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P h o to g rap h  by D r P h ilip  H o p k in s

D r Erica Jones 
President of the Balint Society 

1987-90

For New Readers:
The Balint Society was founded in 1969, to p rom ote learning, and to continue the research in the understanding 
o f  the docto r/patien t relationship in general practice, which M ichael and  Enid Balint started  in w hat have since 
becom e known as Balint-groups.

M em bership o f  the Society is open to all general practitioners who have com pleted one year in a Balint-group, 
and to anyone involved in health-care, established or students and trainees, who are welcome as associate members.

The Society holds regular meetings for discussions about relevant topics, as well as for lectures and 
dem onstration-groups in London. The O xford Balint Weekend has becom e a popular annual event, taking place 
in Septem ber at Pembroke College, (page 22) In response to local dem and, o ther sim ilar meetings will be organised 
from  tim e to tim e throughout the country.

The A nnual General M eeting is held in June each year, and is accom panied by an inform al dinner.

The form ation of new Balint-groups is under constant review, and the Balint-group Leaders’ W orkshop continues 
to meet throughout the year, and is also an excellent forum  for C ourse O rganizers for discussion o f  their work.

The Society is affiliated to the In ternational Balint Federation, w hich co-ordinates sim ilar activities in o ther 
countries, and  organizes a bi-annual In ternational Balint Conference.

There is an annual Prize Essay o f £250.00p (page 4), and the Jou rnal is circulated each year to all members.
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Editorial
Do patients want to be 'Clarked'?

For the third consecutive year, our congratulations go 
to a British medical student for winning the first prize 
aw arded in the in ternational essay com petition  set by 
the Ascona Balint Centre. This time, it is M r Jonathan  
Goldin, BSc. (Hons), o f  M anchester University, whose 
essay (see page 19), was selected from  ninety entries 
sent in by students from  m any countries, (see page ?).

Once again, the teaching o f  the m anagem ent 
and treatm ent o f  very ill patients in hospital, as well 
as the attitudes o f  those who are responsible for their 
treatm ent, are questioned. This tim e by a student in 
the early years o f  his training — while he is still able to 
observe the p a tien t’s fee lings  as a relevant clinical 
finding and indeed, to recognize the effect on his own 
feelings also. T h a t is, before he has becom e 
dehum anised by his m edical training.

Those sam e deficiencies have been pointed out 
by m any others over m any years and indeed, I 
experienced that deja vue feeling as I read M r G oldin’s 
com m ent, ‘I found myself confronted with issues that 
pre-clinical m edicine h ad  ill-prepared  m e for, 
dem onstrating the need for changes to be m ade to the 
m edical curriculum  . . .’

I remembered how, after several years’ working 
in hospitals, and  serving as an orthopaedic surgeon 
in the R.A .M .C. before entering general practice, 1 
recorded in 1955, ‘Every day I becam e m ore aware o f 
the deficiencies in my training . . .  1 would seldom 
pick out a disease 1 could recognize in the patients who 
cam e com plaining o f  a m ultitude o f  sym ptom s that 
would not fit into any o f  the disease pictures 1 had 
seen in hospital, or had read about in the text-books.’2 
I also rem em ber the relief I felt when 1 m et and  heard 
o ther doctors adm itting  these sam e feelings when 1 
attended M ichael B alint’s first Seminar.

Nevertheless, there has been some improvement 
since the developm ent o f  D epartm ents o f  General 
Practice in o u r Teaching H ospitals, especially where 
B alint-trained teachers are active,3 but there is still 
relatively less interest show n by general practitioners 
in B alin t’s ideas in the UK, as com pared  with doctors 
in o ther countries, as indicated by their activities 
reported in this issue o f  the Journal.

The principal reason for the original estab
lishm ent o f the G eneral M edical Council in 1858, was 
to establish and  m aintain  the standard  o f  medical 
education . Yet in its A nnual Report for 1989, the 
C hairm an  o f  the E ducation  C om m ittee adm its that 
there is tru th  in the allegation th a t students are still 
‘overburdened with factual in form ation , which soon 
becom es out o f  date,’ and  th a t ‘the surfeit o f  didactic 
teaching soon b lunts the stu d en t’s natural curiosity .1

U ntil, and unless there is an increase in the 
teaching about the relevance and  im portance o f  
looking for, and treating the aetiological em otional 
factors involved in illness, m any o f  our patients who 
we do not refer to hospital will continue to return  for 
‘repeat p rescrip tions’ for their recurring sym ptom s.

As for those patients who are referred from  
general practice to hospital, even if Mr Clarke gets his 
extra £3bn for the health service for his ‘plans to create 
Vol. 18, 1990

an  internal m arket in health  care, enabling m ore 
patients to be treated  outside their own areas, which 
will need m ore com puters . . .’5 this is not likely to 
make people any the happier o r  healthier.

This madness, together with the ‘new contract’, 
which requires doctors to tu rn  in to  profit-m aking 
dealers in a num ber o f  m edically useless procedures, 
like screening newly-registered patients for conditions 
they are not concerned about, and visiting the over-75s 
to  see if they have lost weight, o r are incontinent, and 
ensuring th a t all the city-dwellers are fully protected 
against tetanus, will so lim it the tim e available, that 
even those doctors who have been influenced by Balint 
have been heard to  say tha t they no longer have the 
tim e to spend w ith their patients in the way they did 
until All Fools’ Day 1990. Sadly, it may well take two 
and three years for the  G overnm ent to  realize th a t it 
has all been a disastrous blunder, by which tim e the 
health  service will have becom e a com plete shambles, 
and our patients will have lost even m ore confidence 
in us, their doctors.

There is no doubt in my m ind that it is useless 
trying to negotiate any part o f the new contract. We 
must show how our patients benefit from  having 
adequate tim e with us, so th a t we can help them  
understand w hat lies beh ind  their sym ptom s, instead 
o f  prescribing diazepam  and similar drugs. In addition 
to the benefit for the patients, the saving o f  m oney 
spent on these drugs would be enorm ous, and this is 
m ore likely to be o f  interest to the D epartm ent o f 
H ealth . Recently my prescribing costs were analysed 
by a neutral observer, using the figures provided by 
PACT. H e found th a t my overall costs are 36%  lower 
than  my FPC  average (and 54%  below the national 
average). Furtherm ore, my prescribing costs for the 
central nervous system group o f  drugs are 55% below 
my F P C  average, an d  his conclusion  is th a t 
‘C ounselling can cut benzodiazepine costs.’4

1 would be very interested to know  if members 
o f  the Society would like to research this topic. Please 
let me know your thoughts on this, and  send me the 
PACT details o f your prescribing costs, together with 
the average costs for your FPC .

P H .

References:
1. A n n u a l Report, 1989. p .16. The G eneral M edical 

Council, London.
2. H opkins, P. The general practitioner and the 

psychosom atic approach , in M odern  Trends in 
Psychosom atic M edicine, p.3. Ed. D. O ’Neill. 
London, B utterw orth. 1955.

3. Hopkins, P. M ichael Balint: Training and Research, 
Seventh M ichael Balint M em orial Lecture. Journ . 
Balint Soc. 1985, 15:4.

4. Pact Analysis: Counselling can cut benzodiazepine 
costs. M im s M agazine, p.43, 15 May 1990.

5. Sunday Times. ‘C larke w ants £3bn. m ore for 
health  service.’ p .l, 13 May 1990.
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The Balint Society Prize Essay, 1991
The C ouncil o f  the Balint Society will aw ard a prize o f  £250 for the best essay subm itted on the them e: ‘Is it 

my nerves, d o c to r? ’
Essays should be based on the w riter’s personal experience, and  should not have been published previously.
Essays should be typed on one side only, with two copies, preferably on A4 size paper, with double spacing, and with 

m argins o f  a t least 25mm.
Length o f  essay is not critical.
E n try  is open to all, except for m em bers o f  the Balint Society Council.
W here clinical histories are included, the identity  o f  the patien ts should be suitably concealed.
All references should conform  to the usual practice in m edical journals.
Essays should  be signed with a  no m  de plum e, and  should be accom panied by a sealed envelope containing the 

w riter’s identity.
The judges will consist o f the Balint Society C ouncil and  their decision is final.
T he entries will be considered fo r publication  in the Jou rnal o f  the Balint Society.
T he prizew inner will be announced a t the  21st A nnual G eneral M eeting in 1991.

Entries m ust be sent by 1st A pril, 1991 to Dr. David Watt.

The Balint Society
(Founded 1969) 

Council 1989/90

President:

Vice-President:

Dr. Erica Jones 

Dr. Jo h n  Salinsky

Hon. Secretary: Dr. David Watt 
Tollgate H ealth  Centre 
220 Tollgate Road 
London E6 4JS 
Tel: 071-474 5656

H on. Treasurer: Dr. H eather Suckling

H on. Editor: Dr. Philip H opkins 
249 Haverstock Hill 
L ondon NW3 4PS 
Tel: 071-794 3759

M em bers o f  
Council:

Dr. M arie C am pkin 
Dr. M ichael C ourtenay 
Dr. Peter G raham  
Dr. M iriam  Skelker

T he ed itor would welcome personal views o f  
m em bers, details o f new appointm ents, lectures given 
and so on, for publication in the Journal.

Lists o f  publications by members, together with 
reprints, will be useful for the Society’s library.

M anuscripts and com m unications for publica
tion in the Journal should be forw arded to Dr. Philip 
H opkins.

They should be typew ritten on one side o f  the 
paper only, with double-spacing and with m argins o f 
4 cm.
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Psychotherapy for the General Practitioner*
Michael Balint

W hen in troducing a  new theory in to  medicine, it has 
becom e alm ost essential to dem onstrate th a t the new 
theory  is really not new at all, and  everyone has been 
working in accordance w ith this fo r a  long time, but 
w ithout stating it. This contrasts w ith the frequently 
asserted view-point o f  the scientist that any conclusion 
can be arrived at only on the basis o f  objective findings 
about the correctness o r otherwise o f the theory. Why 
is there any need for subjective considerations in a 
debate th a t can be settled in an objective way? 
Obviously the fear o f  the new and unusual is the reason 
for th is peculiar process. This m ethod o f introducing 
a  new theory  m akes som e concessions in form , and 
so it enables the reader to overcome his aversion and 
fear o f the m ain thesis — thus it acts therapeutically  
against this fear. Naturally an article on psychotherapy 
can also use this form , since it can show the result of 
its m ethods immediately.

The statem ent th a t all m edical activities 
inevitably involve som e psychic effort is not a  new 
discovery, however, and  1 should like to prove it with 
som e examples.

Perhaps the m ost suitable example for this 
purpose is the ‘grand ro u n d ’, because in such a case 
no participating doctor realises that he is participating 
in psychotherapy. W hat happens in this case from  the 
patien t’s point o f view? After lengthy discussions, well 
know n doctors assemble. O ne after the o ther they 
examine the patient and then they go away into a closed 
room  for fu rther discussion and  ‘they decide what 
should  happen to  the patient,’ while he is waiting 
anxiously in ano ther room . A fter a while the whole 
com pany reappears and the m ost senior m em ber tells 
him  the decision.

The appearance o f  authorities, the mysterious
ness and solem nity m ight be very effective especially 
for unsophisticated  people — and in their heart of 
hearts many people rem ain unsophisticated all their 
lives. In such cases if often happens th a t the illness 
begins to  im prove before the prescribed treatm ent 
could have produced any effect.

We can explain sim ilarly the  frequent observa
tion that certain illnesses are m ore benign and more 
susceptible to treatm ent in general clinics than  in 
private practice. There are some people however, who 
m ock the mystique o f  m edical consulta tion , and  the 
professor w ho appears in the ward with followers in 
white coats. Some people are hostile towards authority  
and understandably, the beneficial effect will be absent 
in these cases.

In understanding this, we discover the prim ary 
fau lt o f  every in v o lu n ta ry  an d  u n co n sc io u s  
psychotherapy; it cannot allow for individuality. It 
treats everybody in the sam e way w ithout considering 
their characters, custom s and  tem peram ents. The 
consequence o f  this m ethod will be the gradual self

* First published in Therapia, H I/5, 148-153 (1926). 
T itle o f  the original paper in H ungarian : A 
pszichoterapiarol a gyakorlo orvos szam ara.
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selection o f  patien ts choosing their doctors. Patients 
who dislike the particular style o f their doctor will look 
for ano ther doctor. A nd so each doctor will acquire 
a  certain  ‘clientele’ for w hom  his style is appropriate  
and successful. For this reason, doctors find  it hard  
to see that there are o ther strategies for treatm ent than  
their own. The ‘b rusque’ docto r is equally short w ith 
everybody, the ‘persuasive’ one is equally kind to 
everyone on principle, the ‘pedantic’ is full o f  scientific 
term inology, and  then there is the ‘fac tual’ one, and  
the ‘com forting’ one and so on. All these approaches 
can be appropria te  if we apply them  to appropriate  
patients. This success should set the psychologist 
thinking.

W hy does one patien t want ‘brusqueness’, 
ano ther persuasiveness, and so on, and why is he more 
likely to recover with a particu lar doctor; does he 
recover only when the doctor strikes the  right note? 
We cannot answer this question yet, but later we shall. 
Nevertheless, we can see th a t present opin ion  should 
be revised. We have learned in the  clinic th a t the 
d o c to r’s task is to find the correct diagnosis and 
prescribe accordingly; if he does this the patient should 
recover. However, it is a com m on experience th a t the 
correct treatm ent fails in the hands o f  certain doctors, 
while the same treatm ent prescribed by another doctor 
will be effective. A part from  the correct diagnosis and 
prescription there is a need for som ething further, that 
is, the appropria te  psychological effect.

Each patient requires his doctor to play a  role, 
and the good doctor senses this intuitively, and is able 
to play this role. H e is able to com fort the patient who 
needs this, able to be authoritative when necessary, and 
receives the disclosures o f  the inhibited patien t with 
tact, and so on, in thousands o f  variations. ‘H e knows 
a lot, but is no t really a good d o c to r’ — is the 
description o f the doctor lacking in this type o f talent.

So far, medicine has not dealt properly with 
these very im portan t phenom ena. There are two 
reasons. I have already poin ted  out one o f  them ; that 
is, the gradual self-selection o f patients to suit different 
doctors. From  this follows the phenom enon that the 
doctor can ‘be him self’, and his few failures o f 
treatm ent do not force him to analyse his m ethods. 
T he o ther reason is less obvious, in tha t the 
requirem ent for playing a role can originate from  the 
personality o f  the patient. The personality was alm ost 
com pletely terra incognita  for psychology until 
recently, since psychological interests centred on the 
conscious part o f  the m ind. There have been some 
discussions on the question o f  w hether personality  is 
innate or a result o f  environm ental influence. But 
certain personality  com ponents have not been well 
u n d e rs to o d  sin ce  th e se  c o m p o n e n ts  develop  
unconsciously.

However, psychoanalysis does not stop at the 
th resho ld  o f  the  m ind, for in psychoanalysis 
consciousness is only a quality that is present in certain 
psychic contents and  is missing in others.

This assum ption  is not new; Freud produced
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a new m ethod  for research in to  the unconscious. By 
this m ethod it has becom e possible to show th a t the 
personality  com ponents have their own history. The 
forces o f the  ind iv idual’s instinctual life play a  m ajor 
role on one hand, and  the shaping effect o f  the 
environm ent, especially o f  education, is im portant on 
the  other. This developm ent proceeds as follows: 
certain  instinctive drives are prom oted by the 
environment, while others are prohibited, o r perm itted 
only under certain  conditions. T he child is rewarded 
in certain circumstances, while he receives punishm ent 
in others. Both situations will have a great im pact on 
him. O ne involves a m em ory: ‘if you do this, you will 
have a good time,’ the  power o f  the  o ther is due to  the 
fact th a t a  strong, and  in the child’s eyes, justified  
desire rem ained ungratified. So it is understandable 
that everyone carries a pattern  in their mind, and have 
no choice b u t to  arrange their lives according to  the 
pattern , w ithout realising this. O ne strategy is to 
recreate the form er pleasant situation again and again, 
ano ther way is to  avenge the  injustice com m itted 
against the person, o r perhaps to  wrest com pensation 
for it from  the world.

Everyone becom es childlike again during 
illness. This explains why adults allow others, especially 
nurses, to  treat them  like small children. The food is 
treated  like baby-food, words are used in the 
dim inuitive ‘have a  little drinkie, a little nap  . . .’ and 
the use o f  the parental plural ‘we are o ff to bed . . . 
how good we were today . . .!’ O ne can see how the 
patterns o f  ch ildhood will reappear vigorously in the 
p a tien t’s relationship with the doctor.

These fundam entally im portant processes were 
observed and described for the first time by Freud. This 
p h e n o m e n o n  w as c a lle d  t ra n s fe re n c e  — 
A ffek tubertragung  — by Freud; em otions belonging 
elsewhere are transferred  to the relationship with the 
doctor.

But o f  course people differ. Flow is it then that 
a  doctor can achieve good results w ith people o f  very 
disparate social positions and  cultural backgrounds? 
Using the new technology — why do different people 
get into the same transference relationship with their 
doctor? We have seen th a t the style o f  transference is 
determ ined by childhood experiences; the em otional 
life o f the child is less com plicated th an  th a t o f  the 
adult. So it becom es apparen t th a t these patterns are 
m ore sim ilar to each o ther than  the people exhibiting 
them. And we can go further. Treatment can be divided 
into two types (as Ferenczi poin ted  out fo r the first 
time in his paper about hypnosis) — one is peremptory 
an d  ch a rac te rised  by force; p ressu ris ing  and  
patronising  the  patient. The o ther is characterised by 
gentleness and tenderness, persuading, comforting, and 
so on.

Because o f  the p a tien t’s childhood mem ories, 
doctors belonging to the first type evoke the assertive 
father while doctors belonging to the second type the 
tender mother. R igour and  tenderness are m em ories 
that we been all experienced, even a person who lost 
a  parent in childhood has had someone who was strict 
o r tender with him; furtherm ore the person becomes 
acquain ted  w ith at least one o f  these two figures in 
the earliest period o f  our extrauterine life. It is clear 
then that these experiences have a powerful effect, and 
6

in this way there is a  propensity in everyone to  transfer 
these em otions that were form erly fostered by their 
parents, to som e ‘superio r’ person — and  the doctor 
is o ften  such a person fo r the  patien t, and  to conduct 
the relationship accordingly. So transference finally will 
occur according to  these very prim itive patterns, and 
they will often  be uniform .

Everyday practice is full o f  such cases that prove 
the therapeutic effect o f  these unconsciously but 
correctly felt transference relationships. These are very 
well know n so it is sufficient to  m ention  only a few 
o f  them . Saline solution given subcutaneously can  be 
ju st as effective as m orphine; patients w ith serious 
diseases feel better seeing their own doctor; new 
treatm ents often produce good initial results which 
d im inish w hen the psychological effect caused by 
novelty is over. T he finding th a t certain  m edications 
may need changing is explicable in the sam e way. 
Patients justify  it by ‘getting accustom ed to the 
medicine,’ bu t often they request new m edication so 
often that there is no tim e to get accustom ed to  the 
old one. This is especially true  for hypnotics and 
sedatives. Pharm aceutical com panies know this, and 
produce successive new medicines under various 
names, a lthough there may be no real need for them . 
In fac t, ce rta in  p re p a ra tio n s  can  h ard ly  be 
distinguished from  each other. Nevertheless, this is 
good business because o f  the aforem en tioned  
psychological effect. The well-known saying u t aliquid  
fe c is s e  v id e a tu r  m ask s  an  u n a c k n o w le d g e d  
psychotherapy th a t can som etim es be successful — to 
the astonishment o f  the doctor. I will provide a  historic 
example: Skoda, aiming to prove that even pneum onia 
will recover w ithout any medicine, did not tell his 
patients ‘you are no t getting any medicine,’ bu t gave 
distilled water saying th a t this was his medicine — 
evidently to avoid the unfavourable psychic effect.

So far we have seen that every treatm ent has 
a psychic com ponent beside the objective one. We have 
seen also th a t the neglect o f  this com ponent dam ages 
the effect o f  good objective treatm ent. A  favourable 
transference relationship between doctor and  patient 
is practically a precondition o f a successful cure. 
Psychoanalysis is th a t science th a t recognised the 
significance o f  transference for the first tim e and is 
the only one to deal with it by scientific m ethods. For 
this reason it is correct to discuss psychoanalysis in 
the first place, all the m ore since F reud’s work has 
show n w hat happens during a  psychic treatm ent. 
Psychoanalysis can be distinguished from all the other 
treatm ents by two features. O ne is the revelation o f 
the unconscious, and  the dynam ic com prehension of 
psychic processes connected with it. The o ther is the 
conscious and lasting use o f the transference in a 
deliberate treatm ent plan.

We can experience any time the phenom enon 
that psychic contents, previously unconscious, may 
become conscious next minute. So none o f  my readers 
have been thinking o f  the theorem  o f Pythagoras, but 
now that I m ention it, it ‘com es to m ind’ at once. 
Psychic contents like this are able to become conscious 
w ithout any difficulty. Psychoanalysis is interested 
especially in those contents, in that there appears to 
be som e resistance against their becom ing conscious. 
Such wishes, experiences, feelings and so on are called 
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repressed for two reasons: once they were conscious 
and the Ego was forced to suppress them  because they 
were unacceptable. Since they did not lose any intensity 
from  being repressed there is a need for perm anent 
effort to  keep all this in the unconscious, away from  
the Ego. Instinctual drives work in the  sam e way, only 
the aim  becom es conscious for the  Ego, the  origin 
however, still remains unconscious. This similarity was 
noted, and exam ination o f these repressed psychic 
contents m ade possible by psychoanalysis, showed 
clearly th a t these repressed wishes, experiences, and 
so on, are derivatives o f  basic instincts w hich are 
inhibited by education  for cultural reasons. This 
circum stance can  explain the fact o f experience, that 
repression refers prim arily  to  sexual instincts.

The dynam ic com prehension o f  psychological 
processes led to  a new interpretation o f  sym ptom s and 
physiology o f  stim uli served as a m odel for this 
purpose. Freud did not regard the  sym ptom s as the 
essence o f disease. According to him  the essence o f 
disease is a  conflict betw een the hom ogeneous Ego 
(and especially m oral values, conscience, idealism and 
so on) and  the repressed instincts striving for 
expression. Such a repressed instinct acts as a 
perm anent stimulus, causes a perm anently  increasing 
tension which finally discharges through the symptom. 
Therefore the  sym ptom  is actually  a  reaction o f  the 
individual to a perm anent stim ulus. H e is unable to 
get rid  o f  it in any o f  the norm al ways, thus it is an 
im perfect a ttem pt a t recovery. Therefore it is easy to 
understand the paradoxical observation th a t even the 
m ost em barrassing sym ptom  often can be associated 
w ith gratification  felt consciously by the  patient. We 
can  observe it especially clearly in illnesses appearing  
interm ittently. T he patient becom es nervous, excited 
before the attack , he is w orrying, feels anxiety; and 
afterw ards he relaxes, feels better and  he is noticeably 
euphoric.

Beside this prim ary  g ratification  the illness 
itself brings ano ther benefit for the patient. In the 
struggle o f life everyone strives to use his characteristics 
to his own advantage. The sick person always feels at 
a disadvantage com pared with a  healthy person (with 
good reason) thus is less scrupulous about his 
strategies. H e soon discovers that his trouble is an 
excellent m eans for achieving certain ‘gains.’ The gain 
obtained in this way is called secondary gain by Freud 
as opposed to the prim ary gratification underlying the 
symptom. Certainly both the primary' gratification and 
the secondary one are alm ost unconscious for the 
patient. The index o f  recovery is that the patient should 
be able to give up both  types o f  pathological gain.

P sy c h o th e ra p e u tic  m ethods can be distinguished 
from  each o ther by the m eans they use to induce the 
patient to give up these gains. Psychoanalysis tries to 
achieve awakening o f  consciousness o f the prim ary 
conflict between moral Ego and repressed unacceptable 
instincts and by so doing enables the patient to deal 
with the conflict on a higher level. D uring analytic 
treatm ent, the relationship between the doctor and 
patient relives everything tha t rem ained unresolved, 
or incom pletely resolved during  the course o f  the 
ind iv idual’s developm ent, and these aspects can then 
at last be resolved.

Using F reud’s m etaphor, we can say that
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problem s appear to haunt the  patien t, and  as in every 
ghost-story, the phantom s have to appear because they 
did not atone for their misdeeds, or obtain satisfaction 
from  the  wrongs com m itted against them . All these 
phan tom s are conjured up by the d o c to r’s presence 
with the patient. T he docto r becom es th a t person 
against w hom  the  wildest em otions rage, and  then 
towards w hom  the  m ost tender feelings are expressed. 
O f course the analyst does not forget for a m om ent 
th a t he is only a  shadow  here, th a t all these things are 
no t directed against him  personally, and he tries to 
regulate this process, studying the patien t’s resistance.

H e strives to find, and  dem onstrate to the 
patient, th a t person and th a t situation  against who, 
and on the occasion o f  w hat these em otions had  their 
real m eaning and  power, and th a t they rem ained 
u n reso lv ed  as a resu lt o f  ce rta in  in h ib itin g  
circumstances. If  these revelations are successful, then 
the phan tom  loses his terror, an d  goes to  rest like a 
memory, for ever.

It is a  separate group o f  practitioners which try 
to  am eliorate the  p a tien t’s situation  and  pu t him  into 
m ore favourable circum stances. These m ethods have 
som e value: ‘you will receive all sorts o f  gain — just 
give up your sickness, or rather the gratification caused 
by the sickness!’

T hese m eth o d s give vo lun ta rily  all the  
secondary gain that the patient desires. This m ethod 
is used very often in everyday practice, but doctors use 
it unconsciously. Advising bed rest serves this aim , and 
similarly, instructing others to ‘look after’ the patient, 
or ad justing  the environm ent. O ften the doctor 
suggests to a person w ho has a cold th a t he should 
‘stay in bed for a day and  nurse himself.’ I do not 
believe th a t he realises th a t his precrip tion  is actually 
a psychological treatment. However, almost exclusively, 
it is. H e acts m ore consciously when he advises a 
patient to have m ore entertainm ent, a  m ore varied way 
o f  living, o r if  he com forts the patien t, o r reassures 
him that his trouble is not so serious, and  so on. 
Treatm ent in a sanatorium  is the m ost well-defined 
form  o f  treatm ent in this group. In this novel 
environm ent there is no effort in life, there is no work, 
no dom estic conflict, no need to jostle  for position; 
here everything is provided, and everyone attends to 
his needs.

Such an exchange can be successful only if the 
patient becomes ‘better-off,’ that is if the gratification 
caused by the sickness is not too great, or in other 
words the  Ego did not repress too m uch m aterial on 
the one hand, and if the gained relief is significant 
enough on the o ther hand. The latter explains why a 
treatm ent in a sanatorium  often has a surprisingly 
good effect on poor people, while in rich people this 
good effect is rather rare and is accessible only by long- 
lasting treatm ent. Similarly one can hereby understand 
the good effect at the beginning; and later the 
decreasing efficacy o f  these m ethods. The patient 
learns that he gets these com forts only when he is ill. 
As soon as he recovers, there is a w ithdrawal o f  these 
com forts. This does not ‘make sense’ em otionally; so 
the patient takes back his old trouble, and obtains both 
the g ratification  caused by the sym ptom  and  the 
ad ap ta tion  o f  his environm ent.

T he psychic treatm ents belonging to the latter



group have advantages for the  patient in reality, and  
aim  to  ‘buy-off’ the sickness in this way. The ones in 
the form er group also offer an  exchange, bu t they offer 
to  ‘pay ’ w ith transference gratification . All the 
‘suggestive’ m ethods belong to this category. They can 
be characterised by the  ‘encouragem ent’ from  the 
doctor. ‘If  you believe me and  you do as I tell you, 
you will recover.’ N o t on ly  are th e  m ethods 
acknow ledged as ‘suggestive’ to be included here, but 
alm ost the whole o f  physical therapy, and  a num ber 
o f  so-called m edicines too; in short, every m ethod 
prescribed by the doctor w ith a sim ilar statem ent to 
th a t m entioned above. These treatm ents can be easily 
distinguished from  real medicine. Let us th ink  of 
adrenalin  given in the case o f  circulatory disorders, 
and  organotherapy for disorders o f  the  clim acteric or 
im potence, o r the difference between plastering a 
broken arm  (physical treatm ent) and  the  galvanic 
treatm ent o f a hysterically paralysed arm ; in the  first 
examples the doctor does no t really need to speak 
much to the patient, as for the others, almost the whole 
effect o f the treatm ent depends on the d o c to r’s 
personality. This effect is in direct ra tio  to the power 
o f  the  above-m entioned encouragem ent and  to the 
A u fm achung . Som etim es the  mystical characteristics 
o f  a  treatm ent are the  A u fm achung , while when the 
neurologist uses a  therm al and electrical apparatus the 
scientific mystique and ‘all the m odern  technical 
achievements’ are the A ufm achung, as apparent in the 
brochures o f  m any hospitals.

We can describe in these new term s th a t the 
m ain and  perhaps the only factor in these treatm ents 
is the transference relationship between docto r and 
patient. Research can show that the doctor creates this 
relationship artificially. This can  be studied also in 
simple situations where rows o f  m achines do not 
in trude between doctor and patien t, th a t is, under 
hypnosis. In one o f  these m ethods the patien t lies on 
a comfortable couch and the doctor speaks with a  soft, 
persuasive, m onotonous voice, strokes the p a tien t’s 
face and hand with his hand, and ‘coaxes’ the 
transference from  the patient.

The o ther type is the Schreckhypnose. The 
doctor fixes his eyes on the patient in a serious and 
intense way; the eyes o f  the patien t are dazzled with 
a  strong light. If he dares to move, the hypnotist shouts 
at him as if he would like to paralyse the patient’s will. 
Every doctor working in this field uses one or the other 
treatm ent m ethod — perhaps not in such an obvious 
form . By so doing the doctor takes over the role o f 
that person w ho had  the principle influence a t the 
beginning o f the p a tien t’s life.

In this way, he ensures th a t the patient relates 
to him as a  child and  looks up to him with 
unquestioning faith  and boundless confidence as in 
the case o f his parents in the past. The therapeutic 
effect is due to this m ental reversion to childhood.

The patien t prepared in this way is able to 
accept the ‘inh ib ition’ w hich is the actual active force 
o f  every suggesting therapy.

This inhib ition  m ight be a direct com m and as 
for example, in hypnotic suggestion, but m ight be a 
milder one like an encouragem ent, promise and so on; 
and clinical neurology applies it in this form . In both  
cases the intensity o f  transference connected with the 
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docto r’s personality provides the promise, com m and, 
or persuasion, and  endows him  with irresistible 
strength. In  m any cases the  clinic even prom otes this 
process by subm itting the patient to  som e painful 
treatm ent. It is as if they were telling the patien t ‘If 
you misbehave, you will be spanked, w ith strong 
faradic current, and  we will put you in a  dark  corner, 
behind a screen, if you behave well, we will like you.’

We can sum m arise these ideas in analytic 
term inology as follows: As long as the patien t gains 
appropria te  gratification  in transference, he is ready 
to  reinforce repression for the  sake o f  his docto r to 
such a degree th a t thereby he blocks even the 
abreaction o f  repressed instincts through the symptom.

Thus the sym ptom  disappears bu t the patient 
pays a  triple cost for it: he loses the energey o f repressed 
libido, loses the energy caused by increased repression, 
and the energy concealed in the unsolved transference 
is lost too. This wastage explains why patien ts treated 
by hypnosis becom e so d iffident, powerless and 
disinterested. This increased repression claims a  great 
deal o f  energy o f  course, and  the  patien t is capable 
of coping with this only under the influence o f  a strong 
transference. This is the reason why ‘suggestive’ 
m ethods do no t shrink  from  the use o f  bizarre 
techniques to enable this strong transference. This close 
relationship o f  blind faith is conditio  sine qua non  for 
for them .

A fter a  successful course o f  treatm ent, this 
relationship does not disappear; in fact its strength 
increases. Recovered patients tell everyone abou t the 
power o f  their doctor — until their state changes for 
the worse, which often happens. So they return to their 
doctor, they forget the struggles o f  reality during their 
regression, and they leave again feeling better for a 
while. This is a frequent outcom e for patien ts in 
‘suggestive’ therapy. I do not deny that there are people 
w ho recover even after a  single treatm ent, bu t this is 
exceptional. As we can see, this kind o f  treatm ent is 
sim ilar to the form er group o f  treatm ents in some 
aspects. Patients suffering from  chronic illness get 
accustom ed to suggestion as well as to the stay in a 
sanatorium , and m ost o f them  ‘go on their pilgrimage’ 
to their chosen place, o r rather to their chosen doctor 
for ongoing treatm ent. This cycle — a few m onths o f 
life, a few m onths o f  treatm ent — makes it possible 
to bear the trouble often for a long time, often for one’s 
whole life; a t the expense o f  m uch wasted energy, time 
and money. In o ther cases, the continuing treatm ent 
achieves less and less, a fter repeating it a  few times, 
the illness does not yield to the m ost recent ‘pilgrimage’ 
and  the patient leaves disappointed.

I have deliberately neglected the question o f  
diagnosis and prognosis, which is very im portan t. I 
have done so because we started with the premise that 
every m edical activity has its psychological effect. In 
ad d itio n  th ere  is a p rac tica l p o in t. A ll the 
straightforw ard  treatm ent m ethods should be tried 
first, and  only after the failure o f  all o f  these m ethods 
should we tu rn  to some com plicated ones. Full-scale 
psychological treatm ent is reluctantly  undertaken, 
because o f the contem porary training of doctors, and 
the clum siness o f  contem porary  psychotherapeutic 
m ethods. But this situation  may not persist.

U nder the influence o f  psychoanalysis, psychology 
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ought to  find  a place bo th  in the education  o f  doctors 
and in clinical practice, a very im portant place, maybe 
a  param ount one. In  the m eantim e, do not forget that 
organic and functional diseases are not separated from  
each o ther by nature, bu t by us, and  if  a patien t can 
no t be helped by organic treatm ents, let us consider 
th a t through  the m ind maybe we can  reach the goal; 
and  therefore may help the patient.

W hat can the general practitioner use from  the ideas 
described above in his own practice? As we could see, 
psychoanalysis always aspires to treat in an aetiological 
m anner, and  its aim  is to elim inate the prim ary 
conflict; w hereas all the  o ther psychotherapeutic 
m ethods treat the sym ptom  only, their m ethods do not 
reach the essence o f  the illness. From  this, it naturally 
follows tha t if the general practitioner is not successful 
w ith his treatm ent, and  thus a  special psychotherapy 
is indicated, then  psychoanalysis is the treatm ent o f 
choice; and  o ther m ethods should be considered only 
in exceptional cases, when psychoanalysis is not 
practicable for whatever reason. This com prom ise 
probably m eans giving up the  goal o f  com plete 
recovery, so th a t is why it is im portan t to  give this 
careful consideration.

There is one m ore th ing  to  m ention  a t th is point. 
Doctors following Freud discovered that a person who 
w ants to  deal w ith analysis o f  patients m ust get 
acquain ted  w ith his own subconscious for the first 
time, otherwise he is unable to observe those elements 
from  the  p a tien t’s m aterial th a t can be linked to  his
— the d o c to r’s — repressed unacceptable desires, 
m em ories, and so on. This discovery led to the 
requirement that a future analyst has to submit himself 
first o f  all to an  analysis.

There were m any others w ho avoided this self- 
evident requirem ent, they preferred m ethods which 
deviated from  psychoanalysis and reverted to cognitive 
psychologies in a  roundabou t way. Jung, Adler, and 
Stekel are the leaders o f  these factions but still consider 
themselves analysts. It is worthwhile asking the doctor 
w ho considers him self to  be an analyst w hether he 
him self has been in analysis or not, and  with whom . 
Neglect o f this question is the reason for many failures 
in psychoanalysis.

Freud showed th a t the sym ptom s involved in 
the ‘diagnosis’ o f  neurasthenia are o f  a very 
h e te ro g en eo u s n a tu re . T here  are  som e cases 
characterised by em phasis on anxiety, while others are 
characterised by compulsive actions and thoughts. The 
first is called anxiety neurosis by Freud, while the 
second is called com pulsive neurosis. H e showed th a t 
they have independent pathology, and  they have 
nothing in com m on with neurasthenia. Nevertheless, 
even the residual cases as so variable th a t it is 
recom m ended for the doctor not to  categorise them  
as neurasthenia o r psychasthenia. The doctor should 
not o rder cold-water cure o r roboran t at the first 
‘nervous’ sym ptom , but m ust reflect th a t if he calls 
one ‘nervous’ it m eans for the m om ent that he cannot 
cannot understand this phenom enon on the basis o f 
his form er knowledge. H e should not im m ediately 
offer sanatorium  treatm ent, especially in chronic 
illness, but he should realise th a t every nervous 
sym ptom  has its cause and purpose and origin in the 
p a tien t’s m ind, and  he should m ake an effort to
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understand them .
A  doctor w ho is tru sted  by his pa tien t may 

undertake the treatm ent himself, especially where there 
is some reason why psychoanalysis cannot be 
considered for some reason. This may not produce 
such a  satisfactory result, bu t still may be superior to 
other courses o f action, if the patient can form  a  strong 
transference relationship with his doctor.

W hat should the  doctor do then? We can say 
it in two sentences: he should  enquire, he should  have 
patience, and then have the courage to listen. H e 
should  talk  less, and  w hat he says should  ra ther serve 
to induce the patien t to talk . H e should not prom ise 
anything, he should no t ask any suggestive questions 
and  he should not try  to  am aze the patien t w ith clever 
interpretations. It can be counter-productive when the 
patient has heard or has read som ething about 
psychoanalysis — all these efforts are pointless and 
they may be harm ful.

O n the contrary, he should allow the  patient 
to pour his heart ou t and  only if  the patien t becomes 
hesitant, should the doctor help him  with benevolent 
encouragem ent. O therw ise he should act totally 
passively. Associations will com e by themselves in the 
easier cases, and  the doctor will need to add practically 
noth ing to  the  m aterial.

This m ethod differs substantially  from  any 
other medical activity. In every other situation recovery 
depends on  the d o c to r’s personality  and  the d o c to r’s 
knowledge. H ere the doctor has a lesser role, the m ain 
activity being transferred to the patient. It is absolutely 
necessary for recovery on the p a tien t’s part th a t he 
should understand  the psychological origins o f  his 
trouble. The doctor merely provides an opportun ity  
for the patient to talk; the doctor m ust restrict himself 
to m aking only the m ost essential rem arks. The 
doctor’s role appears passive. But, it is very im portant 
w hat he says and how. Therefore there is great need 
for tact and  talent in successfully using the m ethod 
o f questioning and  listening.

If the doctor already has has som e practice in 
this, he should  ask the patien t w hether there is any 
obstacle barring  his way to  recovery, o r in a  m ore 
prim itive form , why he does no t want to recover?

H e should ask this when a  m ethod  th a t had 
previously proved useful, fails him unexpectedly, even 
where ‘organic’ troubles are present.

The docto r will no t always get an answer, but 
w hen the patient replies to this question , the doctor 
will hear som ething th a t will lead him nearer to 
understanding the m eaning o f the  illness bo th  for the 
doctor and the patient. We should  put the question 
in a particular form  ‘W hy do you not want to recover? 
Perhaps you are annoyed with your doctor? The doctor 
should not accept the  first denial, th a t there is no real 
reason, but he has to insist th a t there may be some 
trouble and perhaps the doctor him self caused it. 
A lm ost in every case the patient reveals m ost o f  his 
d o c to r’s m istakes very tim idly and reluctantly  at the 
beginning, m ustering up his courage only gradually. 
This may be quite stressful, because the com plaints 
o f  the patien t are alm ost always justified , and the 
doctor should adm it openly (not only to himself) that 
he was m istaken in certain  cases.
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Whoever has the understanding and willingness 
to adm it this, and does not shrink from  open and 
sincere discussion o f his mistakes; who does not silence 
his patients when the patient tells him  unwelcome 
things; for that doctor there is an open way after many 
struggles and after many unpalatable personal insights, 
to learn the greatest art o f  the m edical profession: the

to lerant m anagem ent o f transference.

* The E ditor is grateful to  Dr Laszlo Benedek, a 
psychoanalyst in B udapest, for his translation  o f  
M ichael B alin t’s original H ungarian  paper, and  for 
add itional help from  Dr A nna Szabolsci, a general 
practitioner in London.

Current interest in Michael Balint
A  study undertaken by the Royal College o f  General 
P ractitioners, o f  general p ractitioners’ use o f  post
g raduate centre and  practice prem ises libraries in the 
Vale o f Trent faculty area, revealed th a t the  five m ost 
frequently  chosen books in general practice premises

libraries includes M ichael B alin t’s The Doctor, his 
Patient and  the  Illness.

Reference: ‘Books for general practitioners’, letter, The 
British Journal o f  General Practice , 1990, 40:215.
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Michael Balint and Consumerism in the Nineties*
Philip Hopkins 

Family Doctor, London

I wonder, if M ichael could be with us today, would 
we be discussing The Doctor, his Patient and  
C onsum erism ?  W hat can we deduce abou t this from  
his and  E nid  B alin t’s work with us, and  from  his 
writings?

In the first place, would he have though t, and 
should we th ink  o f  our patients as ‘consum ers’? 
A ccording to the Shorter O xford English Dictionary, 
a consum er is one w ho consum es, i.e. ‘one w ho makes 
away with, destroys; uses up o r takes up, spends, or 
wastes (tim e)’!24

1 have recently, perforce, been drawn to a new 
area o f  study — the subject o f  Econom ics which, I 
have discovered ra ther late in life, is abou t ‘. . . the 
satisfaction  o f  m aterial w ants . . .’ and  th a t, ‘it is 
people’s wants ra ther th an  their needs, which provide 
the m otive for econom ic activity.25

1 have also learned th a t econom ists resist 
m aking value judgem ents, such as how m uch o f  any 
given com m odity people o ught to consum e,25 unlike 
those politicians who, like Alexander Pope’s fools, rush 
in where angels, in this case the econom ists, fear to 
tread .22

It also seems th a t the  term  ‘consum er’ has 
m istakenly becom e synonym ous w ith ‘custom er’, 
m eaning som eone w ho buys ‘consum er goods which 
are those com m odities which satisfy our wants 
directly.’25

Indeed, I cannot help bu t wonder th a t we are 
to becom e the victims o f  o u r politic ians’ confusion 
in believing th a t our patients are the ‘consum ers’? 
Surely, the politicians are the consum ers, since they, 
to use the m arket-place jargon, buy our professional 
services which they have decided should be provided 
for the  public, w ho becom e our patients, and who, 
incidentally, appear to have little choice or influence 
over w hat these services shall be.

A nnouncem ents appeared  in the national 
press,2 in many cases, before the official statem ent o f 
the new' Terms and  C onditions o f  Service soon to be 
im posed upon  us, reached u s .12

It seems th a t the politicians will require us not 
only to invite each new patient (with certain exceptions) 
to partic ipate  in a consulta tion , but we will also have 
to confirm  this in writing! We m ust then  ask specific 
questions about the patien t’s medical history and life
style, and  carry  out and  record a num ber o f 
m easurem ents and  o ther clinical exam inations, 
w hether they are clinically indicated or not.

N one o f  this, o f  course, m ay be relevant to the 
p a tien t’s reason for w anting to see a doctor, and any 
possible counter-productive effect o f  all this is clearly 
not understood o r considered by those w ho m ust be 
obeyed!

Furtherm ore, we will be required to invite all 
o u r patients w ho are 75 years o ld and  over, to 
partic ipate  in a consulta tion  and again, to carry out 
a list o f specific assessm ents, w ithout regard as to
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w hether the patient wishes o r requires any o f  this.
Similarly, there are m any other regulations 

stipulating w hat m ust be done for various categories 
o f  patients, and  w hat o ther services m ust be offered 
in term s o f  increasing the  regular developm ental 
exam inations o f  the under-five-year olds — which the 
experts have long since decided are largely a waste o f 
time, except for a carefully selected group o f children, 
to ensuring th a t everybody is fully im m unised against 
infections, including tetanus, w hich is no t all th a t 
com m on with the present rate o f  our im m unisation  
programme; screening more women for cervical cancer, 
irrespective o f their sexual activity and their actual risk 
o f  developing this disease, and organising m ore ‘health 
prom otion clinics’ and ‘health  check-ups,’ even though 
there is little evidence to show th a t there is any value 
in such random  screening.

From  all this, it would appear that in spite o f 
w hat the governm ent is telling the public, we are not 
about to  experience a  growth in consum erism , bu t an 
increase in central econom ic planning.

This leads to  ano ther question  we m ust ask: 
should we want to compete with each other by treating 
our patients like the  grocer treats his custom ers who 
goes to  his shop to buy a kilo o f  sugar? O r should 
we con tinue to encourage them  to consult us for our 
opin ion  and advice abou t the treatm ent they need for 
their problem s?

In the light o f  the G overnm ent’s recent 
pronouncem en ts,13 and in view o f  our experience in 
our consulting room s,28 we m ust question whether we 
can accept that the services which our politicians have 
told the public, our patients, to expect from  their 
doctors in the future, accurately reflect their needs?

It certainly does no t agree w ith the findings o f 
the recent survey carried  ou t by the C onsum ers’ 
A ssociation, and  published in Which? M agazine.2*. 
O ur patients m ade it clear th a t their first prio rity  is 
for their doctors to  give them  adequate  tim e to listen 
to them . Indeed, they have already show n th a t if  the 
doctor does no t allow them  sufficient time, they will 
choose to see whoever does have the tim e they want 
and  need — the Vocational Trainee o r the Practice 
Nurse.

O f course, we learned from  M ichael and  Enid 
that it is not only ‘listening’ th a t is needed. We m ust 
also ‘hear’ what the patient says or only half-says, and 
even w hat he does not say. M ore th an  th a t, we know 
th a t we m ust listen to our own inner reactions to our 
involvement with out patients, and  becom e aware o f 
o ur own feelings.

M ichael Balint held th a t psychotherapy is not 
a treatm ent, however, but a skill — the skill o f  listening
— and he helped us to learn to use it instead o f  asking 
questions.6 It is interesting to note at the present time, 
nearly forty  years later, tha t som e doctors are re
discovering that it can be a  useful approach  when 
dealing with patients whose sym ptom s have a
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disordered physiological function , ra ther th an  an 
underlying pathological cause to  account for them .

H appily, general p ractitioners do no t need the 
intensity o f a personal psychoanalysis or psychotherapy 
like the analysand or psychotherapist, to learn this skill. 
Unlike other skills, however, it cannot be learned from 
attending lectures, nor by didactic teaching, o r by 
reading books, but only by practical work under proper 
supervision.

Personally, I benefitted from  attending Michael 
B alin t’s first group m ore th an  1 did from  any other 
form  o f  postg raduate  training. Its all im portan t 
function is to provide a forum  where doctors can freely 
discuss their problem -patients. This does not m ean 
focusing only on the patient rather than  on the disease, 
but also on the doctor and his developing relationship 
with his patient. In this way, it is possible to increase 
the d octo r’s awareness and sensitivity, and  to discover 
how to tune  in to the  p a tien t’s real needs — and  to 
help him  to  deal w ith them .

I wonder, therefore, what Michael Balint would 
have thought o f the present trend o f employing practice 
counsellors and psychologists? A lthough it is perfectly 
understandable in view o f the increasing pressure from 
the D epartm ent o f H ealth  for doctors to  spend m ore 
o f  their tim e on the adm in istration  o f  their practices, 
instead o f  training themselves to give their patients the 
sort o f  care they need, he m ight well have poin ted  out 
th a t it is simply a  new way o f  diluting the d o c to r’s 
clinical responsibility.

In tu rn , this can only lead to  fu rther 
interference with th a t o ther im portan t factor in the 
d octo r/patien t relationship, the continuity  o f  care. 
B alin t’s aim s were clearly stated in A  S tudy  o f  
D octors,7 to:

(i) ‘expose the doctor to  the full weight o f  his 
therapeutic responsibility, not allowing him  any tacitly 
accepted way o f  escape,

(ii) contrast his individual ways o f  treating  his 
patients w ith those o f  his colleagues in the group,

(iii) use the  group-setting to dem onstrate that 
any form  o f therapy entails a specific type o f 
interaction between patien t and  doctor, the nature o f 
which can be understood and  its future developm ent, 
and w ith it the efficacy o f  the therapy, can often be 
predicted.’7

Certainly, my experience over the past forty 
years in general practice has not revealed any change 
in our patients and their problems. A lthough there are 
some who are aware that they have em otional conflicts 
and problems which they bring to the doctor, there are 
still many w ho are alexithymic. They feel that they are 
ill in some way, but do not have the ability or the words 
to describe their feelings.

H undreds o f thousands o f  people go to their 
doctors every day with recurrent sore throats, coughs, 
headaches; feeling ‘tired all the time,’ yet cannot sleep 
at night; a variety o f aches and  pains; inability to eat, 
or eat too m uch; loss o r gain in weight; bowels loose, 
or constipated; m enstrual disorders — all sorts o f 
bodily sym ptom s for whcih they say they 'only w a n t’ 
a prescription for an antibiotic, a cough linctus, 
sleeping tablets, or some other pills, potions or tonics. 
A nd many o f them  get ju st that — C la rk ’s 
C onsum erism  — w hat they want and ask for — a 
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prescription.
E arlier this m onth , my receptionist buzzed me 

to  ask if I could fit in an extra patient. ‘A  tem porary 
resident — a young w om an staying in a local hotel — 
on a business visit — says she feels very ill, awful — 
only wants a prescription fo r  an antibiotic fo r  her sore 
throat — will only take a minute.’

A  few m inutes later, a  25-year-old single 
w om an, over-weight and  over-bearing, sat alongside 
me, em phasising how ill she had  felt for a  week. She 
to ld  me, ‘I ju st w ant a prescription for penicillin,’ 
adding, \  . . like I  always get fro m  m y doctors at 
hom e.’

She could hardly allow me to examine her 
th roat, bu t on my insistence she opened her m outh.
I looked at her norm al pharynx and noted  her dry 
brown, nicotine-stained tongue and  teeth. Yes, she 
agreed, she did smoke a lo t, abou t 20-25 cigarettes a 
day. W hen I palpated  her neck, I noted  the tension 
in her neck m uscles, as well as the  absence o f  cervical 
adenitis.

W hen pressed to tell me a little m ore abou t the 
history o f  her trouble, she reluctantly told me that her 
th roat has been sore on and  o ff  — since she ‘caught 
som ething’ on her sum m er holiday. Yes, she had been 
depressed, had gained weight, and was smoking more. 
A nd yes, she tended to  do this w hen she was upset. 
The m ounting tone o f irritation in her voice increased.

. . bu t w h a t’s th a t got to  do w ith it? — I  on ly  want 
a prescription fo r  som e penicillin'.

O f course, I could have given her w hat she 
wanted, a  prescription for penicillin, like her doctors 
a t hom e ‘always give her.’ T hat would have been that. 
For me, that is. As she said, she ‘only w anted a m inute 
o f  my tim e — only a  prescription.’ N ot my opinion 
or my advice.

M r Clarke would have been so pleased with me
— a satisfied consum er — only a m inute o f  doctor
time. Then, ‘Next patient, please’! Excellent ‘through
p u t’ — very efficient use o f the doctor’s tim e . . . but 
is it?

M r C larke m ight well say th a t it shows th a t we 
can happily go back to having larger lists and  give our 
patients three or four m inutes each . . . But does it?

I went through  all th a t many years ago, and 
found the reverse to be true. So, after listening to, and 
exam ining my tem porary  resident, I sat back, paused 
for a few few m om ents, as I often do — then quietly 
said that 1 thought she sounded rather more upset and 
angry th a t I would expect for som eone with ‘only a 
sore throat! Perhaps there was something else troubling 
her?

There was a pause. Tears started  to roll down 
her face and, w ith all barriers dow n, she told me the 
sad story o f  her broken rom ance. Suddenly, she cried 
out angrily ‘and  we were on holiday.’

She nodded through her silent tears at my 
suggestion tha t perhaps she was not yet over the grief 
o f losing her fiance. A nd yes, she agreed the ‘tense 
feelings’ in her th roat had  started  on the way home, 
m aking it d ifficult for her to speak. I told her that I 
was encouraged by her accepting my use o f  ‘tense 
feelings’ instead o f  ‘sore throat,’ and yes, she could 
see the point I was m aking . . .

I apologised for being short o f  fu rther time, 
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and invited her to  com e to see me again before 
returning home. She left w ithout a prescription.

She telephoned three days la ter to  tell me that 
she had  com pleted her business in London and  was 
returning home. She thanked me for suggesting it, but 
she d id n o t need to  com e to  see me again. H er th roat 
felt better; she had  reduced her sm oking and  was less 
depressed. She now realised how angry she was, and  
agreed she might look for psychological help when she 
is back hom e, but thought perhaps she m ight be able 
to m anage on her own now she knew w hat her illness 
was about.

This exam ple shows how patien ts like this can 
be helped to recognise how their feelings affect their 
body functions, by b rief psychotherapy, which can be 
readily and effectively used by a  doctor, and at the right 
m om ent, in the surgery. 1 am  confident that by helping 
patients to understand ‘w hat they are ab o u t’ in this 
way, they can be prevented from  developing in to  ‘fat 
file’ patients.

It is also an example o f  how little things have 
changed. By a strange coincidence, when I was 
searching th rough  B alin t’s Tuesday-group transcrip ts 
for the record o f  the  origin o f  o u r Society, I came 
across the follow ing discussion which took  place 
exactly 20 years ago, on 18th November, 1969:1 
BALINT: This is how the enorm ously im portan t 
dilem m a in this case — and in all cases — w hat is the 
right thing to do. Let’s say that if a patient comes with 
a  sore th roat, you w ouldn’t take a  swab in every case 
to identify the m icro-organism  and find out w hat sort 
o f  antib io tic  is the best for it, bu t you will give some 
wide spectrum  an tib io tic . . . The question  is can we 
devise som ething o f  th a t sort w hich corresponds to 
this thing? We know th a t if we do a  really proper 
exam ination lasting som e time, then  we can have a 
m uch safer and m uch m ore reliable basis on which to 
start our technical therapeutic procedure. Is this sort 
o f  thing acceptable o r not? A nd this is why it is so 
im portant that we should follow up our cases . . . This 
will be enorm ously im portan t for general practice if 
som ething o f  this sort can be devised.
HOPKINS: This is the core o f  the whole problem . . . 
BALINT: . . .  in this case.
H O PK IN S: . . .  in this case, and in all cases . . .

In ano ther transcrip t 1 found a case-history 
which touched on a  topic which we frequently 
discussed in the Tuesday-group: the difficulty o f  
recognising unhappiness in our patients as ano ther 
physical sign, and the difficulty  which doctors have 
in accepting and dealing w ith it. This extract also 
dem onstrates how Balint could be em phatic to the 
poin t o f  being authorita tive at times, and also how 
relevant his com m ents are today as they were when he 
first m ade them.

A very difficult case-history involving a very 
depressed w om an had been presented;
BALINT: . . . now can I say som ething im portant?  
W hatever the doctor does, to my m ind, is superficial 
and  irrelevant as long as he avoids talking about the 
p a tien t's  unhappiness, because tha t is what really 
matters. The various other things you m entioned, like, 
where is the pain? W hen did it start? This is what I 
call superficial, o r if you want, 'trad itional medicine.’ 
Ask questions, find a sym ptom  for which you can
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prescribe a drug, and  then you are all right, and  the 
patient won’t m atter . . . The thing is, how to get, how 
to create an atm osphere, a clim ate in the surgery th a t 
will enable the  patien t to  tell the doctor w hat he o r 
she is really w orried abo u t . . . w hat makes him  or 
her unhappy  . . .2

We all know th a t a  patien t consults his doctor 
when he feels ill in som e way and w ants help. It does 
not follow that the help he th inks he wants, is 
necessarily the help he actually needs, and the doctor’s 
responses are therefore critical from  the first m om ent 
o f the consultation, as they will influence his potential 
therapeutic effectiveness.

I believe th a t we should  now be considering 
how we can prevent the im pending re-organisation 
w hich is shortly  to  be im posed upon  us, from  
interfering w ith th a t unique and m ost im portan t 
relationship which develops between a patient and 
h is /h e r  doctor.

Try as we may, to create the right atm osphere 
o r climate, as Balint described it, in the consulting 
room , it will be o f  little use if  we are able to spend 
even less time in it with each o f our patients, than  some 
o f  us do already. W hich seems m ore th an  likely if we 
are to  accept th a t we m ust increase the size o f  our lists 
when our incom e is based on the new form ula which 
proposes that at least 60% of the practice income must 
be derived from  cap itation  fees.

M r C larke’s consum erism  is presented as a 
trium ph o f  rationality, with the promise that everything 
will be graded, priced and  displayed on  a check-list, 
having all the  features th a t a rational person is 
supposed to want and use as the basis for their choice 
o f  their doctor, as if  people m ake choices for entirely 
rational reasons, consulting only their accountants to 
make sure they are getting value for money.

However, we are aware that the real experts who 
understand their consum ers, know th a t noth ing is as 
simple as tha t, and th a t actually there are m uch m ore 
powerful forces at w ork. T he salesm an and  the 
advertising m an have long since understood  the 
message from the psychoanalyst, and have studied long 
and intensively how to  deal with the consum ers’ 
subconscious desires, while appearing  to cater for our 
rational egos. Politicians realise this, and use agencies 
like Saatchi and Saatchi at election time.

M aybe we should watch television more, to see 
consum erism  at work as, for example, in the current 
advertisem ent for the Rover car. This makes m inim al 
m ention o f  rational m aterial like petrol consum ption  
and engineering features. The m ain substance o f  this 
short film  uses the story o f  a  m an who drives in his 
Rover to the wedding o f his ex-girlfriend, whereupon 
she immediately abandons the prospective bridegroom  
and elopes with the m an who drives the Rover.

The real message o f  this advertisem ent goes 
straight to the libido, ‘Drive a Rover and you get the 
w o m a n ' bypassin g  all th e  o th e r  p e rso n a lity  
com ponents. Perhaps we can beat them  by jo in ing  
them . It may be that now, m ore than  ever, we need 
to have and to use our understanding o f  unconscious 
processes, to underm ine the sterile ‘p rice-check’ style 
o f  consum erism  that is being flaunted by the 
G overnm ent. For this, we will need all our ingenuity 
and M ichael B alin t’s, to help our patients to gain the
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insights required to  achieve a  deeper understanding o f  
their real needs.

Indeed, we m ust also find  ways to  help our 
politicians to understand the real needs o f our patients, 
and to follow their example o f  looking up to us, which, 
according to M rs Edw ina Currie, one o f our m any ex- 
Ministers o f H ealth , they do, very m uch!11

Mrs Currie’s promise that, ‘We will have a  body 
o f extremely well trained and competent doctors, being 
paid  m uch better th an  they are now. A nd, hopefully, 
will be a lot healthier . . m ight have been m ore 
encouraging, were it not likely to be as false a prophesy 
as that m ade by Sir W illiam Beveridge, who predicted 
in his famous Report o f 1942, that the N ational Health 
Service will improve the nation’s health  so m uch, that 
the  cost o f runn ing  it will reduce progressively over 
the years!10

While we can nevertheless be proud and happy 
to com m em orate the foundation  o f  the Balint Society 
twenty years ago, there is still m uch for us to do, if

we are to develop fu rther the work which M ichael and  
Enid Balint started  in the early N ineteen-fifties, and 
for w hich the Society was founded.

In my opinion, this will becom e m ore urgently 
required in the Nineteen-nineties because I believe that 
the increasing incidence o f psychoneurotic and 
psychosomatic illness is more o f  a  threat to our Society 
than  are those diseases we are shortly to be compelled 
to seek out. This will be a sham eful waste o f  ou r tim e 
which should be devoted to  the real w ork o f  a doctor, 
which is, to paraphrase the well known adage, neither 
an  affa ir o f  visiting octogenarians for annual check
ups, nor o f  sending for patien ts to a ttend  for cervical 
sm ears o r for innoculations.

Preventive measures have their place in medical 
practice, but they are not Medicine. The essential unit 
o f  m edical practice is still the occasion when, in the 
intimacy o f  the consulting room  or sick-room, a  person 
who is ill, o r believes him self to be ill, seeks the advice 
o f  a doctor w ho he trusts. This is a  consulta tion  and 
all else in the practice o f  M edicine derives from  it.

Historical note:

I suggested a t the m eeting o f  M ichael B alin t’s UCH  
Tuesday-group on the 8th October 1968, that we should 
form  a Society sim ilar to  th a t recently form ed in 
France, and possibly meet with the French to discuss 
the possibility o f form ing an In ternational Society o f 
B alin t-groups.1

We collected the nam es o f  the 231 doctors who 
had attended Balint-groups at the Tavistock Clinic up 
to th a t tim e,13 and  after fu rther discussions, twenty- 
two o f us met together on the 19th N ovem ber 1969. 
Possible nam es for the Society were proposed and 
discussed at length, and by a m ajority vote, we decided 
to form  The M edical Society o f  Balint G ro u p s.18 
Subsequently I wrote to  M ichael Balint to inform  him 
about this, and to  ask for his consent to  use his nam e 
in the title o f  our new Society.

M ichael started  the  next m eeting o f  the 
Tuesday-group on 25th November 1969 by saying that 
he had received a confidential letter from  me, and was 
it all right to talk about it? Following my agreem ent, 
he went on to say, A ccording to  it, an underground 
m ovem ent has begun . . . reluctantly, I m ust agree to 
the  suggestion . . .  o f  course, with a great pleasure 
. . . and I wish this underground movement very great 
success.’3

A draft constitu tion  for the Society was 
proposed and discussed a t the second m eeting o f  the 
F oundation  M em bers on 24th February 1970.19

The final draft o f  the Society’s C onstitu tion  
was agreed at a fu rther m eeting on 28th A pril 1970, 
in the new O utpatients Building o f University College 
H ospital. The O fficers o f  the first C ouncil o f  the 
Society were elected:20

My first very happy act as President o f the 
Society was to propose th a t M ichael and Enid Balint 
should be enrolled as H onorary  Members. In his reply 
dated  1st May 1970, M ichael wrote th a t he and Enid 
were proud and pleased to accept the honour o f 
H onorary  M em bership o f  our new Society, and he 
repeated that he was pleased for us to use his nam e 
14

in its title.4
Just under five m onths later they, and  thirty- 

six members and guests attended the inaugural meeting 
o f  the  Society a t the Royal College o f  General 
Practitioners on 29th September 1970. The subject was 
‘The Integrated Interview’, and the first speakers were 
D r S te p h e n  P a sm o re  on  ‘P a t ie n t /D o c to r  
Com m unication’; Dr Michael Courtenay on ‘Time and 
Technique’; Dr M ax Clyne on  ‘D iagnosis’, and  Dr 
A aron Lask on ‘Results.’21

At the second m eeting o f  the Society on 26th 
Novem ber 1970, on ‘A spects o f Repeat Prescrip
tions,’22 Dr M ax Clyne m entioned, by a slip o f the 
tongue, the special m eeting which we were arranging 
for his 75th b irthday in the following year. M ichael 
was sitting next to me, and his whispered com m ent 
expressed the delight this gave him.

O n the next day, I interviewed M ichael Balint 
for an article in London  Doctor, a jo u rn a l I was 
publishing and  editing a t that tim e.15 I am  very glad 
th a t I tape-recorded our discussion, because he died 
little m ore than  a m onth  later, on 31st December 
1970.16

At the C ouncil m eeting on 12th January  1971, 
we agreed to change our nam e to The Balint Society, 
and  to m ake the m eeting we had been p lanning for 
his 75th b irthday celebration, the First In ternational 
Balint C onference.11' 14.

This was held at the Royal College o f  Physicians 
on 23rd-25th M arch 1972 on the theme, The Doctor, 
his Patient and the Illness, which was the title o f  his 
first paper on this subject to be published in the British 
m edical press in 1955s and which, o f  course, became 
the title o f  his book which is now an  acknow ledged 
classic in the in ternational m edical literature.6

* Based on a lecture delivered at the Royal College of 
General Practitioners, on 21st November 1989, to 
commemorate the twentieth anniversary o f the 
foundation of the Balint Society.
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Empathy in the Doctor/Patient Relationship: 
A Theoretical View*

Ulla Holm, Clinical Psychologist, Sweden

Ten years ago, when I started  to study the concept o f  
empathy, hardly anyone in Sweden used the term  or 
knew o f it. Now it is a trendy word and  as such, is 
exposed to d istortions and used to  denote a variety 
o f meanings. So I will start to narrow down the concept 
o f em pathy by stating w hat it is not.

Em pathy is not sympathy — sympathy is to like 
ano ther person. Em pathy has noth ing to do with love. 
O ne can be em pathic w ith a person one does no t love 
or like, and unfortunately one can be unem pathic with 
a  person one does love and like. Em pathy is no t being 
k ind  or nice o r good. I have heard th is com bination: 
‘H e smiled an  em pathic smile.’ E m pathy is not 
telepathy. E m pathy  has noth ing to  do with extra
sensory power.

Em pathy m eans to catch and  understand 
an o th er person’s feelings. T he central quality  is often 
described as a sudden knowledge of, o r insight into 
ano ther person’s em otional state. If  this em pathic 
understanding is used to guide behaviour one can  talk 
abo u t em pathic behaviour. This includes no t only 
verbal com m unication but all the actions, choices and 
decisions m ade in all diagnostic, treatm ent and nursing 
situations. Even the design o f  the premises and  the 
routines adopted in the surgery are expressions o f  one’s 
em pathic understanding — or lack o f  it. I f  som eone 
chooses to postpone a  test because they can feel that 
the patient would not be able to endure it today — 
that is empathy. If  the patient has to wait in the 
consulting room, undressed — to save the doctor’s time
— th a t is not empathy. Som etim es em pathy implies 
putting  one’s foot down, setting a limit for a patient 
when it is understood that he needs such a response 
to feel at ease and secure.

W hen I speak to doctors abou t empathy, they 
often say ‘we do not have tim e for em pathy’. But it 
doesn’t take longer to be em pathic th an  to be 
unem pathic. O n the contrary, studies show that there 
is no correlation  between the  du ration  o f  the consul
ta tion  and p atien ts’ ratings o f  docto rs’ empathy. In 
fact one study shows th a t if the doctor took care of, 
th a t is acknow ledged the p a tien t’s feelings of, for 
example concern and anxiety, the consultation tended 
to be shorter. The patients were then  m ore able to 
concentrate on the inform ation given and taken in the 
interaction with the doctor. M any studies also show 
th a t com pliance is m uch greater am ong patients who 
report that their doctors have been empathic. So it does 
not take longer to be em pathic, but it certainly does 
take a m ental effort.

If em pathy m eans catching and understanding 
ano ther person’s feelings, how does the transm ission, 
the com m unication o f feelings come about? I will give 
a short survey o f  the m echanism s which seem to be 
involved in the em pathic process. A fter th a t I will 
discuss the inner prerequisites for em pathy and  also 
the inner obstacles. This will be a basis for a discussion 
o f  how to  increase the d o c to r’s em pathic capacity. 
16

First the doctor needs to try  to rem em ber an 
occasion when she or he noticed that she was empathic, 
that she knew how her patient felt. T hen she needs 
to consider how she got to know this, which m echan
isms she used to be able to understand the p a tien t’s 
feelings.

I believe th a t m any would say th a t the doctor 
used her perception, that she looked her patient over 
closely, listened carefully to signs o f  effects in his voice, 
perhaps even felt his m uscular tension with her hands.

Som e probably used their own experiences (to 
understand the em otional state o f  the patient). Perhaps 
the doctor asked herself: ‘How have I reacted in similar 
situations and how would I react if  I were in this 
patient’s shoes?’ The empathic ability seems to increase 
w ith increasing age (perhaps the only function  that 
does). O ne reason for this is, o f  course, th a t one 
broadens one’s experience as one gets older, th a t is, 
if one is an open-m inded person.

Perhaps some did not use their own experience, 
bu t o th ers’ experience. Perhaps they have had  o ther 
patients w ho have to ld  them  about how it feels to be 
in a  situation similar to the actual patient. O r they have 
seen a  film  or a  play, o r read a  novel or a textbook, 
and  from  these sources learned how people may feel 
in this kind o f situation.

These three com ponents — perception, one’s 
own experience and others’ experience — are cognitive 
m echanism s. They com pose a judgem ent o f  the 
p a tien t’s feelings. They are not em pathy, though. 
Em pathy dem ands both  cognitive and affective m ech
anism s so the doctor has to add the use o f  her own 
feelings.

Im agine the following situation: O ne m eets a 
person w ho seems relaxed, secure, in a  good m ood. 
At the tim e you feel a pressure on your heart o r an 
ache in your stom ach, o r wherever your feelings are 
situated. Because o f this feeling one observes the other 
more closely and now one notices that her eyes are sad, 
in spite o f  her smile. W ith the help o f actual feelings 
one has formed a hypothesis about the patient, perhaps 
that she is in despair, and with the help o f  the intellect 
one has evaluated and  tested this hypothesis. To feel 
with (for) and think about — that his empathy. There 
m ust be a repeated oscillation, interplay, between an 
affective position and an  intellectual, cognitive 
position. O f course this process is a very rapid one, 
a lthough it takes a  long tim e to describe it. It takes 
place m ainly on a preconscious or unconscious level. 
The end-product, the em pathic understanding, is 
conscious.

Now and  then I meet the opin ion th a t it is a 
bit dangerous to be too em pathic. Too m uch em pathy 
here would mean over-identification, lack o f objectivity 
and a general letting loose o f  em otions. Such a  view 
is based on the assum ption  o f  em pathy as an entirely 
em otional affair. If you regard the concept o f  empathy 
as based on a balance and an oscillation between 
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intellectual and  affective com ponents, th a t leaves out 
the  risk o f  too  m uch empathy.

Now 1 am  going to describe two im portan t 
affective mechanisms involved in the em pathic process. 
First I will give an example from  a session where I 
supervised two psychotherapists. T he m ale psycho
therapist was reporting on his therapy w ith a  pregnant 
w om an, w ho was soon to  give b irth  to  her child. The 
therapist had  reported on this therapy m any times 
before. This time I had great difficulty in concentrating 
on his report. Instead I repeatedly found myself think
ing about the other therapist present, a woman. I found 
myself th inking like this: ‘W hat is her a ttitude to 
childbirth , to  w om anhood? H as she ever been preg
nant, does she have children o f her own?’ W hen it was 
the  female therap ist’s tu rn  to report, she said, very 
sadly, th a t this was her last supervision session for a 
long time. T he following week she was going to  have 
an operation, which hopefully would lead to her being 
able to  have a  baby.

Was this telepathy? No, I th ink  it was part o f 
an em pathic process. The female therapist signalled 
her feelings to m e which aroused feelings in m e which 
in tu rn  aroused associations, thoughts in me. This 
prepared me to receive her feelings and  her message. 
This is one im portan t po in t w ith empathy, it makes 
you better prepared to deal w ith the o ther person’s 
feelings. The m echanism  involved in my example was 
probably affective resonance, a  m echanism  th a t is 
constantly  in action  in all our interactions. W ithout 
being aware o f  it, and  totally autom atically, we always 
im itate each o th e r’s affective expressions, the  bodily 
posture, the gestures, the facial expression. This 
im itation  generates in our bodies the autom atic, 
physiological responses that are associated with the 
actual affective state in the o ther person. We experience 
an affect identical w ith the o th e r’s, but probably 
weaker. There is a saying th a t feelings are infectious. 
Affective resonance is the basis for this infection. If 
a person enters a  room  full o f  people they som etim es 
feel the feelings in the room  gush up to them. W ithout 
being aware o f  it they have im itated the affective 
expressions o f  the people in the room  and they feel 
a resonance o f  their feelings in their own body.

In this context, it is the associations, the 
thoughts th a t these resonance feelings evoke, which 
is im portan t. O ften we discard thoughts th a t are not 
directly linked to the situation . We believe them  to be 
irrelevant and  we discard them  instead o f  using them  
to get ideas about our p a tien t’s em otional situation. 
If one knows about this unconscious mechanism , 
affective resonance, one can use it consciously. W hen 
I meet a patient and 1 do not understand her feelings, 
afterwards I try to imitate her way of sitting, her facial 
expressions, her gestures. Som etim es this has helped 
me to catch her feelings and to understand m ore o f 
her way o f  handling them .

The last m echanism  in my review is projective 
identification. This m echanism  always deals with 
unconscious feelings, feelings that we do not allow 
ourselves to have. Instead we dum p these feelings into 
ano ther person. We accom plish this by behaving in 
such a way that we evoke these intolerable feelings in 
the o ther person.

A bit tricky, isn’t it. I ’ll give you an example. 
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Im agine two children, brothers, alone at hom e during 
a dark  and storm y night. It m ost certainly would be 
a loss o f  prestige for the elder b ro ther to feel afraid 
o f  the dark and so he represses all such feelings. Instead 
he makes his younger b ro ther feel afraid . T h a t’s very 
easy. Now the o lder boy can  enjoy his own forbidden 
feelings acted out by his little brother. O ne often sees 
this happen, o r may be one o f  the characters in this 
type o f  dram a.

If  we return to the doctor/patien t relationship; 
one should th ink  about the  feelings which m ight be 
difficult to tolerate for a  patient. Feelings o f  depend
ence, o f  hum iliation, subm ission and helplessness are 
often part o f  the em otional pattern  o f the patient. For 
quite a few people such feelings are dangerous and 
forbidden because they do not fit their self-image. One 
way o f  getting rid o f  these feelings is to dum p them  
into the doctor. Try to  rem em ber a tim e when one felt 
completely incom petent and  helpless in the interaction 
w ith a  patient, w ho seemed rather confident and 
competent. Perhaps this patient had  managed to dum p 
her intolerable feelings o f  helplessness on to the doctor 
by behaving in a very dem anding way, by refusing and 
rejecting all the  d o c to r’s (good) clever proposals and 
advice.

O r im agine a  seemingly sensible, logical and 
coherent patient. T he doctor has a growing feeling o f  
confusion  and  chaos, w hich she cannot quite 
understand. Perhaps this patient unconsciously, and 
in a very subtle way, makes her feel his inner chaos 
by m eans o f projective identification . These are well- 
known phenom ena for many people working with 
patients. I f  they are used in the  p roper way they 
constitu te an im portan t source o f  understanding the 
patien t and are a very im portan t com ponent in the 
em pathic process. But there is always a  risk o f  acting 
ou t the projected feelings instead o f  using them  to 
understand the p a tien t’s feelings.

Well — w hat should  the doctor do when she 
suspects th a t her own feelings of, for example, 
helplessness originate from  the patien t? First she has 
to rem em ber tha t these feelings are intolerable for the 
patient. You cannot say ‘I feel very helpless so I gather 
tha t you feel helpless too.’ O f course the patient would 
deny it and th ink  that the doctor had  gone m ad. 
Instead she could acknow ledge her own feeling only, 
and  say ‘Now I have given you a lot o f  proposals for 
your treatm ent but you do not seem to fancy them . 
Frankly, I feel ra ther helpless about how to proceed, 
but perhaps we can th ink  o f  som ething together.’ By 
that, the patient is shown that feelings o f  helplessness 
are endurable and also th a t they do not need to be a 
reflection o f  the total tru th  o f  the situation.

To handle a situation like this the doctor either 
has to be rather free from  conflicts o f  com petence/ 
incom petence and helplessness. O r she has to have a 
good supervisor o r be a participant in a Balint-group, 
which can help her to sort out the feelings involved 
in the interaction.

This leads to the question o f  personality 
prerequisites for empathy. It helps to have a clear 
identity, knowing what one’s limitations are. Otherwise 
one cannot d ifferentiate one’s own feelings from  the 
p a tien t’s.

A nother im portan t ego function involved in
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em pathy is affect tolerance. It concerns the  ability to 
tolerate, put up with one’s own feelings w ithout being 
overwhelm ed by anxiety or having to repress one’s 
feelings.

The doctor has to develop a  containing 
function, an  ability to  feel and to  keep, contain within 
herself the p a tien t’s difficult feelings and  experiences 
w ithou t leaking ou t her own anxiety. O f course she 
m ust tolerate her own feelings to be able to contain  
ano ther person’s feelings.

Those were the  prerequisites o f  empathy. Now 
let us look upon the obstacles and what to do to reduce 
them  in order to increase the em pathic capacity.

1) The first kind o f  obstacle consists o f 
deficiencies in the basic identity  developm ent. This is 
the most devastating obstacle to the empathic capacity. 
It m eans th a t a  person cannot change flexibility 
between different positions o f  closeness and distance. 
He either finds him self in an  uncontro llable state o f 
em otional over-identification, or in a  purely intellectual 
position  w ithout being able to catch the  affective 
signals. O r he may be too  occupied w ith his own 
faltering self-esteem to  be able to take an  interest in 
ano ther hum an being.

The m ain way to reduce this obstacle m ight 
actually  be to undergo psychotherapy or psycho
analysis.

2) The second kind o f  obstacle is to be found in most 
o f  us. It consists o f unconscious conflicts, which 
activate rigid psychic defences. Such conflicts lead to 
‘blind spots’ which make the doctor unaware o f  certain 
feelings in herself and  in others. O r she d istorts the 
feelings. For example, if she has a conflict about 
feelings o f  aggression it’s very hard to catch aggressive 
feelings in an undistorted way. She could say ‘I ’m  not 
angry, just tired and  hungry.’

Reducing this obstacle has to do w ith self- 
knowledge, with increasing the docto r’s awareness o f 
her blind spots and the defences she tends to use when

* Paper read a t the  Seventh In ternational Balint 
C onference in S tockholm  in August 1989.

provoked. It also has to do w ith the working through 
o f  conflicts. Partly  this will happen  in everyday life 
where the docto r is continually  exposed to  conflict 
loaded situations. This is another reason why empathy 
increases w ith increasing age. O ne needs tim e to 
process your conflicts. But above all one needs 
som ebody else, a  supervisor o r a B alint-group to  help 
one to  becom e aware o f tender spots and  distortions.

3) The th ird  kind o f  obstacle is lack o f 
awareness o f  affective signals and  lack o f  knowledge 
o f  affects as transm itters o f  inform ation . I am  sorry 
to say, this obstacle is often a  result o f  the training 
o f professional helpers. T he students seem to unlearn  
knowledge abou t feelings and the  holistic approach  
which they had from  the start. There are studies which 
show th a t the em pathy o f  m edical students decreases 
during  their m edical education.

This obstacle has to  do w ith the myth tha t in 
o rder to be unbiased, objective, one has to discard 
feelings. So one tries to pretend that one has no feelings 
w hich o f  course is a  catastrophe fo r bo th  the  ability 
to  be objective and  for the ability to  be introspective 
and empathic. I think that this obstacle can be reduced 
with the help o f a  Balint-group where the docto r’s own 
em otional experiences com e in to  focus.

4) The fourth  obstacle to em pathy consists o f  
lack o f m otivation. I th ink  th a t this is the m ost 
im portan t reason for lack o f  em pathic behaviour. If  
the docto r works in a system th a t gives no credit or 
prestige to an  em pathic approach to patients, then her 
m otivation is bound to decrease. If  her w orking 
conditions are bad, if she feels th a t she is not treated 
w ith em pathy by her superiors, then  her m otivation 
to treat patients with em pathy will probably be missing. 
The Balint-group is one p art o f  this system th a t can 
con tribu te  to starting a  parallel em pathic process 
between, on  the one hand the doctors and  the leader 
o f  the Balint-group, and on the o ther hand between 
the doctors and their patients. The conclusion is that 
to get em pathic doctors, the doctors have to be treated 
with empathy.
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An Account of a Student/Patient Relationship 
During Medical Training

Jonathan Goldin*
M edical S tudent, University o f  M anchester

M edical practice is an  art as m uch as a science and 
it is unfortunate that a t Medical School the latter tends 
to be em phasised a t the expense o f  the  former. A n 
im portan t p art o f  the art lies in knowing how best to 
com m unicate with one’s patients and  it is becom ing 
increasingly acknow ledged th a t the way in which 
doctor and  patient interact can  have a  significant 
influence on  the outcom e o f  a  p a tien t’s treatm ent

This past term  has been my first in clinical 
medicine and  even the lim ited practical experience I 
have had , has b rought hom e to me som e o f  the 
dem ands doctors can face in their relationships with 
their patients. These dem ands can be particularly great 
when the p a tien t’s problem  stems largely from 
difficulties they are having in their psychic life. 
Psychological factors are a w idespread cause o f  ‘dis
ease’ in patients bu t th is is a fact th a t is still poorly 
addressed in m edical education  today.

In this paper I should like to  describe my 
experience o f a relationship w ith a  patient suffering 
from  anorexia nervosa, a relationship which 1 found 
particularly challenging and dem anding and one which 
gave me m uch food for thought. I have to say th a t I 
found myself confron ted  with issues th a t pre-clinical 
m edicine had ill-prepared me for, dem onstrating  the 
need for changes to be m ade to the medical curriculum
— som e possibilities are discussed towards the end of 
the paper.

W hen 1 first saw a 19-year-old patient on 
the renal ward on which 1 was w orking, I was quite 
taken aback by her physical appearance. She was 
extremely em aciated with hollow eyes, sunken cheeks 
and  pro trud ing  bones. 1 was shocked to see som eone 
w ho looked like a fam ine victim  on a ward in a South 
M anchester hospital. I asked one o f  the doctors w hat 
was wrong with her and was to ld  she was suffering 
from  anorexia. Obviously this was a disorder I had 
heard m uch about but I had  never been in direct 
contact with anyone suffering form  it.

I was told that L. should have been receiving 
treatm ent on a psychiatric ward bu t had been 
transferred  to  our ward after her condition  had 
deteriorated to such an extent that she needed careful 
medical treatm ent to keep her alive. W hen she had put 
on some weight and was not in quite such a desperate 
physical state, she would be transferred back to the 
psychiatric ward from  whence she came. In the event, 
she spent about three weeks on our m edical ward, 
initially being fed intravenously but later orally. During 
this time her physical condition improved to the extent 
that she was eventually returned to the care o f the 
psychiatrists.

Having ob tained perm ission from  the firm ’s 
registrar, I introduced myself to L. as a student-doctor 
and asked if I m ight speak with her. 1 was pleasantly
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surprised to find her quite cheerful and fully alert 
mentally, despite her physical appearance. I remember 
feeling tha t it would be highly inappropriate to get out 
my notebook  and  pen and  conduct a  full history and 
exam ination. These had previously been thoroughly  
carried ou t by m ore than  one doctor and 1 decided 
that a m ore inform al approach  would be a far better 
way o f  establish ing  som e degree o f effective 
com m unitcation . I also recalled som ething B alin t1 
once wrote: ‘If  the doctor asks questions in the m anner 
o f  m edical history-taking he will always get answers
— but hardly anything more.’

A lthough  L. was aged 19, her em aciated 
condition  m ade her look a good deal older, and  she 
was covered in a  purpu ric  rash. D espite her wizened 
appearance she projected a som ew hat childlike 
persona. She had a huge teddy-bear beside her, which 
she invested with hum an attributes, and she spoke with 
a  childlike enthusiasm  at having som eone take an 
interest in her welfare.

L. was very eager to talk about herself and told 
m e that she was the youngest o f five sisters and had 
been brought up in Ireland, running away from  home 
som e years previously to escape w hat sounded like a 
tragic upbringing. She spoke o f  sexual abuse from  her 
father, threats o f  being hit by an iron bar by her m other 
if she inform ed the police, and then  went on to say 
that ‘hundreds’ o f  o ther men had also abused her. 
W hen I questioned this, she said th a t w hat she really 
m eant was th a t there were about seven or eight o f  her 
fa ther’s friends w ho would regularly abuse her. I was 
not sure how m uch o f this was actually true  and felt 
it was im portan t to be aware that m uch o f  what she 
said could be the result o f  unconscious fears and 
fantasies, intermingled with w hat was unquestionably 
an  unhappy childhood.

She went on to  tell me how, on arriving in 
England, she had  struggled for a  couple o f  years but 
had eventually been lucky enough to win a competition 
to find a prom ising young m odel. She had been 
catapulted  into a highly lucrative career as a model 
and had enjoyed her new-found wealth, but after a  time 
had begun to find the job  extremely stressful. She had 
started to worry about her weight, asking people with 
whom  she worked w hether they thought she was 
getting fat. They all reassured her that she looked fine, 
but when one agent suggested she might ‘tone up ’ her 
thighs a little, this was the catalyst she had been waiting 
for to begin dieting rigidly. Over the course o f  about 
18 m onths her weight fell from  8.5 stone to 4.5 stone, 
and she was eventually adm itted to hospital.

I listened to her story  largely w ithou t 
in terruption , as she seemed to have a strong need to 
talk to someone. It gave her the opportunity  to express 
her feelings, which seemed to act as a sort o f  emotional 
catharsis; for example, when she told me that she was 
not sure w hether she w anted to live o r die. H er fears
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and anxieties clearly needed to be expressed and 
worked through  before she w ould be able to recover 
and  I felt th a t simply listening to her was o f  some 
therapeutic value.

L. to ld  me th a t I was the first person w ho had 
actually sat dow n and  really listened to her since she 
had been in hospital and she seemed to  appreciate this. 
W hen I asked her about the care she had received from 
the psychiatrists she said th a t there had been several 
o f  them  looking after her, bu t tha t they had  always 
seemed too  busy to  spend tim e w ith her. O ne o f  the 
consultant psychiatrists had  taken charge o f  her case, 
bu t her consultations with him  had  always felt rushed 
and  were often in terrup ted  by telephone calls.

In the last week o f  term  before the current 
C hristm as holidays, L. was transferred  back to the 
psychiatric ward and  I hope th a t when I next see her 
she will be feeling m ore positive about the  treatm ent 
she was receiving.

W hen the tim e cam e for me to leave our first 
m eeting, L. urged me to com e and  see her again. I 
agreed and  left w ith the im pression o f  a frightened, 
confused and lonely young w om an who desperately 
needed help. I went to speak to the house-officer about 
her but he had little advice to  give me since her problem 
was ‘psychiatric’ and not ‘m edical’. As far as I know, 
however, she only received one visit from  a psychiatrist 
during the tim e she was on  our ward.

W hen I returned home 1 looked up what I could 
find  on the subject o f  anorexia, bu t found little as 
regards treatm ent for patients with this eating disorder. 
I had  got in to  the habit o f looking up the various 
‘diseases’ that patients were suffering from on the ward 
and although one can learn a  great deal in this way, 
it can also lead one to the erroneous belief th a t the 
vast m ajority  o f  pa tien ts’ problem s can be neatly 
categorised, allowing a particular treatm ent regime to 
be instigated. O f course life is not this simple in many 
cases and L. was one o f  the patients I saw last term 
who brought this hom e to me m ost strongly.

1 decided that the best 1 could offer L. was 
support and a  sym pathetic ear, while she received the 
physical treatm ent th a t was im m ediately necessary to 
keep her alive and build up her strength. As a medical 
student 1 had m ore tim e th an  the busy doctors on the 
ward to spend with L .lt is interesting to note th a t both 
my fellow students and myself have frequently found 
th a t patients tu rn  to  us to talk about their fears and 
anxieties more readily than to doctors. This is probably 
not only due to the fact th a t we have m ore tim e to 
sit and listen to them , but also because they feel less 
threatened by us due to our m ore ju n io r position. As 
1 shall discuss towards the end o f  this paper, future 
medical training needs to address this more than it does 
at present, raising the awareness o f  students and 
preparing them  better for dem ands o f  this sort, which 
they will all face in clinical medicine.

A lthough I felt 1 could offer L. som e support, 
1 was only too  well aware tha t the psychodynam ics o f 
a patient with anorexia were highly complex, far from 
fully understood, and that 1 did not have the 
experience, nor was 1 in the position to offer L. the 
depth o f  help she needed.

1 rem em ber on one occasion trying to ra tiona
lise with L., not really expecting it to work but in an
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attem pt to understand fu rther how she saw herself. I 
p laced my forearm  next to  hers and  asked her if  she 
could see how th in  she was, bu t she said she could see 
noth ing abnorm al. W hen she looked at herself in the 
m irror and  com pared how she looked now with 
photographs o f  how she appeared when she was at her 
more norm al weight, she said she could see no 
difference. It was clear that L. had a  seriously distorted 
view o f her body.

O n ano ther occasion I was with L. at 
lunchtim e, supervising her eating. I vividly remember 
her going through the painstaking task o f  removing 
all the batter covering her piece o f fish before she 
picked at the  actual fish inside. W ith som e help and 
encouragem ent from  me she ate m ost o f  the fish as 
well as some vegetables and fruit salad. A t the end she 
said she felt ‘b loated ’ and  guilty about eating too 
m uch, but I tried to assure her th a t in reality she had 
eaten very little and  did no t need to feel guilty about 
‘s tu ffing ’ herself. She asked m e in her childlike way 
w hether I was sure she did no t need to  feel guilty and 
when I said th a t I was quite sure she seemed relieved.

D uring the course o f  our several m eetings L. 
o ften seemed to  push me in to  a position o f  parental 
au tho rity  and  I have read th a t regression is com m on 
in patients suffering from  anorexia. It involves the 
emergence o f  infantile patterns o f  behaviour in the 
patien t, which may be illustrative o f  their inability to 
m anage life and  pain  (either physical o r em otional) 
in a m ature way. It is interesting to note th a t B a lin t1 
has w ritten about patients w ho adopt the foetal 
position  in a  large num ber o f  painful conditions. H e 
also observed that others are willing, o r even dem and, 
to be washed and  fed well beyond the  stage th a t is 
objectively necessary. I tried  to  respond to  L.’s 
regressive tendencies by not treating her as a child, but 
was aware that her em otional problem s were such that 
she found it very difficult to assum e a greater degree 
o f  responsibility for herself.

Looking back on our conversations, there were 
tim es w hen L. app eared  to  over-idealise me, 
exemplified by com m ents such as ‘you’re the only one 
who understands me’. She sometimes seemed to expect 
me to have answers to all her problem s and I had  to 
be careful not to place unrealistic dem ands on myself. 
I rem em ber one o f  the consultants com ing up to me, 
com m enting tha t I had  spent a  lot o f  tim e with L. and 
asking me what 1 thought about her. We spoke for 
som e tim e about L. but had  to agree that it was very 
difficult to know how to treat her problem . I told her 
that it was difficult for me to understand why she was 
suffering from  anorexia and  th a t she m ust not expect 
me to provide solutions for her difficulties.

On reflection, I feel that to som e extent I was 
the subject o f L.’s transference behaviour. In many 
ways the relationship between docto r and  patient 
mirrors that between parent and child, and the patient 
can repeat infantile conflicts and needs in relation to 
the doctor.2 Patients may project onto  their doctor all 
kinds o f  m agical expectations, hopes and fears that 
are intrinsically irrational; w ith this irrationality  
stemming not only from a confusion between past and 
present but also between fantasy and reality.3

There were times when L.'s a ttitude towards me 
suggested that fantasy and reality were being somew'hat 
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confused and  I had  to be wary o f  this. O n o u r last 
meeting before the C hristm as break, L. said that when 
she was better we would have to  go ou t for dinner 
together. I was unsure how to react to this bu t smiled 
and  said ‘le t’s see you get better firs t’. I had  to  be 
careful th a t the reality o f o u r relationship as a 
‘professional’ one was m ade clear, yet I did not wish 
to appear cold or unfriendly by rejecting her offer. I 
had to m aintain an adequate ‘em otional distance’ from 
L. to avoid becom ing over-involved em otionally, bu t 
this did not m ean tha t I should becom e detached or 
aloof. I m ust say th a t I would have welcomed the 
opportun ity  to discuss some o f  the difficulties I 
encountered in my relationship w ith L., perhaps in a 
g roup w ith fellow students under the  guidance o f  an 
experienced m edical practitioner.

This brings me to the question  o f m edical 
training. As has been exemplified in this paper, 
students face num erous dem ands in their relationships 
with their patients, for which they are often poorly 
prepared. I have heard it said th a t a t g raduation  the 
m edical student is the best inform ed bu t m ost poorly 
educated o f  all graduates. One o f  the problem s is that 
during their tim e a t m edical school students are not 
encouraged to give enough thought to their relation
ships with their patients. M edical education  consists 
largely o f  learning facts and being taught to ‘ac t’ with 
little tim e for students to pause for reflection. The 
d octo r/patien t relationship is a complex affa ir and 
involves far m ore than  simply the  patient presenting 
themselves to the doctor with a  com plain t, and the 
doctor m aking a diagnosis and dispensing treatm ent. 
It is first and  forem ost a relationship between two 
hum an beings, with feelings and em otions therefore 
playing an  im portan t part in the interaction.

O ne step forw ard would be to  in troduce into 
the curriculum  discussion-groups, led by experienced 
doctors, on  psychological and em otional as well as 
ethical aspects o f  medical practice, as described by H.
H. W olff et a l.4 Students should be encouraged to 
th ink  about issues they will face in clinical practice 
from an early stage in their training, and by that I mean 
right from  their first year at m edical school. F urther
more, during their clinical years, students need a forum 
to discuss difficulties they m ight encounter in their 
relationships w ith patients. This could also take the 
form  o f discussion-groups, under experienced super

vision, w hich would need to m eet a t regular intervals 
th roughout the year. T hrough being given the 
opportunity to explore their relationships with patients 
in this way, studen ts’ own levels o f self-awareness will 
hopefully be raised, w hich in tu rn  will enable them  
to  understand their patien ts better.

As well as by m eans o f  discussion-groups, 
students can also becom e m ore aware o f  how to 
com m unicate effectively w ith their patients by taking 
part in role-playing exercises. In this way, different 
s itu a tio n s  can  be en co u n te red  in a teach ing  
environm ent. Similarly, if  students are videotaped 
interacting w ith patients (or people acting  the  part o f 
patients), they can observe their own behaviour 
objectively and learn from  their mistakes. For example, 
it is hard  to establish a  good rapport w ith a patien t 
if one avoids m aking eye contact with them  and 
v ideotapes can  d em onstra te  th is clearly. Such 
techniques are no t new to  the train ing  o f  doctors, but 
their use needs to becom e m ore widespread.

In  conclusion, therefore, m edical studen ts’ 
relationship with their patien ts can be extremely 
c h a lle n g in g  a n d  d e m a n d in g . I f  e ffe c tiv e  
com m unication  is to  be established, students need to 
pay close a tten tion  to psychological and  em otional 
aspects o f  their relationships with their patients. It 
should not be forgotten that the quality  o f  relationship 
between doctor and  patient can have a  significant 
influence on the therapeutic outcome. If changes could 
be introduced in to  the  curriculum  whereby m edical 
training addressed such issues m ore directly and  m ore 
effectively, then I believe it would be deeply beneficial 
for all concerned — doctors, students and patients 
alike.
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Balint Weekend at Oxford:
14th-16th September 1989

With Balint
It was with great trepidation , despite a feeling o f  
honour, that M ary Keany and I accepted the news that 
we had been chosen to  receive the Cyril Gill Bursary 
to  attend the A nnual Balint Weekend a t O xford.

For a few weeks prior to the scheduled weekend, 
we debated a t length w hat possible relevance our 
attendance could have, and  w hether or not we would 
have anything to  contribute . We spent m uch tim e 
discussing w hat the weekend would be like, w ho the 
delegates w ould be, and  w hether they w ould all have 
long beards and  balding heads, since isn’t th a t w hat 
psychoanalysts are supposed to look like? We conjured 
up scenarios o f  how on uttering a  few syllables, our 
words w ould be taken and lengthily b u t exactingly 
dissected so th a t our E lektra complexes and  bed
wetting phases as children w ould alm ost certainly be 
exposed for all to  see.

How wrong we were. From the m om ent we took 
the  wrong tu rn  an d  drove the o ld banger gleefully 
th rough  the  gates o f  C hristchurch  College, we had  a 
growing feeling th a t this was going to be an enjoyable 
weekend. The porter was very polite and redirected us 
to  Pembroke, a  less austere yet still very auspicious 
college nestling in a quiet corner o f  O xford.

Being undergraduates at one o f  the (concrete 
and) red-brick universities we had  the feeling as we 
walked through  the stone-walled and leaded-glass 
quadrangles th a t we were being given a  taste o f 
forbidden fruit and addressed each other as ‘C harles’ 
and  ‘Sebastian’ in true  thespian fashion. W ith M ary 
having been up all o f the previous night delivering 
babies, and  I having been busy until evening on my 
m edical firm , we were too late for the opening 
form alities and so missed Mrs Enid Balint-Edm onds’ 
address to the com pany. In fact we were too  tired to 
socialise in the bar th a t evening bu t appeared in the 
Dining H all next m orning for the trad itional English 
breakfast, refreshed yet a little apprehensive.

In the first session our respective groups m ade 
us feel exceedingly welcome and  encouraged our 
partic ipation  with sincerity. I w orried at first th a t my 
con tribu tion  would not be acceptable due to  my lack 
o f  knowledge of Balintian theories, but I soon relaxed 
and  subsequently gave my own opin ions with 
confidence. Because o f  the strength o f  our initial 
misgivings it took the course o f  the first m orning to 
m ake us realise th a t we were am ong some very down- 
to -earth  people as opposed to  the ethereal academ ics 
we were expecting. As the m orning progressed it was 
refreshing to discover th a t the sessions were centred 
around the discussion o f  the delegates’ personal 
experiences and feelings. By revealing to the group their 
worries, fears and mistakes people exposed to us their 
personalities. Yet these exposures were not dealt with 
harshly o r judgm entally, but in a sensitive and 
constructive fashion.

M ary and I found this fram ew ork particularly  
welcome since it provided a stark counter-point to the 
atm osphere in medical school o f fierce competitiveness 
and to the student ethos th a t it is a failing to reveal 
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the chinks in one’s confidence-arm oury. By the end 
o f  the first m orning my im pression o f  Balint-groups 
had begun to develop in a  positive direction.

S a tu rd ay  a f te rn o o n  was given over to  
recreation. For the benefit o f  the overseas visitors and 
the British newcomers to  O xford, Jo h n  Salinsky 
followed tradition by braving the inclement September 
weather to take his walking tour o f  the city o f  dreaming 
spires. H aving cast a  wary eye skyw ards after lunch 
we renam ed the tour, ‘drizzling spires’, and retired to 
o ur room s where we toasted  our toes by the fire and 
reflected upon  w hat life m ust have been like in 1624, 
the year to  w hich Pem broke College dates.

The second sessions commenced with a greater 
energy. Everyone seemed to have been enthused by the 
m orning session to contribute  and  present their own 
cases. A t tim es when the subject m atter threatened to 
capsize and  sink our m oods the m ore experienced 
B alintians leading the sessions gently guided us onto  
an even keel, and  the  discussions continued with 
renewed vigour. D ue to the  natural evolution o f  trust 
in the  groups, by the end o f  the second session M ary 
and  1 bo th  found  th a t we had  volunteered to  present 
cases o f  our own in the final sessions, which we would 
earlier have im agined to  .be im possible or even 
irrevelant due to o u r no t being practising doctors.

O n Saturday evening we were treated to  a 
formal dinner in the Dining Hall, a very awe-inspriring 
venue with its glistening silver and glowing candelabra. 
The setting lent the evening the po tential to be a 
solemn, pom pous affair especially since the room  gave 
one the im pression o f  being in church with its vaulted 
ceiling and stained-glass windows. However, from  the 
m om ent the food was served along with a different 
wine for each course, an au ra  o f  conviviality pervaded 
those assembled and the dinner was a relaxed and most 
enjoyable occasion.

Sunday m orn ing ’s b reakfast was a  m ore 
sp a rse ly -p o p u la ted  event, delegates ap p a ren tly  
choosing to indulge their hangovers with an extra hour 
in bed rather than  w ith fried egg, fried bread and 
sausage. M ary and I breakfasted in order to build up 
our strength for the third and final session o f the 
weekend. As the m orning progressed I began to talk 
about feelings o f  guilt I had about a  patient I had 
nursed some years ago before starting medical school. 
The group explored m any areas o f  my em otions and 
unearthed feelings 1 had complexed w ithout resolving 
some tim e ago. The experience was an exhausting one 
and  though  I did not feel com pletely unburdened at 
the end o f  the session, I was left with a  feeling o f  relief 
and a conviction th a t I could com e to  term s with the 
problem  in time.

At the end o f  the morning 1 found to my delight 
that M ary had  had a sim ilar experience. H er group 
also, having welcomed her con tribu tion , helped her 
work through  a  problem  she had encountered in her 
capacity  as a clinical student. She, like me, had  felt 
assured th a t though we were presenting m atters from  
a different prospective, all relationships with patients 
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bring problems for the participants, whether qualified 
o r not, thereby helping to  confirm  our opin ion  that 
Balint can be useful for students as well. We also 
believe that any doctor, no t only bearded and  balding 
ones, and  n o t only general p rac titioners and  
psychiatrists, could benefit from  sharing in the Balint 
experience.

We agreed that the weekend had  been very 
valuable and  enlightening and found th a t we had 
independently reached a decision to jo in  Balint-groups 
as soon as we becom e eligible an d  also perhaps to 
sample the hospitality o f  Pembroke College on a future 
occasion!

C a r o l e  A n n e  T a l l o n

Balint Weekend at Ripon:
18th to 20th May 1990

Feedback from  the annual residential O xford Balint 
Weekend suggested that a venue ‘N orth  o f  W atford’, 
m ight draw m ore interested doctors in to  trying on 
Balint-work for size. Consequently, the  Council o f  the 
Society arranged a m eeting in R ipon in May 1989.

The venue was the College o f  York and  St. 
Joh n , w hich had been used for the local Regional 
Trainers’ Courses, and had hosted a meeting o f  Course 
O rganisers from  all over E ngland and  Wales. It is set 
in extensive park-like grounds, w ith very com fortable, 
though lim ited accom m odation  for extra-m ural 
activities. The food is excellent, and the  wine-cellar 
m ust be am ong the best in the land, with wines o f  high 
quality, yet a t reasonable prices.

Fifteen doctors registered for the weekend, with 
a substantial Scottish contingent, and  the rest from  
northern practices, mostly in Yorkshire and Lancashire. 
The Council had  arranged for three groups, so had 
provided for three pairs o f  group-leaders. One o f  these 
was unfortunately  laid low a t the last m inute, but his 
place was taken by a  local psychiatrist who, though 
unfam iliar w ith Balint-work, tu rned  ou t to  be a 
‘n a tu ra l’.

Thus, there were three groups o f  five doctors 
each, with a group-leader and  a co-leader. It was 
d ecided  th a t  the re  w ould  be no  ‘f ish -b o w l’ 
dem onstration-group as has been custom ary at the 
O xford weekend. Each group, therefore had  five

sessions w ith tim e for each doctor to report two case- 
histories, w ith a  final plenary session before lunch on 
Sunday.

This seemed to work very well, although in one 
g roup there were dram atic com ings and  goings 
(literally) by one member, but it is unlikely th a t this 
w as d u e  to  th e  b a la n c e  o f  an  in i t ia l  
dem onstration-group.

The p lenary session was the m ost productive 
th a t any o f  the  leaders could rem em ber having taken 
place at O xford. This may have been due to the 
relatively small num ber o f  doctors attending.

O ne Scottish doctor reported  how a  short 
description o f  Balint-work by Philip  H opkins, in 
conjunction  w ith the registration form  set ou t in a 
freebee m edical paper, had  so captured  his interest, 
th a t he had uncharacteristically  filled up the 
application  form  then and  there!

The general message was that they had enjoyed 
the Balint experience, bu t they castigated the  Balint 
Society for presenting an im age o f  esoteric practice 
instead o f  the dow n-to-earth  work which lay at the 
core o f w hat Balint-work is really about.

The leaders were only sad th a t the nam e of 
M ichael Balint seems to  bring som e British general 
practitioners out in a rash. The Society m ust address 
itself to this problem  w ithout delay.

M ik e  C o u r t e n a y
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The Seventh International Balint Conference:
Stockholm: 7tin to 9th August 1989

I was extremely fo rtunate  to  be able to attend  the 7th 
In ternational Balint C onference which was held in 
S tockholm , Sweden from  7 - 9 th August 1989. This 
trip  was m ade possible by the generous sponsorship 
o f  A bbott Laboratories.

The C onference was attended by about 150 
delegates — about h a lf o f  whom  were from  Sweden 
itself. This num ber was considerably sm aller than  
previous In ternational Balint Conferences I have 
attended, but in spite (?because) o f  this, it was the most 
successful Balint C onference I have ever a ttended, in 
term s o f bo th  organisation and content. It was a  great 
pleasure to m eet w ith m any old and  new Balint 
colleagues from  no less th an  13 countries and 5 
continents, from as far afield as Australia, C anada and 
Yugoslavia.

It has always been my contention that the main 
value o f  Congresses is the inform al contact between 
delegates. One no tion  th a t this visit served to dispel 
was the stereotype o f  the  Swedes as cold, rem ote 
‘icebergs’. This was no t my im pression a t all. W hile 
n o t p e rh a p s  p a r t ic u la r ly  d e m o n s tra t iv e  by 
tem peram ent, they im pressed me deeply w ith their 
hospitality, quiet w arm th and  genuine interest — I 
cannot rem em ber being m ade to feel so ‘a t hom e’ at 
any o ther Congress I have ever attended. (This feeling 
was increased by my w onderful hosts — G regor 
(Psychiatrist) and B arbaro  Katz — in whose hom e I 
stayed, who told me that their daughter had spent some 
tim e in S outh  A frica. Earlier a great-uncle had been 
hosted by the  S.A. G overnm ent, when he spent some 
tim e in prison at the C astle after deserting the ship 
on which he was a  sailor, a t the  tu rn  o f  the  century!).

A part from  the C onference itself, it was a  real 
joy to be in the beautiful city o f Stockholm, ‘the Venice 
o f  the N o rth ’. We had  the opportun ity  to see the city 
by boat; to visit the fascinating ‘o ld city’ built by the 
G erm ans in the 13th Century, and to see several places 
o f  interest such as Skansen (which featured num erous 
exhibitions o f  the  history o f  Swedish life, such as the 
glass-blowing works, pottery, old hom es, etc.) and 
Millesgarden, hom e o f  the great sculptor, C arl Milles, 
rightfully dubbed the ‘Swedish Rodin’!

O n to  the Conference itself. Before the first 
session started, we were treated to a display o f  Swedish 
folk music and dancing by a  folkband, which included 
a local Balint doctor and which was due to tour 
Zim babw e very soon.

The first m orning session was devoted to papers 
on ‘Sym pathy — Em pathy. Its im portance in the 
docto r/p a tien t relationship and  in B alint-w ork’.

There was a particularly  good paper by Ms U 
H olm , a psychoanalyst from  Sweden. She drew a 
distinction between feeling em pathy towards a  patient 
and  liking h im /her, and stressed the im portance o f  
doctors’ self-understanding in the developm ent o f 
em pathetic responses to  patients.

The m orning o f  the second day dealt with ‘the 
m eaning o f  the  prescription in the  docto r/p a tien t 
relationship’. Frequent references were m ade to Balint’s 
concept o f  the ‘drug, d o c to r’. Dr M  G regor o f  East 
G erm any argued th a t since prescriptions were an 
inevitable part o f  the doctor/patien t interaction, it was 
im portan t for doctors to  understand  why they were 
prescribing particu lar drugs. If  this were done, the 
issuing o f  prescriptions could have a beneficial 
psychotherapeutic effect and  need no t merely be 
regarded as a  ‘necessary evil’.

T he th ird  and  final m orning had as its them e 
‘The everyday situation for the patient, the doctor and 
B alint-group in different coun tries’. It was in this 
plenary session that I delivered a paper on ‘Balint work 
in Developing C oun tries’. I stressed the po in t that 
properly tra ined Balint doctors were less likely to 
prescribe unnecessary drugs o r  o rder unnecessary 
investigations and were therefore likely to practice more 
cost-effective medicine, which is a crucial consideration 
in developing countries.

The afternoon  sessions were divided into large 
Balint-group dem onstrations (in G erm an, English and 
French) and thereafter in sm aller groups for Balint- 
group case discussions. I was honoured  to be asked 
to lead one o f  the English-speaking groups with Dr 
John  Salinsky o f the U nited Kingdom .

It was w ith considerable sadness that I left the 
Karolinska Institu te  (hom e o f  the N obel Prize 
C om m ittee), at the end o f  a  m ost stim ulating and 
worthw hile Conference. I was also sorry to leave this 
lovely country, which enjoys one o f  the highest 
standards o f  living and social security in the  world. 
W hat a joy to be in a  city in E urope unravaged by war 
and with practically zero unem ploym ent!

T he next In ternational Balint C onference is to 
be held in Zagreb, Yugoslavia in 1993.

S t a n l e y  L e v e n s t e i n
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Annual Balint Meeting of Swedish Doctors:
Jarvso 1st to 3rd February 1990

The m eeting was held in a trad itional hotel in a ski 
resort no t far from  the Baltic coast no rth  o f  
S tockholm . 44 doctors a ttended, including GPs, 
psychiatrists, gynaecologists and  an o rthopaedic 
surgeon! The m eeting began w ith a huge traditional 
Swedish meal, after w hich 1 gave a  talk on a Balint 
d o c to r’s approach  to sexual problem s in general 
practice. This was then discussed in small groups. The 
whole m eeting was conducted in English!

The next day there were two dem onstration  
group meetings (the inner group were ad hoc  groups 
nom inated  by the organiser, Benkt A bom ), each 
followed by discussion in sm all groups, while the 
le a d e rs ’ g ro u p  d iscu ssed  my w ork w ith  the  
dem onstration group. There was a  third dem onstration 
g roup m eeting on Saturday m orning, again followed 
by small group discussion, followed by a p lenary

m eeting, w hich was virtually  adm inistrative — 
including a gift o f a  traditional white linen shirt to me 
(no in terpretations please!).

T he groups worked very hard, w ith am azingly 
straightforw ard cases on the Friday m orning session, 
followed by horrific cases in the  second. The cases in 
the last group were all about the difficulty o f  saying 
farewell! This was a  gift to the group-leader, o f  course.

In parenthesis there was a splendid d inner on 
the Friday evening, followed by im prom ptu  self
en tertainm ent by each o f  the three groups, all in 
English(!), including ‘Ten little G P s’ and a song 
entitled ‘M ichael, row the group ashore’. I responded 
by telling a long shaggy-dog story. The m eeting was 
a  tonic to me.

M ik e  C o u r t e n a y

International Balint Meeting:
Szeged, Hungary: 6th to 8th April 1990

T he 20th annual m eeting o f  m edical students and 
doctors on the work o f  Michael Balint took place from 
the  6 th to 8th o f  A pril 1990 in Szeged in southern 
Hungary. For the last 19 years this meeting, called the 
‘A scona Balint M odel’, has taken place in A scona, in 
Sw itzerland. W hile the hospital there is being rebuilt 
the meeting can travel around — next year to Freiburg, 
West Germany, and  in 1992 to Graz, in Austria.

M ore than  250 doctors and students from  West 
Germany, Austria, Hungary, Romania, Yugoslavia and 
E ngland gathered to discuss the d octo r/patien t 
relationship, and  to try  to gain m ore understanding 
o f  it. Led by distinguished psychoanalysts and doctors 
from  all over Europe, including London G P Dr Jack 
N orell, P re sid en t o f  the  In te rn a tio n a l B alin t 
Federation, small groups worked as Balint-groups for 
five 1 Vi hour sessions over the weekend.

In addition there were lectures and seminars on 
various topics such as m aternal depression and  its 
effects on the children, by Dr Cox from  G uys’ & St 
T h o m as’ and Suicide in H ungary  (H ungary  has the 
highest suicide rate in Europe).

Sessions and  groups were o rganised  in 
H ungarian , G erm an and English. How'ever, the 
problems encountered by doctors all over Europe were 
the sam e and  new insights were taken by all. Perhaps 
m ost profound  for the group from  N eum arkt in 
R om ania, recent scene o f  racial atrocities against 
H ungarians. These studen ts and  docto rs were 
experiencing the ability to meet and talk freely with 
o th er E uropeans for the first time, com ing from

medical schools where scientific journals were banned. 
But Balint m eetings always seem to  bring a  sense o f 
freedom  to the doctors w ho attend , the ability to 
express and discuss their feelings and  em otions in order 
to help them  help their patients.

The awards to  m edical students fo r the best 
essays based on  th e ir personal experience o f 
relationships with patients, were not presented as usual 
at this annual m eeting. Instead, they were aw arded in 
A scona at the end o f A pril, during the Sym posium  
on the P rom otion  o f  Interpersonal Relationships, 
organised by P rofessor Boris Luban-Plozza.

O nce again the first prize was awarded to a 
British m edical student, Jo n a th an  G oldin from  
M anchester University, whose essay was judged  the 
best o f  ninety entries. A full account o f  his essay was 
given (see page 19). The second prize was aw arded to 
Zorana Abramovic o f  Yugoslavia, whose essay was also 
quoted , together w ith others from  Belgium, H olland, 
Hungary, Italy, USSR and Yugoslavia.

The ideas conveyed in many o f these essays were 
most impressive, considering that the students had only 
begun to  share the experiences o f  established 
physicians. Yet their thoughts were rem arkably similar 
to those we had taken years to develop. Evidently 
M ichael Balint has influenced not only our response 
to patients, but also the way we help and encourage 
students to learn from  patients, and  from  each other.

D a v id  W a t t  
J a c k  N o r e l l
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Report from the South African Balint Society

Dr Jane Eyre receiving the South African Balint 'Fisons Travel Fellowship 

Award fo r  1990.
Left to right: Dr Savile Furman, Dr Jane Eyre, M s Jenny Price and M r 

Lawrence Camfer (Fisons).

1989 saw three o f  our m em bers travelling overseas to 
represent our Society. In May 1989,1 presented a  paper 
at the  W O N C A  Congress entitled ‘Doctor, Are you 
L istening?’ This was in a  W orkshop session where the 
o ther partic ipan ts were Philip  H opkins, Jack  Norell, 
and  Roger van L aetham  o f Belgium. The paper was 
based on my own experiences after being exposed to 
Balint-training. The inspiration for the paper cam e to 
me after reading the  book  entitled ‘W hile I ’m Here 
D octo r’.

Stanley Levenstein went to Stockholm in August 
1989, where he delivered a  paper on ‘Balint-W ork in 
Developing C oun tries’. H e stressed the poin t that 
properly trained Balint doctors were less likely to 
prescribe unnecessary drugs o r order unnecessary 
investigations, and were therefore likely to practise 
m ore cost-effective m edicine w hich is a crucial 
consideration  in developing countries.

Dr Basil M ichaelides, the 1989 recipient o f  the 
South A frican  B alin t/F isons Travelling Fellowship 
Award, attended the annual Balint Weekend at Oxford. 
He com m ented th a t the cases presented were very 
sim ilar to the type o f  problem s seen in South A frica. 
However, the different State medical systems influence 
patien ts’ expectations in Britain and  F inland. H e also 
noted that the Balint movement has the same problem 
in the U.K. as it has in South A frica, th a t it is centred 
m ainly in London.

The A nnual Balint Weekend W orkshop was 
held in Cape Town from 9th - 11th February 1990 under 
Dr Stanley Levenstein’s able leadership. There were 20 
delegates from  all over the country. The weekend was

a resounding success. Extremely interesting cases were 
presented and  discussed in the  group setting. New 
m em bers w ho had  never been exposed to Balint-work 
previously found themselves at hom e very quickly and 
very sensitive issues were dealt w ith in a  trusting  
environm ent. A t the C ocktail Party  on the Saturday 
evening, D r Basil M ichaelides p roposed the  toast to 
the South A frican Balint Society and the International 
Balint Federation.

Jane Eyre was selected as the  recipient o f  the 
South A frican B alin t/F isons Travel Fellowship Award 
for 1990. She qualified in 1950 and  did her internship 
in Johannesburg . She then  went to  the U.K. initially 
for 6 m onths, where she worked at King George V 
H ospital. She started training in surgery, but changed 
to general practice where she was from  1955 until 1967, 
when she returned to South Africa. W hen she entered 
general practice in the  U.K. she felt she knew nothing 
about people and  was lucky enough to  jo in  one o f  
Michael Balint’s groups in London. Jane spent 4 years 
in one o f  his groups and  con tinued w ith sem inars at 
the  Tavistock clinic.

Since her retu rn  to S outh  A frica in 1967, she 
has attended  m ost o f  the In ternational Balint 
Congresses. She started a group in D urban in the early 
seventies and  com es annually  to  C ape Town for the 
W orkshop. She will use the Award to travel to the 
A nnual Balint Weekend at O xford in Septem ber 1990.

At the 11th A.G.M. o f  the South A frican Balint 
Society we were inform ed that a new student-group 
was being started in Johannesburg  under Dr Naom i 
A rnheim . S tanley Levenstein rep o rted  on  his 
Vocational Trainee-group th a t he runs in C ape Town. 
I am  co-leader o f  ano ther group in C ape Town which 
has now been meeting for a  year. There is also another 
Balint-group in Johannesburg , and one in a hospital 
setting a t M edunsa M edical School.

Stanley Levenstein and myself are also involved 
in setting up a Counselling Service for parents o f drug- 
abusers and  suspected abusers. We have undertaken 
this com m unity counselling project in conjunction with 
Lifeline, pharmacists, social workers, psychologists and 
o ther people interested in com batting  this problem .

We intended having another W orkshop in Cape 
Town during  February o r M arch 1991 and would 
welcome any Balint m em ber from  the U.K. to come 
and  jo in  us. See you there!

S a v i l l e  F u r m a n
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Foundation of the American Balint Society
6th May 1990

O n the 6th May 1990, 1 was present at the b irth  o f 
the A m erican Balint Society in Seattle, W ashington. 
This is how it happened. Last O ctober I visited the 
D epartm ent o f  Family M edicine in C harleston, South 
C arolina, as the guest o f  Dr Clive Brock, the Clinical 
Director. Clive, who comes originally from Cape Town, 
S outh  A frica, is a  great Balint enthusiast and  is now 
running Balint-groups for the family medicine residents 
(or trainees, as we would call them) in C harleston. Fie 
and a colleague called Ron Stock recently published 
the results o f  a  survey o f  Balint activities am ong the 
381 family medicine train ing  program s in the USA. 
They found that 66 o f  them  offered Balint-sem inars 
as part o f  their training. Furthermore, it was clear from 
what the leaders said about the function o f  these 
groups that we would recognise the great m ajority  o f 
them  as the genuine article.

In May 1990, I visited ano ther hot bed o f 
A m erican Balint-training 3000 miles fu rther West at 
Santa Rosa, a pleasant town o f  100,000 people in the 
heart o f  the C a lifornian  wine country. The director 
o f  family medicine training here is Dr Frank Dornfest, 
ano ther ex-citizen o f  C ape Town and  ano ther fervent 
advocate o f Balint-work. His enthusiasm had evidently 
been com m unicated to many o f  his colleagues 
including both doctors and clinical psychologists. One 
o f  the enviable features o f  A m erican fam ily m edicine 
training is the presence o f  large num bers o f friendly 
‘Behavioural scientists’ who are very m uch part o f  the 
m edical team  and make a great con tribu tion  to the 
education  and  support o f  the residents.

The Santa Rosa program  runs three Balint- 
groups for residents, one for faculty members and one 
for local family doctors as well as a leaders’ workshop. 
I was able to take part in three o f  these groups and 
was delighted to find that 1 felt very much at hom e 
with their style o f w orking. I hope they felt the same 
about me!

A few days later, Clive, Frank and  I m et up in

the Sheraton Hotel, Seattle, along with 900 other MDs 
and PhDs for the A nnual Conference o f the Am erican 
Society o f Teachers o f  Family Medicine. Clive and 
Frank had negotiated perm ission from  the conference 
organisers to hold a ‘Balint Them e D ay’ to which 
anyone w ith an interest in, o r curiosity  abou t Balint 
was invited.

The them e day was organised and  facilitated 
by Dr A lan Johnson , a  Jung ian  therapist and  family 
medicine teacher who works with Clive in Charleston. 
A bout 90 people turned up for the  m orning session 
and  I started  things o ff by giving them  a  sho rt talk 
about M ichael and Enid and the history o f  the Balint 
m ovem ent in B ritain and Europe. We then had  a fish 
bowl group (just like Oxford!) followed by a discussion 
which I chaired w ith som e difficulty  because o f  the 
forest o f  eager hands requesting perm ission to speak. 
In the afternoon, the numbers thinned out, but we still 
had  enough people to run  four groups, each led by 
two relatively inexperienced leaders with a  m ore senior 
leader present as an observer. This led to a  plenary 
discussion about leadership issues which was lively and 
constructive. I noted again, that it was difficult to tell 
who was a doctor and who was a psychologist, because 
everyone had the same iden tifica tion  with ‘family 
m edicine’.

The climax of the day came after tea when there 
was a  unanim ous decision to found an A m erican 
Balint Society to co-ordinate and foster Balint-work 
and  leadership training in fam ily medicine program s 
around the country. Frank D ornfest was elected as the 
first president and  it was decided to adopt the 
C onstitu tion  o f  our own Balint Society, after suitable 
A m ericanisation o f  the language where appropriate. 
The society will apply for affilia tion  with the 
In ternational Balint Federation and  we look forw ard 
to welcoming Frank as their representative at the next 
In ternational M eeting in H elsinki in August 1990.

J o h n  S a l in s k y
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Obituary
Dr ELIZABETH M F MITCHELL, MB, ChB 

2 . 1.1917 -  17. 9.1989

D r E lizabeth M itchell died on 17 Septem ber 1989 at 
the age o f  72.

A fter qualifying from  the University o f 
A berdeen in 1939, Betty jo ined  the Royal A rm y 
M edical C orps, where she m et her first husband  who 
was a  general practitioner in east L ondon. W hen she 
was widowed soon after the birth o f her son, she faced 
the problems o f  single parenthood by working in many 
hospital and com m unity health posts until 1951, when 
she was appo in ted  m edical officer a t H arrods.

She becam e an active m em ber o f  the Society 
o f  O ccupational M edicine, and  held the  post o f  
secretary for som e years in the 1960s. A fter her 
retirement in 1979, and coming through the great shock 
and  traum a o f losing her husband, H ow ard, so soon 
afterw ards, she cam e to do some work at the D ym pna 
Centre, a Rom an C atholic Counselling Service. She 
was like a young student, eager and ready to learn new 
skills. H er profound  interest in people and her total 
acceptance o f them, m ade her a  natural counsellor and 
healer.

1 first met Betty when she joined a Balint-group 
at University College H ospital. She stood out am ong 
the m em bers o f  the group from  the beginning, being 
spontaneous, hum an and irrepressible w ithout ever 
pushing herself in to  the limelight.

T he first tim e she was due to report a  case- 
history, she was a  little anxious beforehand and  had 
a  dream  in w hich all her case-notes were blow n away 
across som e green hills. She asked M ichael Balint if 
she could tell her dream  to the group as it seemed 
relevant. ‘Certainly not,’ he said sternly, and that dream 
has stayed in my m ind as it was so characteristic o f  
Betty, bu t although  she felt adm onished, this did not 
put her o ff Balint.

She was a great advocate for Balint-groups, and 
was quite passionate in their defence when she cam e 
across critics who had no personal experience o f  them. 
‘Balint-groups,’ she would tell them , ‘have completely 
transform ed my approach to patients. Before 1 joined 
a Balint-group, 1 was often bored by the repetitiveness 
o f  com plaints, bu t afterw ards every patien t becam e 
a small dram a, and I was never bored again.’

W hen som e m em bers o f  the group expressed 
doubts about being able to find time to talk to so many 
patients who seemed to be managing all right on simple 
prescriptions, and  wondered how they would ever 
finish their surgeries, Betty said, ‘C uriously enough,

1 found that I actually  had m ore tim e after 1 started 
talking to my patients more. People did no t keep 
com ing back, and 1 learned how to allot tim e m ore 
efficiently, ju st giving longer appoin tm ents to those 
w ho needed them , a t the end o f the surgery, and 
because it becam e so m uch m ore interesting, I had 
m ore energy for them.’

Betty could get on  well w ith people from  any 
culture, creed, social class or educational background, 
even when there were great language barriers, as in her 
last work situation  at the M edical F oundation  for 
Victims o f  Torture, as happened with those who came 
from many of the countries which practise oppression. 
B etty’s genuine kindness and  feeling for others, 
especially for anyone in need or in pain, was rem ark
able. She spared no effort to help wherever she could, 
and it gave her great pleasure to be able to do so.

I do not rem em ber her ever saying anything 
nasty o r judgem ental about anybody. She knew a great 
deal about art and  literature and was a stim ulating 
com panion. It was always a  great treat to be with her, 
w hether to go for a walk, to  see a film  or play, o r to 
share a meal. She could really enjoy the  small things 
o f life and be im m ensely appreciative. She asked for 
very little for herself and  gave m uch.

W hen she was told that her cancer was 
inoperable, her reaction was astonishing. She said that 
she experienced a  great sense o f freedom, because she 
was now going to enjoy whatever was left o f  life to 
the full. Every m inute would be precious, and I believe 
she did ju st th a t — enjoyed herself w ithout any sense 
o f  guilt.

Betty faced death uncom plainingly, with great 
courage, serenity and strength. W hen, during  the last 
few weeks, she lost the use o f  her right arm , she tried 
to teach herself to write with her left hand, because 
w riting letters and  keeping in touch with friends was 
so im portan t to her.

Betty was a  very special hum an being, and  I 
feel very privileged to have know n her. I shall never 
forget her and believe that everyone she cam e into 
contact with, will treasure the experience and feel richer 
for having known her.

She is survived by her son, John, w ho is a 
docto r at the K ing’s Fund College, and  two 
grandchildren.

I r e n e  B l o o m f i e l d
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From My Bookshelf
The ever growing num ber o f  books about the 
psychological aspects o f  medicine and medical practice 
has alm ost becom e overwhelming. A part from  the 
lim ited room  on my bookshelf for current books, the 
shortage o f  time to read them  all has seriously reduced 
the num ber o f  books which can be reviewed. However, 
there are some which ju st have to be recom m ended:

Psychological M anagem ent for Psychosom atic  
Disorders, J W Paulley and H E Pelser. (Pp. 335. ISBN 
3-19298-0) L ondon, Springer Verlag. 1989. (£35.00). 
A lthough there is noth ing new in the idea th a t a great 
deal o f  illness is associated with the effects o f  the 
em otional sta te on body function, this still seems to 
have little effect on the treatm ent o f the many patients 
in this category.

Too m any patients are still sent away w ith the 
hospital specialist’s words ringing in their ears, ‘We’ve 
done all the tests and there’s nothing wrong.’ Back they 
go to their general practitioners, to  ask why do they 
still have their sym ptom s? There may be no answer, 
if the doctor has no t been trained to recognize 
depressive/anxiety states, or perhaps has some intuitive 
empathy.

If  any book can help doctors to treat these 
patients m ore effectively, here it is! W ritten, as it is, 
by two highly reputable and experienced hospital 
consultant physicians who, according to  the Foreward 
by Professor J J G roen, (Em eritus P rofessor o f  
M edicine and Psychobiological Research in the 
Universities o f  Jerusalem , Israel and  Leiden, The 
N etherlands), com bine the use o f  m odern techniques 
w ith  h u m an  u n d erstan d in g  an d  psychological 
management o f their patients in the practice o f internal 
medicine.

They are ju st as concerned about their patients 
who suffer from  illnesses in which em otional stresses 
play a  m ajor aetiological role, as they are about their 
patients with diseases involving gross pathological
changes.

They invited six o ther specialists from  The 
N etherlands, West G erm any and Britain to contribute 
chapters on the psychosomatic aspects o f  dermatology 
and obstetrics and gynacology.

The book covers the whole field o f  internal 
medicine, and som e eighty disorders are covered, 
system by system, in eleven chapters on clinical 
medicine. G uidance is offered th roughout on the 
psychological m anagem en ts fo r p sychosom atic  
disorders in some detail.

There are added chapters which define the 
terms used in describing the general m ethodology o f 
psychosom atic practice, at the beginning o f  the book, 
together with general descriptions o f  som atopsychic 
presentations, profiles and associated hypotheses and 
various aspects o f the psychosom atic approach in 
medical practice.

There are num erous clinical case-histories with 
verbatim  transcrip ts th roughou t, w ith excellent 
sum m aries wherever they are required. Some might 
appear to be rather didactic, but accepting the intention 
to guide the lesser experienced clinicians, I welcome 
this approach and am pleased to recommend this book 
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to  any doctor w ho feels the need to im prove his 
m anagem ent o f  those patients who frequently  are so 
difficult to  m anage along m ore trad itional lines.

My m ain criticism  o f  this otherw ise excellent 
book, is that although m ention is made o f ‘the research 
and teachings o f  the Balints and others,’ and ‘the value 
o f  b rief psychotherapeutic intervention in general 
practice’ is recognized, the subsequent discussion 
suggests that the authors are not as intimately familiar 
with the B alints’ work as they m ight be.

I have been using Balint concepts in my practice 
for thirty-six years, and  I have never found it to  be 
incom patible with a  medically scientific approach. In 
fact, it is only by having a good grounding in scientific 
medicine, tha t I have dared to go ahead with whatever 
psychological treatm ents I have thought appropriate  
for any given patient.

O f  course, we all know  th a t reading books is 
not the sam e as exchanging ideas and  attitudes in a 
Balint-group discussion, and is unlikely to  lead to any 
change in the d o c to r’s personality, bu t to  be realistic, 
there are m any doctors in B ritain w ho have no t had, 
nor are likely to have any experience in a  Balint-group 
for some time to  come, as long as general practitioners 
are obliged to spend their tim e carrying out routine 
‘check-ups’ and un-selected screening o f  unproven 
value, and  to use up their tim e in endless form  filling 
and reports o f dubious w orth.

This book will be a  very useful add ition  to  all 
practice libraries, as well as the libraries in all Academic 
Centres.

The Ailment and other Psychoanalytic Essays, Tom 
M ain. Ed. J Jones; (Pp. 256. ISBN 1-85343-105-2) 
London, Free A ssociation Books. 1989. (H ardback 
£27.50).
Tom M ain is a distinguished psychoanalyst. For many 
years he was M edical D irector o f the w orld fam ous 
Cassel H ospital in R ichm ond, and  was largely 
responsible for the developm ent o f  the therapeutic 
com m unity  w hich was established there. H e was 
analysed and supervised by Michael Balint, who asked 
him  to take over the  work he had started earlier with 
doctors from  the old Family P lann ing  A ssociation.

W hen, in 1974, the NSH took over the work 
o f  the FPA doctors, it did not take on their 
psychosexual training, so Tom M ain and the o ther 
trainer practitioners started  their own Institute o f 
Psychosexual M edicine, o f  which he is the Life 
President, to  carry on the w ork. Tom needs no 
in troduction  to m em bers o f  the  Balint Society, who 
invited him to give the third M ichael Balint M emorial 
Lecture in 1978, and  elected him to be an H onorary  
M em ber o f  the Society.

There is a m ost illum inating In troduction  by 
Eric Rayer who, we are told, facilitated the plan to 
produce this book, together w ith a  short explanation 
by Tom M ain’s eldest daughter. Dr Jennifer Jones, 
(who is also a psychoanalyst), about its origin.

The first ha lf o f  this book contains som e of 
Tom’s reflections on his development o f  the therapeutic 
com m unity in the Cassel H ospital, in eight o f  his best 
known papers. One o f  them , The ailment, a lthough
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prim arily  o f  interest to  those working in institutions, 
has m uch in it to  interest general practitioners and 
others too. The description o f  his work w ith groups 
m ade up by m em bers o f  the hospital staff, makes 
fascinating reading. It shows the groups to be m ade 
o f  very m uch the sam e stu ff th a t Balint-groups are 
m ade of, train ing  and research, as exemplified by the 
description o f  how discussions with the nurses about 
their giving so m uch sedation to patients, led to  its 
reduction  alm ost to  zero.

The second h a lf o f  the book contains ano ther 
eight o f  Tom’s papers, concerning training in and 
applications o f  psychoanalysis, which illustrate how 
psychoanalytic th inking can  be fruitfully  directed in 
other fields. They include one o f  his earlier papers, 
Clinical problem s o f  repatriates, (1947) which is about 
the difficulties faced by the returing soldiers and  ex
prisoners o f  war in adap ting  to conditions a t home.

A later paper, A  fragm en t o f  m othering  (1958) 
reflects on how m uch o f the literature on the subject 
o f  m aternal paren thood  is infant — rather than  
m other-centred, and  describes the sorts o f  problem s 
th a t can arise at this stage o f  developm ent, and  some 
o f their consequences.

H appily, the T hird  M ichael Balint M em orial 
Lecture, given in 1978 by Tom M ain, Som e m edical 
defences against involvem ent with pa tien ts,’1 was 
selected ou t o f  over fifty  o f his papers for inclusion 
in this book which I can enthusiastically and sincerely 
recom m end to anyone who is concerned w ith patient 
care, w hether in the com m unity or hospital setting, 
and  also to all those w ho are interested in the 
application  o f  psychoanalysis to  o ther fields such as 
general practice, m arriage guidance, family planning, 
probation  work or in the setting o f  com m unity or 
hospital psychiatry.

Obsessional Thoughts & Behaviour: Help for 
Obsessive Compulsive Disorder, F. Toates. (Pp 192, 
ISBN 0-7225-2195-2) W ellingborough, Thorsons P ub
lishing G roup. 1990. (Paperback £4.99).
It does not take very long for the vocational trainee 
general practitioner, o r indeed any doctor entering 
general practice, to discover the difficulties in knowing 
how to deal with the large num ber o f  patients whose 
presenting sym ptom s do not fit the neat diagnostic 
labels he learned about in m edical school (a topic 
m entioned elsewhere in this Journal, and  frequently 
in any m edical jo u rn a l which deals openly with such 
matters!). H e soon finds out that the patient suffering 
from a compulsive-obsessive disorder, presenting with 
his obsessional thoughts and  behaviour is the m ost 
difficult o f  all. A nd a doctor with a list o f  2000 patients 
m ight expect to find th a t he has about forty  such 
patients. Fortunately not all will be so severely 
disturbed as Dr Toates bravely adm its to have been 
earlier in his career.

Because Dr Toates has not only been a victim 
to this debilitating disorder, but he is also a  well known

experim ental psychologist a t the O pen University. He 
has therefore been able to research the  subject m ost 
comprehensively in order to  produce this excellent 
book, which is designed to help his fellow-sufferers to 
realize that they are no t alone with their troubles, and 
to find the professional help they need, and  perhaps 
to com e to term s with w hat can, and w hat cannot be 
done for them.

Dr Toates starts by warning his readers that this 
is not a DIY book on how to cure obsessions in twelve 
easy lessons, b u t ra ther a U ser’s G uide  to the 
obsessional personality  and disorder. H e then des
cribes, in a  succint and very graphical autobiographical 
account o f  his childhood, already m arred by a  num ber 
o f  fears. H is early life in a  sm all village four miles 
outside Cambridge. The brief references to  his ‘highly 
strung’ paternal grandmother, his asthm atic father who 
suffered from  ‘spells o f  depression’, his m other who 
used to ‘com e over funny’, and  his sister w ho was 
‘petrified o f  sp iders’, all brilliantly set the  scene.

H e takes his readers (and I th ink  there should 
and will be m any) through  a rapid, bu t brightly 
illum inated career th rough ch ildhood and  school in 
his village; o ff to work after ‘O ’ levels; serious studies, 
recognition by a kindly em ployer w ho volunteered 
financial assistance to  help him  through  university; 
success, and on into the academic world o f  psychology, 
until his obsessive thoughts and compulsive behaviour 
becam e too m uch for him.

H is search for help — the doctors w ho let him 
down; decline; and the one who tried to help him; the 
slow way back to norm al.

Then follows an outline o f  some o f  the features 
o f  this disorder, together w ith a very helpful, though 
brief description o f  the available treatm ents, and their 
success-rates, w ith suggested ways in w hich sufferers 
and  their families can help themselves.

In the last chapters, Dr Toates looks a t some 
fam ous people whose lives can illum inate the 
understanding o f obsessions: Samuel Johnson, Soren 
Kierkegaard, H ans C hristian  A nderson, and others, 
including George Borrow and W oody Allen. All 
examples o f  beautifully  potted  biographies.

Some wise and  intelligent concluding rem arks 
follow, and finally there are eleven pages o f  wide 
ranging references and, my only half-hearted criticism, 
a rather po o r index.

I am  including this book in this short selection 
from  my bookshelf, not only because I believe that 
we doctors should know what our patients are reading, 
but because I found it to be com pulsive reading!

Also because it contains one o f  the best 
accounts o f  a  very serious and debilitating m edical 
disorder that I have seen for a long time. I strongly 
advise the publishers to produce a hardback edition, 
(preferably with an im proved type-face and better 
quality  paper which it deserves) if only to ensure that 
all libraries will put it on their shelves too!

P h i l i p  H o p k i n s
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From the 20th Annual General Meeting held on 20th June, 1989

Secretary’s Report

T he year’s activities began in Septem ber 1988, with 
the annual residential Balint Weekend in Pem broke 
College, at Oxford. As always, this was very successful, 
although there were only 42 delegates, including several 
from  overseas, and a  m edical studen t who had been 
awarded the first Cyril Gill Bursary.

The weekend started  with a dem onstration  
group after d inner on the Friday evening, led by Dr 
John  Salinsky and Ms A nton ia Shooter. Four groups 
subsequently m et on four occasions over the weekend, 
w ith Saturday a fternoon  free for the brave and 
adventurous to walk th rough the rain on John  
Salinsky’s now traditional tour o f the sights o f  Oxford.

The usual problems were raised during the final 
plenary session on the Sunday m orning: W here are the 
group-leaders for those wanting to start Balint-groups 
‘N orth  o f  W atford’? C an there be o ther Balint 
Weekends outside L ondon, like O xford and Ripon? 
Som e doctors objected to the eponym ous title o f  the 
Society, and discussion becam e surprisingly heated! 
(see Jou rnal Volume 17, page 35).

The series o f  evening meetings, held at the 
Royal College o f  G eneral Practitioners, began in 
O ctober with M r Jo h n  Schlapobersky’s address on 
‘T h e  P a ir  a n d  th e  P e rso n : G ro u p -a n a ly tic  
Psychotherapy for Couples in Distress’. This work has 
led to Relate forming m arital-therapy groups for those 
with difficulties.

The second meeting in November, proved to be 
very popular with an excellent attendance for a jo in t 
meeting with members o f the Institute o f Psychosexual 
Medicine. Each organisation  presented two case- 
histories for discussion. There was m uch agreem ent, 
and  it was felt tha t the m eeting had been very 
w orthw hile in bringing together the two groups with 
m any sim ilar ideas, and m ethod o f working.

D r Jo h n  Sklar, a  psychoanalyst working in a 
N ational H ealth  Service setting in Cam bridge, talked 
with us at the third m eeting in M arch 1989, about his 
g roup for psychiatrists-in-training, which he leads 
a long Balint lines. It is invaluable for those who take 
part, providing as it does a learning experience which 
is otherw ise com pletely lacking in the rest o f  their 
training.

The eighth M ichael Balint M em orial Lecture, 
‘M aking Sense o f  M edicine’, given on A pril 25th by 
Dr M ichael Courtenay, was a  p rofoundly  thoughtfu l 
address, based on his long experience o f  Balint-work. 
He also discussed where progress m ay still be made, 
(see Jou rnal Volume 17, page 5). This was the  best 
attended m eeting o f the year.

The m eeting for May was replaced by the 
Society’s o rganisation  o f  the first residential Balint 
Weekend to be held in the no rth  o f E ngland. It was 
held in the College o f  York and  St John , in Ripon. 
There were 15 delegates, divided into three groups, each 
with two co-leaders, who met throughout the weekend, 
w ithout an initial dem onstration  group.

M ost o f  those attending were new to  Balint- 
w ork, and  their response was very positive, and  all 
comers enjoyed the weekend very m uch (see page ??). 
A second Balint Weekend will be arranged for May 
next year.

The Balint-group leaders’ W orkshop continues 
to meet regularly under the chairm anship o f Dr Erica 
Jones.

The C ouncil was pleased to announce th a t the 
Balint Society’s Prize o f  £250.00 for the best essay for 
1989, on ‘W hat Balint M eans to M e’, was aw arded to 
Dr Jack  Norell (see Jou rnal Volume 17, page 20).

The Council was also happy to congratulate Dr 
John  Norell on his nom ination  for election to the 
Presidency o f  the  In ternational Balint Federation for 
the com ing session.

C ongratu lations were also offered to  Dr John 
Salinsky for his nom ination  for re-election to the 
Treasurership o f the In ternational Balint Federation.

The m em bership o f the Society is in a state o f 
flux. Six new m em bers jo ined  during  the year, but we 
m ay well lose som e m em bers in our efforts to  bring 
m em bers’ subscriptions up to date.

It was with great regret th a t we learned in the 
spring o f  this year, o f  the death  o f  an old and m uch 
revered member, Dr David Morris (see O bituary Notice 
in Jou rnal Volume 17, page 37). The Society has 
expressed its condolences to his widow and family.

D av id  W att
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PROMOTING PATIENT-CENTRED MEDICINE:
The Ascona Model to further the doctor/patient relationship 

Award for Medical Students 1991
M edical students are invited to subm it an essay based 
on their personal experience and relationships with 
patients. A n award o f 6000 Swiss francs, donated  by 
P h arm aton  Ltd., Lugano, will be m ade to au thors o f 
the best entry, as judged by adjudicators draw n from 
the Psychosom atic Societies o f  Austria, France, Italy, 
Sw itzerland, West G erm any; the In ternational Balint 
Federation, as well as student representatives.

The essays will be judged on the following 
criteria:
1. Exposition: The fresh p resentation  o f  a truly 

personal experience o f  a s tu d en t/p a tien t relation
ship. (M anuscrip ts o f a fo rm er m edical thesis or 
diplom a cannot be accepted).

2. Reflexion: A description o f  how a student actually 
experienced such a relationship, either individually 
o r as part o f  a m edical team . This could reflect 
m ultiple relations between students and the staff 
o f  various specialties, and  working routine within 
different institutions.

3. Action: The studen t’s perception o f  the dem ands 
he/she felt exposed to, and an illustration o f  how 
he/she then actually  responded.

4. Progression: A discussion o f possible ways in which 
future m edical training m ight enhance the  state o f 
awareness for individual students, a procedure 
which tends to  be neglected at present.

Four copies o f  the essay, each containing the 
au tho r’s name and address, should be posted, not later 
than December 31st, 1989, to the following three 
representatives:
1) Prof. Dr Boris Luban-Plozza 

P iazza Pedrazzini
CH-6600 Locarno, Switzerland

2) President Dr J. S. Norell 
50 N ottingham  Terrace 
London, NW1 2QD, G.B.

3) Prof. Dr Paolo J. Knill
Lesley College G raduate School
11 M ellen Street 
Cam bridge, M A  02138, USA

The presentation  o f  prizes will take place in 
A scona.

All in fo rm atio n  can  be ob ta ined  from : 
D ocum entation  C enter Balint, CH-6612 Ascona, 
Switzerland.

Programme of Meetings of the Balint Society 
for the Twenty-First Session

1990-1991
The following meetings will take place at the Royal College o f  General Practitioners, 14, Princes Gate, London, 

SW7, on Tuesday evenings at 8.30 p.m ., preceded by coffee at 8 p.m.:

DR BRYAN LASK, C onsultant Psychiatrist, The H ospital for Sick C hildren, G reat O rm ond Street, London: 
The child speaking with his body: understanding, and treating physical symptoms. 16 O ctober 1990

DR A N TH O N Y  RYLE, C onsu ltan t Psychotherapist, St. T hom as’ and  G uy’s Hospitals:
NHS relevant psychotherapy. 20 November 1990

DR SOTORIOS ZA LID IS, G eneral Practitioner, London:
Short psychotherapy in general practice. 12 February 1991

DR H A R O LD  STEWART, Psychoanalyst, The Tavistock Clinic:
W hy regression in psychoanalytical psychotherapy: An overview.
The N inth M ichael Balint M em orial Lecture: 12 M arch 1991

The Oxford Balint Weekend, 1990
will take place at Pem broke College, Oxford: on Friday at 6 p.m. 7 Septem ber 1990

to Sunday at 1 p.m. 9 Septem ber 1990

T H E  O X FO R D  BALINT W EEK EN D  1991 — dates to be announced.

The Ripon Weekend, 1991
will take place at the College o f  R ipon and York St John,
N orth Yorkshire on Friday at 6 p.m. 17 May 1991

to Sunday at 1 p.m. 19 May 1991

The 21st AGM and Annual Dinner
will take place at the M edical Society o f  London date to be arranged in June 1991
32 Journal o f  Balint Society



The Balint Society m otif kindly designed by M r V ictor Pasm ore, C.B.E.

P roduced by H averstock Publications, 249 H averstock Hill, L ondon, for the Balint Society

Prin ted  by The G alloway G azette Ltd., 71 V ictoria S treet, N ew ton Stewart, DG8 6PS

C opyright reserved, b a l i n t  s o c i e t y , Lo n d o n , ( g )


