rd eficientd pentru toti clinicienii si toti pacientii, dar putem
admite cu tarie ca medicii care aleg sa schimbe continutul
intrebérilor pur biologice sunt mult mai favorizati pentru
depasirea limitelor si identificarea unor abordari autentice.

Beneficiile comunicarii pentru personalul medical:
» Un studiu de sinteza asupra satisfactiei personalului me-
dical aratd ca sursa principald a insatisfactiei la locul de
muncd perceputi de acestia este comunicarea unul la unul
cu beneficiarii;

« Abilitatile de comunicare care permit oferirea de informa-
tii, abordarea problemelor presante, raspunsul la agteptarile
beneficiarului sunt relationate cu satisfactia crescuti a per-
sonalului medical;

« Scade stresul la locul de munca si burn-out-ul personalului
medical;

« Cresterea satisfactiei in munca la personalul medical este
in stransa legatura cu relatia medic-beneficiar;

« Validarea si acceptarea ingrijorarilor si emotiilor benefici-
arului reprezintd o metoda de autosecurizare si prevenire a
riscurilor in interactiunea personal medical-beneficiar;

« Creste eficienta interventiilor oferite si scade suprasolicita-
rea la locul de munci;

Beneficiile comunicarii pentru copii si familii:

« Colectarea de date prin comunicare centrata pe beneficiar
are un efect pozitiv asupra satisfactiei acestuia;

« Studiile arata cd anumite comportamente de comunica-
re, precum explorarea nevoilor beneficiarului, abordarea
emotiilor acestuia, sunt un foarte bun predictor al satisfac-
tiei beneficiarului, in timp ce interventiile medicale tehnice
(examinare, teste, prescrierea medicatiei) nu sunt;

« Beneficiarii sunt multumiti de serviciile de ingrijire si pot
intelege mai bine problema lor si interventiile sau optiunile
de tratament;

» Scade distresul beneficiarilor si vulnerabilitatea la
recaderi;

« Scade intensitatea simptomelor si disconfortul generat de
acestea;

» Beneficiarii multumiti de relatia terapeuticd cu medicul

lor se implica activ in recuperare fati de beneficiarii care nu
sunt multumiti de natura relatiei terapeutice;

» Comunicarea medic-beneficiar contribuie in mod esential
la reabilitarea sociald a beneficiarului.

Impactul psihologic al bolii si experienta de bolnav

Ce Inseamnd a fi bolnav ? Boala cuprinde o arie foarte
largd de experiente, de la a nu te simti bine, la a avea simpto-
me specifice unei boli, a primi un diagnostic si tratament, a
suporta consecintele bolii.

Boala, acuta sau cronici, este o situatie de criza care soli-
citd adaptare la una sau mai multe din urmatoarele situatii:
simptome, disfunctii si durere, proceduri de diagnosticare,
proceduri de tratament, mediul spitalicesc si personalul
medical, interventie chirurgicald, reducerea autonomiei,
pregatirea pentru un viitor incert, amenintarea echilibrului
emotional, a demnitétii personale si stimei de sine, a senti-
mentului de control.

Ce inseamna rolul de bolnav? O persoana poate sa intre
in rolul de bolnav daci medicul a confirmat boala, sau in
anumite situatii, familia sau prieteni ,influenti”. Rolul de
bolnav este un fel de confirmare sociala a bolii.

Ce inseamna comportamentul de bolnav? Acest con-
struct include urmaétoarele caracteristici: recunoasterea si
interpretarea simptomelor, asumarea rolului de bolnav, con-
sultarea medicului si acceptarea tratamentului, recuperarea
din starea de boala. Persoana bolnavi, prin asumarea unui
nou rol impus de situatia de criza, aparuta deseori inopinant
si pentru care de cele mai multe ori nu este pregatita sa 1i
faca fatd, are nevoi speciale. Cunoscand nevoile pacientului,
familia, personalul medical, cu atat mai mult psihologul din
mediul clinic, pot facilita adaptarea sa la rolul de bolnav.

Nevoile pacientului:

« De a fi inteles

« De a fi informat

« De a i se reduce anxietatea
« De a fi respectat

« De a se simti in siguranta
« De a avea control

« De a-si pastra demnitatea

Principiile comunicarii intre personalul medical si
pacient

1. Ascultarea activa: reflectarea emotiilor sau a continu-
tului discursului exprimate de cealalta persoana.

2. Acceptarea pozitiei celuilalt: opiniile, emotiile ce-
luilalt sunt intotdeauna adevarate in raport cu experientele,
scopurile sau standardele sale;

3. Exprimarea propriei pozitii: exprimarea gandurilor
si a emotiilor legate de o situatie concreta.

4. Explorarea alternativelor: brainstorming, evalu-
area argumentelor pro si contra, ierarhizarea eficientei
alternativelor.
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Studiile de specialitate descriu peste 70 de abilitati indi-
viduale care contribuie la eficientizarea comunicarii dintre
personalul medical si beneficiar. Aceste abilitéti individuale
se reunesc in seturi de abilititi si strategii care sunt legate in
mod direct de activitatea medicala si permit aplicarea lor in
cadrul activitatii medicale. Aceste abilitéti care contribuie
la eficientizarea comunicarii dintre personalul medical si
beneficiar reprezinta abilitati clinice de baza.

Mai jos sunt prezentate patru seturi de abilitati de comu-
nicare legate de principalele obiective ale comunicarii per-
sonal medical-beneficiar.

I. CUNOASTEREA EXPERIENTEI SUBIECTIVE A
PACIENTULUI

Abilititile de a explora modul in care pacientul triieste
boala, problemele si ingrijorarile sale (4).

De ce sa utilizam aceste abilitati ?

« Colectarea tuturor informatiilor relevante despre be-
neficiar contribuie la realizarea unui diagnostic acurat si la
construirea eficienta a planului de interventie.

«» De asemenea il incurajeaza pe pacient sa coopereze si sa
faca eforturi in urmarea planului de recuperare.

» Explorarea modului in care pacientul triieste experien-
ta bolii 1l ajutd pe beneficiar sa inteleaga si sa isi reaminteas-
ci informatiile primite.

« Cand se prezintd la medic, pacientii doresc suport si
ajutor pentru mai multe probleme decat una singura, cu
care incep discursul sau pe care o prezinta atunci cand sunt
intrebati.

* 40% - 80% dintre pacienti nu urmeaza recomandarile
primite, daci acestea nu sunt relationate cu nevoile, priori-
tatile, asteptarile lui.

« Explorarea convingerilor pacientului despre problemele
sale este predictor pentru rezultatele obtinute de beneficiar
in urma interventiei medicale.

Cum sa facem ?

« Invitati pacientul sd va povesteasca despre problemele
lui: “Povestiti-mi cum vd simtiti ?”.

« Utilizati intariri verbale si non-verbale pentru a incu-
raja pacientul sd exprime alte ingrijordri sa emotii: “Mmh
hmn”, “Inteleg”.

« Permiteti/ acordati timp pacientului sa continue sau sa
raspunda, inainte de a pune o alta intrebare.

« Identificati care este cea mai presanta problema a paci-
entului si negociati discutarea ei in acea intalnire.

» Formulati intrebari care sd va ajute sa intelegeti cum
problema afecteazi viata de zi cu zi a pacientului. “Ce schim-
bari ati observat ci au aparut in viata dvs. de cand va con-
fruntati cu problema X?”

« Formulati intrebari despre contextul de viata al pacien-
tului (evenimente sau persoane implicate); aceste informatii
pot ghida decizia clinica de tratament. “cu cine locuiti ?”, “au

» «

apdarut schimbari acolo unde locuiti ?”, “cu cine va petreceti

» «

cea mai mare parte a timpului ?”, “cu cine preferati sa stati
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?”, “sunt lucruri care va deranjeazd sau va ingrijoreaza in
prezent ?”, “sunt lucruri care urmeaza sa se intample si va
ganditi la ele?”

« Intrebati pacientul care este, dupi opinia sa cauza pro-
blemei ? “Din ce cauzi credeti cid a aparut X?”

« Identificati asteptarile pacientului despre modul in care
problema sa poate fi amelioratd. Pacientii vin cu propriile
lor asteptari despre solutionarea unor probleme/ simptome
si, daca ele sunt diferite de cele primite, scade probabilitatea
urmaérii recomandarilor medicale.

« Sumarizati ce ati inteles despre ingrijoririle si astepta-
rile cheie ale pacientului legat de problemele sale si despre
ce poate fi facut.

« Invitati pacientul sa completeze sau sa corecteze modul
in care dvs. ati inteles.

Ce este indicat sa stim despre pacientul copil?

Pentru a vedea persoana in pacientul nostru este indicat
sd tinem cont de urmatoarele seturi de elemente (5):

1. Cine este acest copil? Cine/ce face parte din viata lui?
Care sunt domeniile lui de interes (scoald, prieteni, dificul-
tati majore)? Dar parintii lui?

2. Ce asteptiri are acest copil si parintii lui de la noi? Care
sunt convingerile si ingrijorarile lor? Ce spera sa primeasca
de la noi acum si/sau pe viitor?

3. Cum isi trdieste acest pacient propria boald? Concret,
ce a facut el pentru a redobandi functionalitatea? cum i-au
fost afectate relatiile? Ce inseamna boala in mod simbolic
pentru copil si familia lui?

4. Care sunt convingerile (perceptiile) pacientului des-
pre boalad? Dar ale parintilor? Care sunt ipotezele parintilor
despre patologie si cauzalitatea acesteia? Dar ale copilului?
Care pare a fi tratamentul rezonabil pentru acest copil si
aceasti familie?

5. Care este starea emotionald a copilului in raport cu
problemele sale de sénitate? Dar ale parintilor (cu o atentie
speciald acordata celor 5 factori comuni: frici, neincredere,
furie, suparare si ambivalenta)?

Este indicat sa integram aceste elemente in rutina prac-
ticii noastre si sa asigurdm o explorare mai profunda sau de
suprafatd a fiecarui set. Practicarea acestora faciliteaza un
grad mai mare de intelegere si incredere din partea pacien-
tului, simbolizind un interes mai ridicat vis-a-vis de sinata-
tea acestuia (senzatie care poate fi cu adevirat terapeutica).

Mai concret...

Este intotdeauna util si este perceput drept o dovada de
respect ca la prima intilnire cu parintii si copilul sa ne pre-
zentam: ,,Md numesc...., sunt medic rezident / specialist /
primar pediatru / de medicind de familie”, si totodata si le
dam si acestora posibilitatea si se prezinte. Pentru un bun
contact cu copilul este uneori necesara coborarea la nivelul
de iniltime al acestuia, si adresarea directa a catorva cuvin-
te: ,Bund Matei, ma bucur sd te cunosc!”
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Pentru cresterea gradului de predictibilitate a evenimen-
telor (in scopul scéderii anxietatii parintilor si copilului) se
pot spune citeva cuvinte despre ce urmeaza sa se intample:
»,0 sd stam putin de vorba sd vedem ce s-a intamplat”. Ver-
balizarea din partea medicului de fiecare data cind urmeaza
sd facd o proceduri are acelasi scop: ,Acum o sd....”

Unii medici prefera si initieze un interviu clinic cu copi-
lul si pirintii acestuia utilizind urmitorul enunt: ,fnainte
de a vorbi despre problemele de sandatate ale lui Matei, mi-
ar placea sa-mi vorbiti putin despre Matei. Ce fel de copil
este?” Sau direct citre copil: ,Ce-ti place tie sd faci?”

Cei care sunt preocupati mai degrabi de semne si simp-
tome pot sa utilizeze urmitorul continut verbal: ,,Acum ca
mi-ati vorbit putin despre boald, si inainte sa analizam in
mod detaliat starea lui de sandtate, vreau sa-mi vorbiti pu-
tin despre Matei ca persoand.”

in ambele situatii majoritatea pirintilor si copiilor vor
sumariza succint citeva detalii despre viata personala, care
pot determina un consum de regula de maxim 30 de secun-
de. Ocazional pacientii ar putea sa intrebe ,,Ce pot sd spun?!”.
in astfel de situatii putem si-i incurajim si si repetam: , Pdi
ceva despre prieteni, gradinita / scoala, ce-i place sa faca /
ce-t1 place tie sa faci cel mai mult — pe scurt ceva de genul
acesta” . Uneori mesajele deschise sunt cele mai eficiente:
,Cum l-ati descrie pe Matei?” ,Daca ar fi sa-l descrieti in
doud fraze, ce ati spune despre Matei?” si dacd consideram
cd este cazul 1i putem cere un raspuns mai detaliat ,,Spuneti-
mi mai multe despre asta”.

in alte contexte medicul poate si transmitd mai multe
informatii: , Trebuie sd acordam putin timp pentru a ne
cunoste mai bine in conditiile in care vom colabora pentru
viitor. Permiteti sd vd cer sd-mi spuneti cdte ceva despre
familia Dvs. si despre Matei si mai tarziu am sa va raspund
si eu la intrebarile pe care le aveti”. Sau intr-o alta situatie:
»Stiu ca veniti in acest spital de mai mult timp, dar deoare-
ce eu sunt un medic nou, va invit sd-mi vorbiti putin despre
familia Dus. si despre Matei”.

II. CONSTRUIREA RELATIEI TERAPEUTICE

Abilititi de a valida pacientul si de a fi suportiv — o rela-
tie terapeutica solida cu familiile oferd atat medicului cat si
parintilor un sentiment de incredere si intelegere. Mai mult,
pierderea relatiei terapeutice duce la scidderea calititii sdna-
tétii copilului (6).

De ce sa utilizam aceste abilitati ?

+ Relatia terapeutica pozitivd este o metoda de inter-
ventie in sine si modereaza eficienta celorlalte metode de
interventie.

« Studiile arata ca relatia terapeutici este responsabila de
40% din rezultate.

« Ignorarea relatiei terapeutice si a atitudinii de suport
si acceptare neconditionatd a beneficiarului este obiectul
malpractise-ului.

« Validarea trairilor pacientului este cel mai important

instrument de stimulare a beneficiarului ca s facd schim-
barile benefice pentru el.
Cum sa facem ?

« Ardtati pacientului ca sunteti receptiv la emotiile lui, ci
sunt in sigurantd daca le exprima sau dacé le discuta. Pu-
teti face acest lucru intreband beneficiarul despre emotiile
/ sentimentele sale: “Cum vd simtiti in legatura cu acest
lucru ?” “cum vd face acest lucru sa va simtiti ?” “Care este
cea mai mare ingrijorare a dvs. legat de aceasta ?”

« Evitati si criticati sau judecati emotiile, comportamen-
tele sau convingerile exprimate de beneficiar. Exemple de
afirmatii evaluative, critice care trebuie eliminate total: “Te

» «

vot aprecia/ ar fi de apreciat daca ...”, “nu ai motive sa ....”,
“nu ar trebui sa te simti asa”, “mi-ar fi placut ca tu sa ...”

« Observati si recunoasteti semnele distresului emotional
la pacienti. Observati dacd evitd sa va priveascd, evita sa va
raspund&. Observati discrepantele intre ce spune si modul
in care spune (ex. afirma ca totul e in regula, dar are o mima
ingrijorata si 1si framanta mainile), observati ce evita bene-
ficiarul s& spuna.

» Raspundeti imediat la indicatorii verbali sau non-ver-
bali care exprima distresul emotional al beneficiarului. Este
important ca emotiile exprimate de beneficiar si nu ramana
neadresate. Cea mai adecvatid modalitate de a raspunde la
emotiile beneficiarului este validarea lor.

« Validati emotiile pacientului. Pacientii au nevoie sa stie
ci emotiile lor sunt normale si acceptate, cd modul in care
ei se simt este firesc si de asteptat in acele circumstante.
Pacientii trebuie si inteleaga cd nu este nimic problematic
in emotiile lor sau exprimarea lor: “E normal sd te simti in
acest fel”. “Ar fi de mirare dacd nu te-ai simti asa in situa-
tia asta”. “Este firesc sa simti aceste lucruri. Oricine in lo-
cul tau ar simti la fel”. “Marea majoritate a oamenilor in
aceeasi situatie ar reactiona la fel”. “Reactia ta este absolut
normald”.

« Oferiti si cereti feedback pacientului: “Am inteles ca tu
te simti ...Am inteles bine ?”

« Exprimati deschis suportul pe care dvs. il oferiti si incu-
rajati pacientul sa il ceara. “Ne vom gandi impreunda ce este
mai bine de facut”.

III. IMPLICAREA PACIENTULUI

Abilitatea de a-1 implica pe pacientului in deciziile medi-
cale (acolo unde este cazul) (7);

De ce sa utilizam aceste abilitati ?

« Cercetirile subliniaza faptul cd implicarea pacientului
in decizia de tratament creste mult complianta acestuia la
recomandarile medicale.

« Personalul medical care incurajeaza pacientul sd se im-
plice activ in deciziile de tratament obtine rezultate, in ter-
meni de reabilitare si functionare, mai bune de la pacientii
lor.

Cum sa facem ?

« Alocati timp suficient explicarii diagnosticului si optiu-
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nilor de tratament; nu uitati ci cea mai mare parte a perso-
nalului medical supraestimeaza timpul acordat pacientului
pentru explicatii si discutii.

« Identificati care sunt asteptarile pacientului si de cate
informatii are el nevoie despre conditia sa medicali si op-
tiunile de tratament. ,Ce informatii aveti despre acest dia-
gnostic ?” ,,Ce v-a ajutat in trecut, ce nu v-a ajutat ?”

« Identificati preferintele pacientului pentru implicarea
in luarea deciziei (asumarea riscurilor, implicarea altor per-
soane) si indoielile legate de luarea deciziei.

« Prezentati pacientului alternativele de tratament dacd
acestea sunt disponibile, rezultatele lor si efectele adverse.

» Recomandati o alternativa de tratament si explicati mo-
tivul pentru care faceti aceastd recomandare.

« Identificati care sunt rezervele, barierele pacientului
fatd de alternative de tratament si rezolvati-le — aceste re-
zerve pot fi datorate unor circumstante personale din viata
pacientului, lipsei informatiei, fricii etc.

« Verificati dacad pacientul este multumit cu medicatia,
dacd apar efecte secundare care il deranjeaza.

« Stabiliti rolurile si responsabilititile fiecarei parti si ve-
rificati daca pacientul le-a inteles: de exemplu, medicul este
de acord si verifice daca existd medicatii alternative care
sd nu aibd anumite efecte secundare, iar pacientul este de
acord sd ia medicatia prescrisd pana cand se identifica o so-
lutie alternativa.

« Exprimati suportul si intelegerea dvs. ,,Stiu cd vd este
dificil sd luati medicamentele acestea’. ,Inteleg cd te de-
ranjeazd starea de somnolentd pe care o simti cand iei
medicatia’.

IV. VALORIFICAREA POTENTIALULUI DE RECU-
PERARE A PACIENTULUI

Abilitatea de a interactiona cu pacientul astfel incat aces-

ta si isi dezvolte increderea in fortele proprii (8).
De ce sa utilizam aceste abilitati ?

« Utilizarea acestor metode creste increderea in sine a
pacientilor si autonomia lor, aspect cheie in implicarea lor
activd in tratament si recuperarea acestora.

« Valorificarea potentialului de recuperare a pacientului
faciliteaza dezvoltarea relatiei terapeutice.

Cum sa facem ?

« Prin comunicarea cu ceilalti specialisti ai echipei, iden-
tificati progresele pacientului in orice domeniu (autonomie,
ingrijire personald, materiale executate etc.) si oferiti-i aces-
tuia feedback-uri pozitive, de cate ori aveti prilejul.

« Centrati-va pe progresele pacientului si pe lucrurile pe
care poate si le facd in timpul interactiunii cu dvs. si oferiti-i
feedback-uri pozitive imediate.

« Ignorati erorile pe care pacientul le face: nu 1i repro-
sati, nu 1i atrageti atentia ca a gresit, nu ridicati vocea. Toate
aceste comportamente il vor face sa facd mai multe erori si
ii vor scidea increderea in fortele proprii. Puteti in schimb
utiliza comportamente prin care pacientul sd inteleagi ce
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are de facut, fara a sublinia faptul ci a gresit:

« sa 1i aratati cum se face;

« sd 1i oferiti ghidaj verbal: ,te opresti la fereastri si as-
tepti”;

« sa 1i repetati solicitarea la care nu a raspuns;

« sd 1i oferiti indicii care sa 1l ajute: ,,daca vezi bulina gal-
beni inseamna ca...”;

« Oferiti feedback pozitiv imediat daca pacientul raspun-
de compliant la instructiunile dvs.

« Salutati pacientul cand va intalniti cu el;

« Folositi numele pacientului cand il salutati sau cand in-
teractionati cu el.

« Primiti pacientul cu caldura: spuneti-i pe nume, ridi-
cati-va si da-ti ména cu el atunci cind il poftiti in cabinet,
zambiti-i.

« in situatiile in care pacientul are comportamente nepo-
trivite nu ridicati vocea, nu amenintati cu consecinte negati-
ve; aceste comportamente cresc probabilitatea ca frecventa
sau intensitatea comportamentelor nepotrivite sd creasca.
Puteti in schimb sa va apropiati de beneficiar si sa 1i spuneti
ferm ca acel comportament este neadecvat si ca trebuie sa 1l
opreasca: ,Acest lucru nu este adecvat/permis aici. Opres-
te-te acum”. Instructiunea va fi repetata pana pacientul este
compliant. In cazul in care pacientul nu este compliant, va
fi anuntat ci este nevoie sd mearga intr-un spatiu unde acel
comportament este adecvat/permis "Acest lucru nu este
adecvat aici. Trebuie sa mergem intr-o camerd unde poti
face acest lucru cat timp vrei”.

CONCLUZII

Fiecare persoana are o experientd unica asupra propriei
boli/patologii, iar cea mai eficienta modalitate de vindecare
include focalizarea atat pe motivatiile, valorile si nevoile pa-
cientului (pe convingeri si emotii, cat si pe experimentarea
bolii).

Medicii (specialistii din domeniul sanatatii) care tin cont
atat de nevoile pacientului cat si de patologia acestuia obtin
informatii mult mai concrete despre istoricul medical, iar
astfel se favorizeaza o crestere a nivelului de satisfactie si
aderent la tratament si se faciliteaza dezirabilitatea in re-
latia medic-pacient.

Specialistii din sénéatate isi pot imbunitétii semnifica-
tiv abilitétile de interactiune in relatia medic-pacient prin
exersarea unor noi patternuri de abordare a pacientului, re-
spectiv printr-o centrare mai concreta pe persoana si nu pe
boald. Rezultatele unui interviu centrat pe pacient sporesc
gradul de satisfactie atat pentru pacient cat si pentru cadrul
medical.
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REFLECTIONS FROM THE BATTLEFIELD -
FROM MISSION IMPOSSIBLE TO POSSIBLE

AN EVALUATION OF BALINT GROUP WORK FOR JUNIOR DOCTORS IN OBSTETRICS AND
GYNAECOLOGY AT THE KAROLINSKA UNIVERSITY HOSPITAL

- E. L .Ryding, & H. Jablonski, Stockholm, Sweden

“We are soldiers fighting at the front!” one of the young doctors said about their
everyday working situation. The title of our presentation links to this expression.

Abstract: The authors present the problems and challenges about starting up and running a Ba-
lint group at the Dept. of Obstetrics and Gynaecology at Karolinska University Hospital in Stock-
holm. The conclusions were made after a discussion between the authors who were the co-leaders
of the group. These were mainly based on the analysis of the answers to a questionnaire which
was filled in after each session during four semesters by both the group members and the leaders.
Key words: problems and challenges, answers to a questionnaire.

The authours conclude that starting a Balint group for
junior doctors in a surgical speciality requires a good prepa-
ration to reach a stable working group situation. The main
topics of the sessions were

« singular dramatic encounters with patients,

« to be exposed to impossible demands, and the lack of

human support of superiors and work-mates (midwives).

The most important processes were

« the recovery of professional self-esteem and the develo-

pment of self-knowledge.

The contents of the sessions were those of a traditional
Balint groups, though a quite some time was spent on wor-
king on organisational problems in connection with the ca-
ses presented. The evaluations by the group members of the
sessions were positive especially from their personal point
of view. The leaders generally rated somewhat lower both on
various estimations of contents and on evaluation of sessi-
ons, but still decisively on the positive side. A combined lea-
dership with a psychoanalyst and a specialist in the current
speciality seems to be a good choice for a Balint group of
junior doctors in a somatic hospital.

Background and start of the Balint group

In the autumn of 2006 Elsa Lena Ryding (ELR) holding
the position of senior specialist at a psychosomatically ori-
entated out-patient clinic within the Department of Obste-
trics and Gynaecology (Ob & Gyn) contacted Henry Jablon-
ski (HJ) on a project for starting Balint group work at the
department. The project was supported by the head of the

Henry Jablonski

department and by some of the older specialists who had
had a positive experience of participating in a Balint group
many years ago.

This was the beginning of discussions with the manage-
ment group of the department that lasted for three months.
Meetings were held with the doctors in charge of the sec-
tions of the department. A general presentation of Balint
group work was also given at a morning meeting attended
by some 40-50 doctors. The conclusion of this process was
that the working structure and climate on all levels of the
Department (including some reluctance among junior doc-
tors) did not allow for a regular Balint group. Instead it was
agreed that a Balint-inspired, time-limited, semi-structured
group would be a more adequate answer to the needs of the
junior doctors. Thus seven 90 minute seminars over 12 we-
eks were offered to specialist registrars, substitute doctors
and new specialists. They were lead (partly jointly and part-
ly individually) by ELR and HJ.

A dozen doctors applied — with a few exceptions they
were specialist registrars. Four of the seminars focused on
a specific subject: Abortion, perinatal death, sexuality, and
cancer. The last seminars were open as any Balint session.
This project was well received. From the autumn of 2007
the Department has offered a regular and continuous Balint
group which is jointly led by us. It is open to registrars and
to all young substitute doctors who have some experience of
Ob & Gyn and who expect to work at the clinic for at least
half a year. Those who in the meantime have qualified as
specialists have left the group though they are still working
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at the dept. New doctors are let in thus making for a slow cir-
culation. In the last semester two registrars from the Dept
of Paediatrics have joined the group., Over these two years
the average number of doctors registered as group mem-
bers were 9-12. Approximately 20 doctors in all have been
taking part in our group work during the three semesters it
has been running. The special working conditions at a Dept
of Ob & Gyn and its impact on attendance rate in a regular
Balint group was described by HJ (Jablonski 2007). In his
experience the expected long-term attendance rate frequen-
cy is about 50 % to a Balint group for hospital doctors as
opposed to GP groups were the corresponding figure is over
80% (Jablonski 2005).

Aims of the evaluation

« What were the main topics and processes of the sessi-
ons? « How much space was devoted to various types of to-
pics according to the participants and according to the group
leaders? « How did the participants evaluate the discussions
and the contributions by themselves and others? Ditto for
the leaders. « What is special about group work with junior
doctors of Ob & Gyn, compared to a traditional Balint gro-
up? » Which were the problems in starting and maintaining
the group and which were the favourable factors?

Methods

We used reflection first individually and then in discus-
sion between the two leaders from different backgrounds.

We also used a modified questionnaire developed by Dr
Dorte Kjeldmand (DK) for her dissertation work for a Ph D
“The Doctor, the Group and the Task” (2006) DK’s resear-
ch results lend a reliability and validity to the items used in
the evaluation. With regard to evaluation of contents they
correspond to the traditional core items of Balint work: the
doctor-patient interaction, the meeting with the patient and
the feelings of the doctor elicited by clinical situations

DK used a 7-graded scale. HJ had previously found it
sufficient for the purpose of evaluation to reduce it to a five-
graded scale defining in words what every level stands for
(Jablonski 2005). E L R slightly modified the questionnaire
further. It was given to the participants at the end of every
session. Space was given for free commentaries and criti-
cism. The group members submitted their evaluations ano-
nymously. The leaders marked their forms with an L.

The first part of the questionnaire has 14 items concer-
ning how much of the session that was devoted to 14 vario-
us topics defined. The second part was an evaluation of the
discussions and of the contribution by self, other members
and the leaders. A mean score was calculated for each item
during each of the three consecutive semesters, one score for
the participants and one for the leaders. The questionnaire
is shown in a supplement. The case histories have been alte-
red in order to avoid recognition.
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Results and discussion

Topics and process

The junior doctors most often chose to rapport on acute
and dramatic single meetings with patients. The need for
a too late “debriefing” was great. After a traumatic experi-
ence they are often required to just go on with their tasks.
Support was offered for the midwives involved by other mi-
dwives, but the doctors were often forgotten. For instance
a young midwife was taken off duty after her experiencing
the delivery of a dead baby for the first time. Nobody asked
about the junior doctor, who in fact also had this experience
for her first time. The junior doctors needed to talk about
their feelings of anxiety, horror, sorrow. They also needed
to talk about their disappointment with their superiors and
with their work-mates (mainly midwives) who had not taken
care of the them after a difficult experience.

Anders remembered one of his first days on the delivery
ward as terrible. The consultant and the more experien-
ced registrar were performing a caesarean section when
a pregnant woman came in without signs of foetal heart-
beats. The young doctor was urgently asked to help several
of the ward midwives. He tried in vain to find the heart of
the foetus with inadequate equipment. After a while, an ol-
der colleague came back from the operation theatre, asked
for a better ultrasound machine and found a foetal heart
beating slowly. The woman was immediately delivered by
emergency caesarean but the infant was dead. After this
event the head midwife performed a kind of debriefing and
“absolving” session, during which all interest was directed
towards the crying midwife who had been in charge of the
woman who had lost her baby. The consultant summed
up that everybody had done just fine in the circumstances
(which was not entirely clearcut and could have been more
thoroughly scrutinised) and then he left the ward. Anders
was left with his feelings of inadequacy and disappoint-
ment with his older colleague, the consultant.

Another frequent type of case was single encounters with
patients or next-of-kin who were dissatisfied, demanding
and/or aggressive. The registrars needed to hear that they
had done all that was possible. The other participants iden-
tifying with the presenter (too) readily gave support. But the
interventions from the leaders stressed the patient’s situa-
tion and personality, and then discussions could be taken
further towards an understanding of the situation and also
of the individual reaction of the presenting doctor. Some
of the group members proved to have a “natural” talent for
Balint group work. They brought vitality, social competence
and responsiveness into the group, and they were not pre-
stigious. The others could learn from these more psycholo-
gically minded comrades and thus gradually overcome their
initial resistance to explore themselves.

This self-reflective process was i.e. expressed when they
reported a development in their ability to communicate in
difficult situations. “Well, you all know, I am the angry doc-
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tor. But this time I was thinking...

In a few members of the group professional identity and
behaviour were strongly linked to personality idiosyncrasi-
es. One doctor was very sceptical during the first sessions.
She was very reluctant to think about her own part of a
patient-doctor encounter. When the psychoanalyst leader
after some time focused on these aspects in her case pre-
sentations she became upset and offended. She was calmed
down by the senior obstetrician. She came back and develo-
ped into a working participant who had a lot to give in the
group. She could in hindsight comment on the considerable
personal turmoil these discussions had meant to her. She
had been furious with the psychoanalyst as a leader and felt
that more or less her whole person was questioned. Yet, she
had seen the point, learnt, and realised how a profoundly
rooted personality trait in herself affected her relations with
her patients and could invade a lot of her off-duty time. Har-
dly ever did the junior doctors report on an ongoing process
with a patient. This is due to their work situation which ra-
rely allows longer contacts.

Tablei1. Content of the sessions

Content of the sessions

The space taken for 14 various types of topics is shown in
Table 1. The meeting with the patient, and demands, limits,
control was often discussed according to both the residents
and the leaders as well as unpleasant work-related experien-
ces and work-related feelings in the case presenter and the
other group members. There was a tendency for the group
members to score higher than the leaders on most of these
items. We interpret this as an expression of the greater ex-
perience of the leaders.

The topics discussed were those that “should” be handled
in a traditional Balint group. But, there was less talk about
the patient’s history and psychosocial situation. Organisa-
tional problems were much more often discussed than in
groups of out-patient practitioners. We felt that it was im-
portant to allow for such discussions under strict confiden-
tiality, since they constituted important and real problems.
We tried to inspire the group members to cope with the or-
ganisational problems themselves, and — if possible — find
ways of constructively discussing these issues with the se-
nior colleagues involved or at the doctors” staff meetings.

SS o7 AS 07 Leader SS o7 | AS 07 Leader SS08 | SS 08 Leader

Meeting patient 3.8 4.3 4.1 4.0 4.3 4.1
Life history of patient 2.4 1.8 3.2 1.7 3.4 1.8
Psychosocial situation 3.1 2.6 3.9 2.4 3.8 2.6
Medical issues 2.9 2.6 2.9 2.8 2.9 2.7
Demands, limits, control 4.0 3.6 4.2 3.0 4.0 3.6
Individual/group process 3.3 2.6 3.8 3.0 3.7 2.7
Psychological theories 3.3 2.3 3.8 1.8 3.4 2.3
Counseling 3.1 2.2 3.8 1.8 3.8 2.5
Organization 3.0 2.5 3.5 3.2 3.1 2.6
Unpleasant work-related experiences | 4.8 4.7 4.7 4.9 3.8 3.7
Work-related feelings of case 4.7 4.3 4.4 4.8 4.3 4.1
presenter

Wok-related feelings of others 4.0 3.4 4.3 3.2 4.1 3.0
Non-work-related feelings of case 2.1 1.7 4.0 1.8 3.2 1.8
presenter

Non-work related feelings of others |3.5 1.5 4.0 1.2 3.8 1.5

5=very strong emphasis 4=emphasis above average 3=average 2=less emphasis than average 1=not discussed

SS=spring semester AS=autumn semester

Evaluation of the sessions

The group members reported a high satisfaction with the
discussions even more from a personal point of view than
from a clinical point of view (Table 2). This contrasts with
evaluations from Balint groups of experienced GPs who find
the discussions generally more rewarding from a clinical
than from a personal point of view. Possibly the GP’s defini-
tion of a “clinical” problem is wider and more holistic, whe-
reas hospital doctors have a more strict medical definition
of “clinical”.

The discussion climate was reported as good. Even if we
as leaders were less satisfied with some sessions, this was
not reflected in the scores made by the participants. There
was a strong, and rising, sense of solidarity among the yo-
ung doctors. Except for one junior doctor who had been in
a group member during her internship, none had previous
experience of Balint work. Though the method had been
explained during the introduction they were not really in a
position to be overly critical of our use of the method.

The contribution of other participants and leaders was
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estimated as better than one’s own contribution. This was
also the case with the leaders. The female obstetrician ten-
ded to estimate her contribution as less important than that
of the male psychoanalyst. We have discussed between us if
this is a Swedish or a universal phenomenon. Since most of
the specialist registrars and substitute doctors, at the Dept
and all but one (sporadic) participant in the Balint group,
are female, we have not been able to really reflect on the in-
fluence of gender.

There was a tendency of rising scores over time in spite
of the group was not the same from one semester to next,
and no junior doctor participating more than two whole se-

Table 2. Evaluation of the sessions

mesters. The explanation may be that the group grew more
and more “popular” and/or that the leaders got more used
to the situation and each another. Also, the group during
the first semester was more heterogeneous with regard to
clinical experience. One young doctor who had just begun
the same week at the Dept. was almost silent with big ears
and eyes. After the summer holidays her attitude in the gro-
up had changed to the extent that HJ literally thought she
was another person! But in the following semesters we did
not allow doctors with no experience at all in the speciality
to join. Nor did any of the specialists take part, and group
members who became specialists left.

SS o7 SS 07 Leader AS 07 |AS o7 Leader SS 08 |SS 08 Leader
Discussions clinically rewarding? 3.8 3.3 4.1 3.3 4.3 3.2
Discussions personally rewarding? 4.1 3.4 4.0 3.1 4.7 3.7
Discussion climate in the group? 4.4 3.7 4.8 4.3 4.9 4.2
Did we follow the method agreed 4.0 3.9 4.4 3.8 4.1 3.9
upon?
Estimation of own contribution to 3.4 3.2 3.4 3.2 3.9 3.4
the group work?
Estimation of other group members’ | 4.0 4.0 4.4 4.1 4.7 3.8
contribution?
Estimation of group leaders' 4.1 3.8 4.4 3.5 4.5 3.5
contribution?

5=very good 4=good 3=acceptable 2=poor 1=very poor

Comparison with the traditional Balint group

What is special about a Balint group for residents of Ob
& Gyn? We work with young colleagues who already have a
significant medical knowledge but who do not know much
about the significance of themselves to their patients, Nor do
they know what the patients might signify to them. In a gro-
up of GPs due to the continuity of clinical contacts the psy-
cho-social aspects, the life histories of their patients natu-
rally add to the meaning of the patient-doctor relationship.
As discussed by HJ (Jablonski 2007) the hospital environ-
ment seems to present particular obstacles. The structural
complications are the irregular working hours and the frag-
mentation of working tasks, as well as a greater hierarchy in
a hospital department. The specialist registrars and especi-
ally the young substitute doctors without a secure position,
are at the bottom of the doctor’s hierarchy, and in some res-
pects (non-medical decisions) also subordinate to the head
nurses and the midwives. The psychological obstacles are
also mainly institutional, such as the institutional ways of
coping with anxiety (Menzies Lyth 1988). (for instance by
shutting off emotions), institutional dysfunctions, lack of
holding structures (i.e. anxious members of staff deman-
ding consultation or intervention “that cannot wait” thou-
gh it actually can wait). Individual psychological defences
tend to be stronger as severe disease and immanent death is
very present constantly in the daily working life in which the
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doctors are taking decisions that imply crucial and dramatic
changes in the lives of their patients.

“We are front soldiers!” one of the registrars said abo-
ut the everyday situation in an Ob & Gyn department. She
herself was used to completely shutting off her feelings at
an emergency, to be able be focused, take quick decisions
and do the necessary but painful things to her patients. In
such situations, the patient-doctor relationship is actually
less important than saving a life. At times, it was difficult
and problematic for our young colleages to feel that they co-
uld stay caring and human. Sometimes several times daily
they have to change between these emergencies and ordi-
nary consultations, during which a broader understanding
of the patient’s problem is needed,. The front soldier has to,
minutes after the battle, show empathy in a discussion whe-
re the patient’s own view of the problem must be noted and
respected.

Problems and experiences

Starting the group was facilitated by a thorough prepara-
tion in collaboration with the management of the Dept.. The
seminars on specific subjects were helpful as an introduc-
tion to the Balint method. Thus the feeling of uncertainty
and insecurity in the junior doctors about what was going
to happen in the sessions - the risk of “cultural shock” - was
diminished
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In our opinion a non-traditional manner of looking at the
framework of the sessions is necessary, with young hospital
doctors, especially with those from a surgical speciality. We
allowed beepers for those who were working at the delivery
ward or the gynaecological emergency ward. We allowed
coming late, with an explanation. We allowed leaving early
for those who had to be on “afternoon duty” from 16.00. Of
course these comings and goings disturbed the sessions, but
we were not discouraged, but tried to do the best of the situ-
ation. We know that several attempts of Balint work at hos-
pitals have failed because the leaders did not accept a more
flexible framework than the traditional one.

We were impressed by those members who demonstrated
clinical maturity and amazing psychological minded-ness in
spite of their relative inexperience as doctors. As their lea-
ders we could really harvest “low-hanging grapes” by just
providing the framework for reflection. We were even more
moved by those doctors who worked against their own inner
strong defences and resistances, and endured and developed
through the emotional turmoil that their group participati-
on brought about - such as mentioned above.

The problem of drop-outs, and how to deal with them, is
well-known. We have three examples of drop-outs or thre-
atening ditto.

Anne came to the group with an air of scepticism towards
the idea of discussing patient-doctor relationships with a
critical mind. She seemed quite content with herself. Then
she dominated one session with a case that happened seve-
ral years ago, an extremely nasty case which had had per-
sonal implications for Anne. Something about the patient,
it appeared, had reminded her of someone close to her. The
case made a profound impression on all of us and the discus-
sions were lively. Anne did not come back to the group. There
was always something else to do...

Anita is a young woman with a temperament. She is well
liked at the department because of her warm and lively per-
sonality, and for her competence. She came to the first sessi-
ons like a whirlwind, presenting dramatic cases, but not very
willing to reflect. She could not always accept the comments
of HJ, and there were some animated discussions about fra-
mes and limitations in clinical work. Later, Anita confessed
that she had been thinking of not coming back to the group,
but after all she had decided to absorb, learn and think about
modifying her behaviour in certain aspects. And she really
did!

Angela did not seem to grasp the meaning of our discussi-
ons. She presented a case with the intent to complain about
the investigations made by others. She was not able to look
at who was the patient and why did the encounter not go
well. After this she was absent for several sessions. She was
brought back by an enthusiastic colleague but still did not
seem to grasp what the group is about. After an individual
meeting with ELR she confessed that she had felt exposed,
and found the leaders arrogant and we decided that she was

better off without the group. Angela may be an example of
a person whose rigid defences do not allow for the personal
exposure in a Balint group.

Even though this Balint group is part of the educational
offer at the department, it could and should never be com-
pulsory. It is not a part of the supervision of the Dept. which
is compulsory for the specialist registrar in order to get a
specialist certificate. The Balint group does not belong to a
formal qualifying system. That would change the relations
and the dynamics of the group. To have a group leader from
the inside of the department added to the legitimacy of our
continued work. It has made the group a part of the inner
world of the Dept., and an obvious part of the education pro-
vided for registrars. My (ELR) fairly independent position
at the Dept. as responsible for psychosomatics, we consider
essential for the participants of the group. They do not have
to face me as a superior in the everyday work. The support of
a colleague from their future speciality makes it easier to ab-
sorb or reject the suggestions of the psychoanalyst (HJ). Of
course there would not have been a Balint group without the
psychoanalyst, who could look at the clinical situations and
patients from the outside and with a deeper psychological
perspective. But when he was a few times too far out on the
psychoanalytical sea for most of us to understand, we hau-
led him in and tried to express the problem in other words.

To me (ELR) the Balint work has been a possibility to
have more regular contact with these young doctors. Before
it was more sporadic and the contact with my unit was quite
scarce. It gives me an opportunity to influence them towards
a holistic view of our speciality, which I feel very strongly
about.

In all, I (HJ) think that this co-leadership had a great
synergetic effect on the group work. As an outsider I ob-
served how these young doctors started taking ELR “into
use”. When discussing a complicated issue, sometimes ELR
as a very experienced holistic clinician would make a short
comment and this would help the group members to calmly
focus on the issue in a way that no psychological “sermon”
from me could ever achieve. But I was also pleased to noti-
ce that my own medical clinical reflections were recognised
as relevant by the group members. Spiritual mentorship is
an important part of the group work for doctors in training.
Paul Sackin (2005) in his Michael Balint Memorial Lecture
elaborated on this theme.

Critique of evaluation methods

We cannot rule out that we might have got a less favou-
rable evaluation if the anonymous questionnaires had been
collected and processed by someone other than ourselves.
Our view of how well the group worked is, for better or wor-
se, our personal view. We feel, however, that the combinati-
on of qualitative and quantitative data, as in the Kjeldman
thesis, gives a fairy comprehensive picture of our work.
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Conclusions

To start a Balint group for junior doctors in a surgical spe-
ciality requires good preparation, but is worth-while. The
main topics of the sessions were singular dramatic encoun-
ters with patients, to be exposed to impossible demands,
and the lack of human support of superiors and work-ma-
tes (midwives). The most important processes were the re-
covery of professional self-esteem and the development of
self-knowledge. The content of the sessions were as in tradi-
tional Balint groups, though a larger part had to be taken up
by organizational problems. The participant’s evaluations of
the sessions were positive especially from a personal point
of view. The leaders generally rated somewhat lower on both
various estimations of content and on evaluation of sessions,
but on the positive side. A combined leadership with a psy-
choanalyst and a specialist in the current speciality seems to
be a good choice for a Balint group of residents in a somatic
hospital.
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Supplement: Questionnaire for evaluation and assessment of Balint group work (revised 2006)

Content 5=very strong emphasis 4= emph above av 3=average 2=less
emph than av 1= not discussed

Meeting with patient

Life history of patient

Psychosoc sit of pat

Medical issues

Demands, boundaries, control

Individual-/group process

Psychological theory

Counselling to presenter

Organisational/political issues

Unpleasant work-related experiences

Work-related feelings of presenter

Dito with other group members

Non-work-related feelings in presenter

Dito in other group members

Other issues - which?

Evaluation

5=very good 4=good 3=acceptable 2=poor 1=very poor

Were discussions generally clinically educational?

Ditto on a personal (non-professional) level?

Discussion climate in the group (safety, openness etc)?

Did we follow the agreed on working method?

The contribution of the others to the group work?

Your own contribution to the group work?

The contribution of the group leader to the work?

Free comments (positive and negative criticism):
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DESCRIERE DE CAZ

DESCRIEREA MUNCII UNUI GRUP BALINT DIN 9 MAI 2010,
DESFASURAT iN CADRUL WEEKEND-ULUI NATIONAL DE VARA DIN OCNA SUGATAG

- Dr. Baka Tlinde, Tg. Secuiesc

in acea dimineats de dumi-
nicd, in aer plutea sentimentul
caracteristic al ultimei zile a
unei astfel de intalniri: iminen-
ta nostalgie a timpului petre-
cut impreund intr-o atmosfera
placuta balintiana. De cate ori
ma incearca acest sentiment,
deja mi consoleazd perspec-
tiva unei noi reintalniri in vii-
torul apropiat, ca un alt punct
de reper important in structu-
rarea timpului meu personal. Grupul s-a adunat anevoios,
resimtind un pic din oboseala cinei festive, la randul ei si
ea foarte importanta la un astfel de eveniment. Liderul de
grup, un lider balintian acreditat cu experientd, desemnat
de catre organizatori, m-a invitat si- i fiu colider, avind in
vedere numarul destul de mare al participantilor, si anume:
14 persoane. Ne-am inteles s aplicim un stil de conducere
cat se poate de permisiv, avand in vedere faptul cd grupul se
aduna pentru a doua oara in acest weekend, si participantii

deja se cunosteau oarecum intre ei.

Dupa prezentarea celor din cerc, cazul a izbucnit aproa-
pe instantaneu din traista unui coleg relativ recent uns ca
balintian, care practici medicina generala in sistem privat
in capitald. El a prezentat cazul unui pacient trecut de 40
de ani, director al unei intreprinderi locale, care se prezinta
la medic cu acuze minime somatice, aparute recent, dupa
pierderea tatalui vitreg al acestuia. Pacientul isi exprima in
mod transant dorinta de a fi investigat medical ,complet”, si
respinge de la inceput ideea unei afectiuni psihosomatice ca
o consecintd a pierderii suferite recent prin moartea tatilui
sdu. Pacientul devine agresiv, nemultumit si revendicativ,
dupi ce i se efectueazi si se interpreteazi ca fiind negative
unele investigatii paraclinice considerate necesare de catre
medicul sdu curantant si se si exprima ca atare, cerand intr-
o maniera jignitoare mai multa atentie si seriozitate din par-
tea colegului nostru. Desi este indrumat de cétre medic spre
un alt coleg cu experientd, format ca specialist in SUA, care
i-ar putea satisface mai multe dorinte pe acest plan, pacien-
tul tot revine la colegul nostru, dandu-i de inteles cd doreste
sa continuie aceasta relatie medic-pacient. Colegul nostru
insi cand il revede in sala de asteptare are sentimente nega-
tive de genul: respingere, negare, furie, dorinta de eliberare
din aceasta relatie.

Formuleaza o intrebare pe care o adreseaza grupului, prin
care exprima faptul ca desi a avut in praxisul lui mai multe

cazuri de acest gen, de ce numai in acest caz singular a avut
aceastd reactie de revolta si respingere totala al pacientului?
Cum credem ca va evolua relatia lor de medic-pacient in viitor?
A urmat sirul intrebarilor pentru elucidarea dedesubturilor:

« portretul fizic si psihic al pacientului

« stilul de viata si relatiile pacientului cu membrii sdi de
familie

« istoricul acestei relatii mai vechi de medic curant si
pacient

« anumite momente cheie ale relatiei

« conditiile specifice ale unui cabinet medical de medici-
né generala in sistem privat

« caracteristicile, avantajele si dezavantajele practicii me-
dicale private

Dupi retragerea simbolicd a prezentatorului de caz in
afara cercului, au urmat fanteziile si comentariile membri-
lor grupului. S-au enuntat idei foarte colorate, intr-un ritm
sustinut, de genul:

« Pe tot parcursul evolutiei relatiei dintre medic si pacient
este perceptibild o atractie in care s-au decelat chiar conota-
tii ce tin de orgoliul masculin si de identitatea sexuala mas-
culini. in aceastd ordine de idei, atat medicul cit si pacien-
tul au prezentat tendinte de idealizare a celuilalt, trezindu-si
sentimente de frustrare si invidie fatd de anumite trasaturi
ale personalititii celuilalt.

« O caracteristici a serviciului medical privat este trans-
parenta uneori exagerati a actului medical, medicul deve-
nind foarte expus atacurilor pacienturii, care devine tot mai
revendicativd. Tot in acest sistem privat teama medicilor
de procesele inerente de malpraxis tulburi simtitor relatia
medic-pacient.

« S-au enuntat atitudini si pareri diferite despre faptul ci
aceasta relatie trebuie continuati in viitor, cu orice pret, so-
lutionarea problemelor medicale ale pacientului avind prio-
ritate, sau din contra, medicul este liber sa intrerupa aceasta
relatie medic-pacient, punand capit astfel si acestor proble-
me de ordin afectiv din partea lui.

« S-a subliniat rolul decisiv al lipsei de incredere a pacien-
tului in facultitile profesionale ale medicului, dar si o lipsa
de incredere din partea colegului, vis-a-vis de sansele rezol-
varii cazului medical propriu zis.

« Pacientul 1-a identificat pe medic cu tatil sau, manifes-
tandu-si anumite porniri afective ca atare.

» Medicul s-a identificat cu pacientul, ale cirui sentimen-
te de furie, neputint, trezite de pierderea tatalui si reprima-
te pana in prezent, s-au transmis astfel medicului.

« S-a sugerat ca responsabilitatea medicala sa fie imparti-
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td si cu alti colegi specialisti.

« Dupi o alta pirere, acest caz poate si sugereze medi-
cului si se gindeasci la randul lui la eventuala pierdere in
trecut a parintilor sii.

« S-a mentionat natura asimetrica a relatiei medic pa-
cient, medicul poseddnd anumite informatii si cunostinte
care 1i permit sd detind controlul dar il si responsabilizeaza
mai mult.

« Facand referire la continutul lucrarii despre interviul
motivational, prezentatd de cétre colegul nostru in sesiunea
de lucrari in dimineata precedents, i s-a propus sa prinda
mai mult curaj si si intre in hora cu pacientul lui, in acest

dans fiind cu siguranta el, medicul, cel care va conduce.

Rechemat in grup, colegul nostru s-a exprimat a fi oare-
cum usurat si multumit cu munca grupului, adunind mul-
te idei folositoare, din perspective diferite. Desi unele idei i
s-au pdrut total straine, spera ca si ele si joace in viitor un
anume rol in recolorarea cazului adus in fata grupului.

La invitatia liderului catre participanti de a ne exprima
sentimentele si impresiile despre ceea ce am triit in grup,
toti am devenit foarte veseli si am avut tendinta sa radem
fara oprire. Veselia exageratd a grupului am explicat-o, in
calitatea mea de colider, ca un mijloc de evitare a sentimen-
telor neplacute care ne incercau in prag de despartire.

POVESTEA UNEI GARZI DE DUMINICA
iNCA O PIATRA DE HOTAR iN MATURIZAREA PROFESIONALA
- Vajda-Hegyi Csilla, medic rezident pediatru, Tg. Mures

Este duminici, zi in
care in mod normal ai
vrea sa ai un alt program
decét clinica. Nu trebuia
sd fie garda mea, s-a in-
tamplat sa fie asa printr-
un schimb. Afacere de
binefacere. Merg inspre
clinici si mi# gandesc
cate si cate nu mai erau
in agenda mea inainte sa
stiu cd o sd vin in garda.
Pun la o parte aceste ganduri si ma concentrez pe ceea ce
o sa fie: prima mea garda la clinica de neonatologie. Sunt
in stagiu acolo, conform curiculei. E bine si fim, si fiu si
aici, unde chiar imi place! imi place aici. Daci stau si mi
gandesc, poate un pic imi este mai dragd neonatologia decat
pediatria. Cand era alegerea in rezidentiat dupa examen, in
anul respectiv nu au fost locuri pe neonatologie. S-au cumu-
lat aceste doui specialititi. inteleptul de care depindea acest
lucru poate era la fel de neldimurit ca marea majoritate, chiar
si iIn domeniul medical: la urma urmei nou nascutul nu e
si acesta un copil? Este, asa cum este si marul si para un
fruct. Nici nu stiu daci nu regret acest lucru. Ma consoleaza
gandul, cd o sd am dubla specialitate si la o adica pot si lu-
crez ori ca pediatru ori ca neonatolog. Vom vedea ce-mi va
rezerva viitorul.

Este prima mea garda in aceastd unitate si sunt curioasa
cum o s# fac fatd. Imi amintesc de prima mea gardi ca rezi-
dent pediatru. Ce piatra de hotar in drumul pe care mi l-am
ales! Nu mai linistea atunci sirul de gérzi din spatele meu
cat am lucrat pe ambulant, nici perioadele lucrate la terapia
intensiva sau traumatologie. Aparent sau nu, totul era nou
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cum este si acum o situatie noua.

La predarea de garda aflam cd mostenim un caz grav.
Nou niscut cu suspiciunea de atrezie de esofag. Caz foarte
grav, dar care tehnic s-a rezolvat repede din punctul nostru
de vedere. A venit chirurgul de la chirurgia pediatrici si a
preluat cazul. Rezolvarea era la ei. Facem vizita, ma cople-
seste multitudinea de aspecte la care trebuie si fiu atenta.
O adevirati provocare. inainte si mi simt in largul meu se
anunti o cezariana, atat pentru cauze materne cat si fetale.
Stare de alerta. Asistenta pregateste echipamentul de reani-
mare, medicul primar (MP) cu care lucrez in aceasta garda
mi trimite si verific demersurile de pregitire. inci nu mi
simt in mésuri si contraevaluez ceea ce face asistenta, in-
cerc si am incredere in profesionalismul ei. Eu care lucrez
in aceasta unitate de 3 saptimani, fatd de ea, care lucreaza
acolo de mult timp. Ce capcani! Las garda jos. Ce ironie, eu
care niciodatd nu las garda jos cand sunt in clinica! Intra
cu cafeaua ei, imi vine s-o avertizez, sa si-o lase in cealaltd
incédpere, dar mé gindesc cd oricum nu o s-o puni undeva
in camera de reanimare si nu sunt atentd. Nu-i zic nimic si
nici nu observ ci a pus-o pe masa pe care s-au pregatit in-
strumentele. Ginecologii sunt aproape de a scoate copilul.
Ma concentrez pe ceea ce trebuie si fac si astept cu inima-n
gura si apara si MP in timp util. Mi-am facut griji degeaba,
apare Inainte ca si ,;se nasca copilul”. Dar auuuuuu, cineva
din personal varsa cafeaua lasatd intr-un loc nepotrivit. Vai,
cum se poate asa ceva! si da vina pe cea care a pus acolo
paharul. Da, a gresit, nu o apar, dar parca sunt singura care
vede, ca si cea care a virsat-o este la fel de vinovata. Nu s-a
contaminat nimic de pe masd, nu era cazul sd se puna ulei
pe foc. Atmosfera era oricum fierbinte. Era aparenta liniste
dinaintea furtunii. inc# nu stim in ce stare va fi scos copilul.
Simt ca devin palida, au scos copilul si necesita reanimare.
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Este prematur dar si subdezvoltat pentru varsta gestationa-
14. Parca uit tot ce am invatat in ceea ce priveste reanima-
rea la nou niscut si-mi revin automatismele pe care le-am
dobandit in toti acei ani lucrati pe ambulanti. Imi revine
sarcina de a face masaj cardiac. Uit cA mana mea trebuie sa
fie planul dur si incep sé fac masaj cardiac intr-un mod inco-
rect. MP tipa la asistentd sa preia de la mine masajul cardi-
ac, dar vai, ea face la fel ca si mine. Izbucneste furtuna, MF
se comporta intr-un mod care ma sperie. Stau si acum s ma
gandesc in timp ce scriu si o inteleg: stiu, sunt constienta de
starea de alerta si tensiunea ce caracterizeaza reanimarea,
doar am reanimat de mai multe ori pana acum, dar totusi
consider de neacceptat atitudinea ei. Simt panica ei mascata
de atitudinea ei agresivda. Mi se lumineazi ce asteptiri are
de la mine, dar méa deranjeaza ci trebuia sd-mi dau eu sea-
ma. Doud cuvinte erau necesare: plan dur si puteam intra in
normalitatea mea si actionam conform asteptarilor ei. Dar
acum nimic nu e bine. Controlez aspiratorul, dar dacd nu co-
munica cu mine, evident nu ghiceam cand sa-1 pun in func-
tiune; se simte ca nu lucram in sincron. Nu suntem echipa,
dar asa din primul moment era chiar o utopie s fie asa. Aud
cd nu am voce, dar numar: un-doi-trei-si, un-doi-trei-si insa
simt cd ceva nu-i bine, ea totusi stipaneste situatia, se face
totul corect, dar cu toate acestea ceva nu-i bine. Deodati imi
dau seama ce nu-i in ordine, de ce nu lucram in echipi. Eu
eram invatata, ci cel care coordoneaza echipa de reanimare,
acela vorbeste, decide, indruma. Coordoneaza. Dar ea astep-
ta sa fac lucruri de la mine putere. Reprosuri, ton ridicat iar
mie imi vine s& plang, dar nu e nici timpul nici locul potrivit.

Copilul este intubat, ventilat, cateter ombilical functi-
onal, tot ce implica terapia lui, a primit totusi asistenta de
calitate. Este la terapie intensiva, in stare stabila. Deocam-
data! Mi se varsa in cap a doua doza de ceartd. Nu existda
mild sau indurare. Toatd frustrarea ei se varsd mai ales pe
mine dar si pe asistenta in fata cu restul personalului. De ce
pe mine? Poate e chiar simplu raspunsul. Se astepta la mai
mult de la mine, sau din punctul meu de vedere, la altceva.

Primele ore par sa meargd bine, ma duc in camera de gar-
di sa ma refac, dar n-am stare, ma tot duc inapoi, dar cu MP
mergem in contratimp de citeva ori pAni ajung sa fie si ea
deja acolo. Din pacate copilul nu merge bine. Necesita mul-
te manevre in continuare, reintubare, mai multe reanimari.
Ma implic in manevrele ce urmeaza, vid cid MP constatd
totusi ca ma pricep la ceea ce fac, sper sa se egaleze nota.
Dimineata urma sa aflu c¢d nu era asa.

Dar suntem incd 1anga copil, cu manevre eroice pe care
nu-i cazul sa le enumar. Merge din ce in ce mai rau. Parci
aud la propriu ceea ce mi s-a predat la o conferinta prespi-
taliceascd din Ungaria. Incepi si reanimezi pe toati lumea,
dar continui la cine are sanse sau meritd. Restul este ames-
tecul tiu in voia lui Dumnezeu. Parca inteleg si mai bine
acest lucru. Copilul chiar dacd supravietuieste de hipoxia
suferitd nu-l scapa nici o terapie. N-are sanse reale de a fi
un om normal.

Bine sau nu, nu sunt alte cazuri, nici macar nasteri nor-
male cu bebe sdnitos, s ma scoati din anturaj. Este aproa-
pe miezul noptii si noi tot 1anga copil stdm. Copilul pare si
trdiascd dar este capcana secolului, al aparatelor. Respira
pentru cé aparatul respira in locul lui. Toata lumea e obo-
sitd. Simt parca in atmosfera, ci asistentele asteapta sa re-
nuntdam. Mi-e fricd sa recunosc, dar si eu astept, dar nu am
curajul nici sa intreb. Parca timpul std pe loc. Trecem de
miezul noptii, cAind MP renunti intr-un sfarsit. O singura
data am asistat la ceva asiménator a ceea ce urma sa fie. Era
atunci intr-o altd conjunctura, era garda mea, eu singuri, la
pediatrie, intr-un alt oras. O asistentd, care intdmlator ma
cunostea de mic copil mi-a fost atunci aldturi s botezim un
copil ante finem. Eram in circumstante speciale, cum eram
si acum cand ai dreptul si obligatia la botez sau la o alti ce-
remonie religioasa. Atunci era o dupa masa si era in spital
preotul. Acum si aici este miezul noptii si ne pregiatim de
botez. MP este cea care botezeazi nou nascutul, care, parca
simtea cd este un moment special, se pare cd-si revine. Dar
aparentele insala. Totusi, atmosfera speciali pluteste in aer,
cel putin pentru mine. La scurt timp dupa botez, MP indi-
ci oprirea manevrelor de sustinere si merge in camera de
garda a medicilor primari, cu rugdmintea s-o anuntdm cand
copilul cedeaza. Asistentele imediat ce paraseste terapia in-
tensiva se adreseazd mie: putem s oprim aparatele? Acest
copil este mort deja de mult timp, dar medicului primar nu-i
convine si constate decesul, esecul medicinei. Ma cuprind
fiorii. Ele asteapta de la mine verdictul. Asta-i soarta medi-
cului: si decidi. Incerc si mi conformez situatiei. Mai as-
tept putin, dar nu stiu pentru ce, apoi deconectam aparatele.

In toti acei ani lucrati pe ambulanti am invitat ceva im-
portant: nu suntem noi mai presus de altii, nu suntem inlo-
cuitorii lui Dumnezeu, nu decidem de soarta altora, oricat
de buni s fim in meseria noastra. intAmplitor suntem in-
tr-un loc potrivit intr-un ceas potrivit. Daca supravietuies-
te, nu salvatorii sunt cei grozavi, dar nici nu sunt de vina
daci nu reusesc, in caz ci au ficut tot posibilul omenesc. Imi
amintesc principiile reanimarii: s nu faca rau la pacient, sa
nu fie tardiv, si nu se practice in situatii ireversibile, cAnd
pacientul este neviabil sau dezvolta handicapuri severe. Ce
atenti trebuie s fim ca sa nu gresim in decizii. Cata respon-
sabilitate avem in ceea ce facem! $i nu exista legislatie con-
creta in aceasta privinta.

Ma rog sa fie liniste peste noapte si s-a intamplat sa fie
asa. Nu am dormit, cum s dorm, oricum este o aparenta si
daca dormi in garda. Dimineata presimt continuarea. Sunt
de fata cand povesteste ce garda iesitd din comun a avut.
Exagereazd in descriere, evident in favoarea ei si in defa-
voarea mea. Suntem in camera de registratura, cu asistenta
sefd, cu registratoarele, medicii. Se dd din cap cum se cuvine
in fata unei MP. Este neprofesional si neetic ca sa ma umi-
leascd in fata lor. Dar nu am sanse sa ma apar. Nu scot un
cuvant pentru ca simt ca nu are rost si nici nu vreau sa nu
ma pot abtine si sd plang in public. Am si eu mandria mea.

BULETINUL ASOCIATIEI BALINT, VOL. XII., NR. 46, IUNIE 2010 | 2 7



Totusi un alt medic primar care este de fata imi ia apararea
in mod indirect si imi pare rdu de schimbul de garda. Este
medicul primar cu care urma si fiu de garda ziua urmétoare
daca nu intervenea schimbul.

In timpul raportului de gardd ma hotéresc totusi si mi
apar. Sunt recunoscitoare c¢d nu mi umileste in plen. Dupi
raport incerc sa vorbesc cu ea. M lovesc de zidul orgoliului.
Cuvintele mele parca se pierd pe undeva, nu ajung la desti-
natie. Spune doar repricile sale. Aduce in discutie si statutul
meu de pediatru, dar nu mé mir. Oriunde suntem in stagiu
altundeva decat pediatria ne lovim de acest aspect. Incerc si
ma pun in pielea ei. Atitudine balintiana de-a binelea. Re-
usesc si totusi nu. Realizez ca nici nu vreau sa ajung ca ea.
Odati ce a-si intelege-o voi ajunge ca ea si eu nu vreau si
ajung un om cum este ea. Cunostintele ei medicale desigur
le-as vrea eu, dar atat si nu mai mult. Mi se confirmi incé o
data: pentru un medic bun trasitura primordiala este sa fie
foarte bun in specialitatea pe care o are, dar aceasta nu este

totul. Trebuie sa dai omenescul din tine: fata de bolnav, de
apartindtori, de colegi. ,,Colegii mei vor fi fratii mei”- am ju-
rat cu totii in jurdmantul lui Hipocrat. Ma consoleazi multi,
rezidenti si chiar asistente, dar nu ma simt mai bine. incerc
sa nu plang. Simt ca au dreptate cAnd imi spun, ca mai bine
mi s-a intamplat asa, cu un nou nascut care n-avea sanse
reale la viatd, decét altfel. Macar nu am de ce s simt re-
musciri. Teorie, teorie! Nu mi simt mai usurati. Incerc si
congtientizez un vechi sfat pe care mil-a zis si acum o colega
rezidentd: din nici un caz si nu faci generaliziri. Un caz de
nereusitd nu inseamna ca esti prost sau cd nu te pricepi la
ceea ce faci. Invati din greseald, vezi daci nu a fost greseala
ta, doar ai fost intr-un loc si moment nepotrivit si priveste
inainte. Astept sd merg acasi, in linistea cdminului si im-
britisarea sotului. Si si dorm, si dorm, si dorm. in drum
spre casa imi amintesc de motoul cartii noastre balintiene:
UMF ne invatd medicina, Balint ne invati sd fim medici. Si
ma hotéresc si scriu in buletin despre acest caz.

STIRI DIN VIATA ASOCIATIEI - Albert veress

26 martie: in cadrul Con-
ferintei Nationale a medicilor
de familie din Bucuresti a avut
loc un grup Balint largit condus
de Veress Albert, cu 36 de par-
ticipanti, dintre care 11 au fost
membrii Asociatiei (Bucuresti,
Botosani, Iasi, Barlad)

7-9 mai: La Ocna-Suga-
tag s-a desfasurat Weekendul
National de Vara, fiind al 7-lea

PLANURI DE VIITOR

24-27 iunie 2010: a IV-a Conferinta Internationala de
Psihiatrie Romano-Maghiara si al VI-lea Simpozion Natio-
nal de Psihiatrie, Miercurea Ciuc. Adresa de site: www.psy-
congress.com

24-26 septembrie 2010: a XVII-a Conferinti Nationa-
1a Balint, Miercurea Ciuc, Casa de Studii Jakab Antal. Taxa
de participare: 35 euro (cu banchetul inclus pentru cei cu

eveniment Balint din zona Sighetului organizat de grupul
Balint din Sighet, coordonat de familia Arvai. Celor 30 de
participanti li s-a oferit si un concert sustinut de elevii Scolii
de muzicd. Am descoperit acolo un virtuoz al pianului, pe
elevul din clasa a VII-a, Botac Cadmiel. Temerarii au avut
ocazia sid-si obldduiascd reumatismul in bazinul cu apa sa-
ratd. Am avut trei invitati din partea Asociatiei maghiare
de Psihosomatica Balint. Popasul din Deal a devenit un nou
cuib al balintienilor de pretutindeni. Pacat ca ne este atat de
departe.

cotizatia achitatd la zi.). 20 credite EMC. Termen de rezer-
vare a cazarii si de inscriere: 20 septembrie, dupi care nu
mai garantdm cazarea.

ASTEPTAM PROPUNERILE VOASTRE PENTRU ORGANI-
ZAREA UNOR WEEKENDURI INTERJ UDETENE!

Dorim sa stabilim schimburi cu alte publicatii. « On désiré établir I'échange avec d’autres publications.

We wish to establish exchange with other publications. « Wir wiinschen mit anderen Herausgaben den Austausch einzuri-

chten. « Desideriamo stabilire cambio con alte publicazioni. « Déseamos establecer intercambio con otras publicaciones.
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