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P h o to g ra p h  by  D r. H e a th e r  S u c k lin g

Dr. Jack N orell w ith a special and w ell deserved award, the ‘Pro San ita te ’ m edal, 
presented to him  by Dr. M ihaly K okeny, the Secretary o f State o f the M inistry o f W elfare.

The Balint Society:
The B alint Society w as founded in 1969, to prom ote learning, and to continue the research in the understanding  o f the 
doctor/patient relationship  in general practice, w hich M ichael and Enid Balint started in w hat have since becom e know n 
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, o r students and trainees, who are w elcom e as associate m em bers.

The Society holds regular m eetings for discussions about relevant topics, as w ell as for lectures and dem on
stration B alint-groups in London and residential B alint W eekends at R ipon in M ay. and O xford in Septem ber each year.

The form ation o f new B alin t-groups is under constant review , and the B alin t-group L eaders ' W orkshop con
tinues to m eet throughout the year, and is also an excellen t forum for Course O rganizers for d iscussion o f  their work.

The Society is affiliated to the International B alint Federation, w hich co-ordinates sim ilar activ ities in other 
countries, and organizes a bi-annual International B alint Conference.

There is an annual Prize Essay o f £250.OOp (page 32), and the Journal is circulated each year to all m em bers.
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Editorial
Tim e for congratulations again, first to Dr. Endre 
Schnell, Dr. Kornelia Bobay and Dr. Boga Balint, 
for organising a highly successful International 
Balint Centenary Congress in B udapest in May, 
this year, and for their rem arkable achievem ent of 
attracting 227 delegates from  23 countries (page 
51).

C ongratulations also, to Dr. Jack Norell 
who received a special and well deserved award 
for his services to Hungarian m edicine, and to 
other East European countries, in his capacity as 
the International Balint Federation Am bassador 
to Eastern Europe, at the C ongress (see 
Frontispiece).

W hen Jack  w as P residen t o f the 
International Balint Federation, he reported in the 
1992 issue o f this Journal that there were then fif
teen countries with Balint Societies affiliated to 
the Federation, and tw enty-tw o others which 
were associated with the B alint m ovem ent.1 Other 
countries have form ed B alint Societies and have 
become affiliated to the Federation since then.

A lm ost half the delegates attending the 
Congress came from East European countries, 
where doctors are having to adapt to the upheaval 
o f enorm ous social changes. They have found 
help by form ing Balint-groups, as described in his 
country, for exam ple, by Dr. V ladim ir Vinokur, 
president o f the Russian Balint Society (page 23).

The circum stances may well be different, 
but the underlying problem s and difficulties in 
dealing with so m any patients are remarkably 
similar. Here in the United Kingdom , a num ber of 
us accepted the B alints’ invitation to attend their 
first sem inars in the early 1950s, in an effort to 
find a way to adapt to the social changes which 
followed the end of the second W orld War, 
together with the introduction of our National 
Health Service when, for the first time, huge 
numbers of people were able to obtain m edical 
attention without having to pay for it when it was 
needed.

O f course, many other countries followed 
our example when the news spread around the 
world that here was a m ethod like no other, which 
could help doctors to recognise the importance of 
the doctor/patient relationship and learn how to 
make good use o f it. even in the lim ited time usu

ally available for each patient. The state imposed 
system  failed from the start, to recognise the 
im portance of the right setting and the need for 
adequate time for the consultation between the 
patient and the doctor.

This became clear to me after only three 
years in general practice,2 and even more so, after 
working in Balint-groups for m any years. W hy 
have doctors in so m any other countries over
taken us with regard the popularity of Balint- 
groups? If doctors under pressure in other coun
tries recognise their value, why are British doc
tors different?

And is there any connection with this and 
the reported rise in doctors’ stress?

Two other award w inners also deserve our 
congratulations: the first is a well known m em ber 
o f the Society, Dr. Sotirios Zalidis, for his Balint 
Society prize essay for 1996, on The H um an Face  
o f  G eneral Practice  (page 25); and the other, Dr. 
Tim  Young, a 4th year medical student at K ing’s 
College Hospital, for his International Balint 
Essay Award for 1996, on P ersonal D im ensions  
o f  the H ospital E ncounter (page 33).

C ongratulations must go to Dr. Andrew 
Elder and Dr. John Launer for their appointm ents 
as C onsultants in General Practice and Primary 
Care to the Tavistock Centre. Perhaps we may 
look forward to the results o f their efforts to 
encourage general practitioners to review the pos
sible causes o f their stress, and to find m ethods to 
deal with it.

W hen all the speakers have sent me the 
m anuscripts of their C ongress lectures, I will pub
lish them all in a special Centenary Congress 
issue o f this Journal. In the m eanwhile, I am very 
pleased to print some o f those lectures which are 
available, including the lecture given by Profes
sor John Balint (see page 8), and which space 
allows.

References:

1. Norell. J. (1992). The International Balint Federation: Past. 
Present and Future. Journal o f  Balim  Society. 20. 23-24.

2. Hopkins. P. (1955). The general practitioner and the psycho
somatic approach, in Modern Trends in Psychosomatic 
Medicine, p.3. Ed. D. O 'N eill. London. Butterworth.
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Historical Leaders of the Balint Movement and the 
Leaders of Next Millenium: Continuity in Training*

M ichelle M oreau-Ricaud 
Psychoanalyst, Paris, France.

This year m arks both the centenary of psycho
analysis in Vienna, and the centenary o f the birth 
of M ichael B alint in Budapest. It also m arks a 
half-century of the B alint-group -  M ichael and 
Enid B alin t’s baby -  the little m onster half- 
H ungarian psychoanalysis and ha lf English 
group-m ethod, nurtured in the cradle o f  the 
Tavistock Clinic in London.

This A nglo-M agyar baby behaved like the 
fam ous ‘w ise-baby’ (Ferenczi, 1923): he actually 
trained all fourteen doctors, ill at ease in the tem 
ple o f m edicine,and continues to train generations 
o f doctors! Som e o f these enthusiastic ‘guinea 
p igs’ (Balint, 1957), still go on transm itting the 
Balint inheritance and are present at the cen
tenary! 1 hope that Philip Hopkins and the ‘old 
guard’ will excuse this expression. Balint applied 
to them himself, when he referred to his own 
training in the Berliner Policlinic: we salute them  
for their courage of pioneers in this new m edical 
Utopia.

At the Ferenczi Congress, held in Paris in 
1992, organized  by E. B rabant, the C entre 
d ’Etudes Hongroises and the Centre Culturel 
Hongrois, 1 tried to reconstruct the origin o f the 
Balint-group, born in the early ’50s, a hybrid o f 
the Freud-Ferenczi legacy and of the Harvard 
Business School training (M oreau Ricaud, 1992). 
A new science from old Europe m ixed with the 
‘new look’ of efficiency from the new world! 1 
have only the time, here, to focus my paper on the 
training of the founders o f the method, and the 
transmission of their training.

H istorical leaders:
W hat was the cultural background of M ichael and 
Enid Balint?
M ichael Balint (1886-1970) was the son of a 
physician, Ignac Bergsm ann, who lived in Baross 
utca. and was m uch esteem ed by his patients. But 
his stern personality and severe education stan
dards -  and his orthodox Jewish beliefs -  pro
voked conflicts and revolt during M ichael’s ado
lescence, as M ichael recalled to a journalist 
(Swerdloff. 1965). But the father seems to have 
initiated his son into medicine by taking him 
along with him for visits to patients’ homes. 
Grow ing up in this atm osphere, he knew, before 
com m encing his medical studies, ‘a lot o f things 
from outside’ (Hopkins, 1970). He described his 
choice o f m edicine as the path o f least resistance: 
‘W hy not m edicine? it is open enough .' 
(Sw erdloff 1965. M oreau Ricaud 1987). But it

‘ Dedicated to Judith Dupont and John Balint.
‘ Address given at l()th International Michael Balint Congress, 
in May 19%  in Budapest.

was not enough for his enorm ous curiosity. He 
was interested in biochem istry and physiology, 
working for a time as a ‘dem onstrator’ (Institute 
o f Physiology, then Institute o f Hygiene). He got 
his medical doctorate in 1920,and a doctorate in 
science at the University o f  Berlin in 1924. 
Eventually, he becam e a psychiatrist in Budapest.

M eanwhile, he had m et love and psycho
analysis in the person of Alice Szekely-Kovacs, 
daughter o f Vilm a Kovacs and ‘adopted’ daugh
ter o f Frederic Kovacs -  an architect and sponsor 
o f the analytic M ovem ent who built the fam ous 
house, M eszaros utca, where the Balints lived and 
where the Policlinic was established. Alice con
verted Balint to the family disease: the analytic 
‘plague’ by m aking him read Totem and Taboo  
and The Three E ssays on S exu a lity  -  two 
Freudian works which would continue to influ
ence him throughout his life.

A nother crucial influence was Ferenczi 
through his lectures given at the university during 
The Com mune (1919), and by a second analysis 
with him (1924-1926). W as Balint torn between 
psychoanalysis and science?

In Berlin, he experim ented: his first analy
sis and two analytic supervisions w hich helped 
him to consider every patient like ‘E .T .’, that is to 
say as som eone ‘integrally new ’ (Balint, 1927).

He treated psychosom atic patients at the 
Charity Hospital, and worked also in drug-testing 
at 1. G. Farben!

His m ultidisciplinary approach enhanced 
the already w ide-ranging fields o f interest o f his 
colleagues in the Budapest school. Let us rem em 
ber Ferenczi, Hollos, Roheim , Kovacs, Alice 
Balint, Hermann, etc., from m edicine, psychiatry, 
ethnology, anthropology and psychology.

He worked with Alice till her death in 
1939, as a true little research team. They ‘read, 
studied, lived and worked together’, exchanging 
and m ixing ideas (Balint, 1965), and he ‘had the 
habit o f elaborating with her all his tiny vague 
ideas’ (Balint, 1940).

Furthermore (M oreau Ricaud. 1987) he 
had a m edical practice (and even emergency work 
later in M anchester), he did laboratory experi
ments in biochem istry, he had a psychiatric prac
tice, and ran a Policlinic; and he did even ‘psy
chology’, as he said ironically, after the research 
on infant nutrition -  about sucking -  which 
gained him a M aster o f Science degree in 
M anchester. A lso two analytical trainings: one, 
orthodox with Hanns Sachs, in Berlin; the other 
(paradoxically more dem anding!) with Sandor 
Ferenczi, in B udapest and two supervisions 
(Eitingon and Lieberm ann), which was for the 
present discussion, his most relevant training.
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E nid  A lbu (1904-1994) was born in London in a 
w ealthy  fam ily. She studied  at C heltenham  
Ladies College, and then at London University 
w here she gained a B ach e lo r’s degree in 
Econom ics. She m arried a teacher o f philology 
(E ichholtz) and had two daughters.

D uring the war she worked in the Citizens 
Advice Bureau, aiding people traum atised by the 
bom bing. There she was confronted w ith irra
tional conduct and anxiety. It may be that she d is
covered the beginning o f the solution o f the 
enigm a in her h u sb an d ’s study: F reu d ’s
Interpretation o f  D ream s  (Sklar, 1995). She was 
first analysed by John Rickm an, and later by 
W innicott.

We should note here, the proximity of 
ideas o f our historical leaders, which m ade pos
sible their future collaboration: they belonged to 
the sam e School o f thought, linked to the same 
brotherhood: Rickm an was Ferenczi’s analysand, 
and also W innicott’s analyst.

Enid E ichholtz began to work with the 
Family D iscussion Bureau and trained social 
workers: she prepared them tQ help difficult and 
disrupted fam ilies. She used the ‘casew ork’ study 
method. A  ‘clien t’ case is reported, by som eone 
with a com plete dossier, and the group discusses 
it, in order to find a collective solution. Imported 
from the Harvard Business School to England, 
this m ethod was applied to the social field, to 
train students (M oreau Ricaud, 1995).

Both M ichael and Enid had a strong psy
choanalytic, academ ic and research background. 
They met at the Tavistock Clinic when she was 
46, and he, 53. In addition to their ‘affinites elec
tives’, they had in com m on their passion for 
analysis, for training, for social field. And for 
research and ... experimentation!

In the early 1950s, B alint proposed a 
sem inar-system , w hich he had experienced in 
Budapest (M. Balint, 1926) and, as he recorded in 
the British M edical Journal (M. Balint, 1954), 
‘We started by advertising “ introductory courses 
in psychotherapy for general practitioners” in the 
medical press . . . ’ instead of courses o f lectures, 
which he had observed to be ‘useless.’ He adap
ted the m ethod he used with Enid for the social 
workers to use the therapeutic relationship, intro
ducing the fundamental rule o f psychoanalysis: 
free association.

Enid and M ichael were the first couple o f 
leaders (also a couple in private life -  which com 
plicated the transference!). They led the group in 
a ‘com plem entary’ way (Bernarchon, Clyne). He 
was open, outspoken, lively; but som etim es very 
tough, never letting the reluctant doctor go, push
ing him to his limits. She was discreet, always 
available, spoke rarely; but she would intercede to 
reassure or relax the group. And, som etim es, she 
would bring B alint’s theoretical flights down to 
earth! (M oreau Ricaud. 1995).

She told us, here, ten years ago, how 
exciting it was to interact with him all the time, on 
holiday and walking in R egent’s park. He wrote 
that she helped to clarify his thoughts, to ‘expand

his ideas’ (Balint, 1858) and bring them  to 
fruition. For the second time, B alint found an 
‘accoucheuse’ (m idw ife) for his ideas.

R eception o f the m ethod and follow ing  
generations o f leaders
Such form idable, exhaustive training, m ight have 
discouraged follow ers; but, on the contrary, it was 
stim ulating: a lot o f groups flourished and did 
original work:

In England: m any books were w ritten and 
B alin t’s original research was continued. Some 
exam ples follow: Balint, M. (1957), The Doctor, 
his Patient and the Illness; Clyne, M. (1961), 
N igh t Calls; Friedm an (1962), Virgin Wives; 
M alan, D. H. (1983), A  S tu d y  o f  B r ie f  
Psychotherapy; Lask, A. (1966), Asthm a; Balint 
M., Gosling R., Hildebrand P., Balint E. (1966), A  
Study o f  Doctors; Courtenay, M. (1968), Sexual 
D isco rd  in M arriage; H opkins, P. (1972), 
P atient-centred m edicine; M alan, D. H. (1963), A  
Study in B r ie f Psychotherapy; Norell J. & Balint 
E. (1972), S ix  M inutes fo r  the Patient; S. Bourne 
(1981), Under the D octor, Avebury Publishing 
Co.; and Greco H. A., Bacal, etc. As for the 
leaders; the first were co-opted by the Balints. 
T hey cam e from  the B ritish  P sychoanaly tic  
Society, some were researchers at the Tavistock 
Clinic, som e were general practitioners from the 
Balint Society.

In Germ any the situation was similar; 
some analysts kept a link with Balint, in spite of 
the war problem s. They were very productive: 
m any groups appeared and m any books were 
written along Balint lines. In the university the 
curriculum  integrated Balint training.

In France: here too, some authors were 
directly inspired by B alint research: N. Bensaid 
(1979), La consultation, Paris, Denoel; Faure, F. 
(1978), La doctrine de M ichael Balint, Paris, 
Payot; Guerin, G. (1988), L ’enfant inconcevable, 
Paris, Acropole; Israel, L. (1968), Le m edicin fa ce  
au m alade, Bruxelles, Dessart; M issenard M. & 
Geliy R. (1882), L ’experience Balint: histoire et 
actualite, Paris, Dunod; Raim bault, G. (1973), 
M edecins d ’enfants, Paris, Le Seuil; Rosowsky
O., Goedert J. (1976), Une guerison impossible, 
Paris, Payot; Valabrega, J. P. (1962), La relation 
therapeutique, Paris, F lam m arion . And P. 
Bernarchon, P. Benoit, Ch. Brisset, J. Cain, S. 
Cohen, R. Dufour, V. Gachkel, J. A. Gendrot, J. 
Guyotat & coll. M. Sapir wrote im portant articles. 
And m any doctorates on the doctor-patient re la
tionship -  the first one by F. Sacco (1966), 
In form ation  et fo rm a tio n  des e tu d ia n ts en 
medecine, Paris.

Such success may be understood through 
m any factors and num erous problem s in different 
fields: the generalist practice was discredited (C f 
Le Livre blanc de la M edecine) and psycho- 
som atics developed; the great ‘patrons’ from the 
hospitals, Profs Kourilsky and Gosset (from m ed
icine and surgery) wanted to work with analysts; 
analysts were going through institutional d ifficul
ties about the T raining Institute which was to
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explode in the first schism  o f 1953. B alint criti
cisms on the training were welcom ed.

On the institutional level, the story seems 
more com plicated. As for psychoanalysis, it is 
obvious that a B alint M ovem ent existed before 
the very first medical society was founded and 
named after him  in 1967.

My own perception of B alin t’s reception 
is that there was a sudden interest in Balint. Balint 
becam e known by analysts for his book Primary  
Love and Psychoanalytical Technique  (1952); 
w hich was reviewed in Internat. J. Psychoanal.,
1953, 34, pp328-329. In 1953, while revolt was 
sim m ering among analysts and their trainees in 
the then unique Societe Psychoanalytique de 
Paris, about the creation o f the T raining Institute, 
B alint’s article ‘On psychoanalytical train ing’ cir
culated privately.

A fter the first analytical schism , Balint 
was invited by Prof. D. Lagache, on the 25 May
1954, to lecture to the new society: the Societe 
Fran§aise de Psychanalyse  (1953-1964) on 
F orm ation des O m nipraticiens a la Psycho- 
therapie.

The ‘p u p ils ’ Sm irnoff, G ranoff, 
Valabrega were enthusiastic and proposed trans
lations o f his articles. In 1960 V alabrega trans
lated his first book, The doctor, h is Patient and  
the Illness, first edited at P.U .F. (then Payot), 
w hich made B alint’s ideas accessible to every
one. He too began the very first Balint-group with 
J. Cl. Lavie. Since 1954, Emile and Ginette 
Raim bault went regularly to London to be trained 
by the Balints and began to direct a group (1959) 
and then with Gendrot (1962) in Saint Antoine 
H ospital, in K o u rilsk y ’s w ard. T hen Benoit 
(1962), Gachkel (1963) had groups. Groups 
expended in provinces: Israel (in Strasbourg, 
1965), Guyotat (in Lyon, 1966), Cain (M arseille, 
1967), Dupre & Guerin (Rouen, 1968), etc. In 
1964, the Second International C onference on 
Training  was held in Versailles, under the presi
dency o f Kourilsky, one of the two ‘Patrons’, 
with Gosset, who were convinced that ‘kindness, 
goodness, a pat on the adult back and a caress of 
a little girl is useless ... the doctor needs to be 
trained, not the patient’. They were near B alint’s 
ideas but did not find the solution. And the French 
called, according to Gosset, ‘cautiously’ the train- 
ing-cum -research group, ‘Balint g roup’. Many 
groups experim ented everywhere . ..  when during 
1965-1967 som ething happened. It appears the 
first p h y sic ian s’ testim onies or A rchives 
(D elasnerie’s personal archives) that tensions dis
appeared am ong trainees, and betw een trainees 
and leaders (the M arignan Group); Rosowsky 
mentioned ‘historical am biguities, never elucida
te d ’, concerning the foundation o f a B alint 
Society, w hich som e general p ractitioners 
wanted. A little num ber o f the trainees decided to 
found a Society o f ‘users o f  the B alin t G roups’. 
They wrote to Balint and before his welcom ing 
answer they founded the Societe M edicale des 
Groupes Balint (S.M .G .B.) in June 1967.

But such a success did not last.

Prospects for next m illenium
There are m any problem s: som e leaders have 
died, others are retired or discouraged, some have 
left the Balint Boat (S.M .B.). H ow  can these p re s 
tigious elders-w ho-have-m et-Balint be replaced?  
Every Conference denounces the psychosociolo- 
gical ‘drifters’ ... but rarely those who return to 
the comm on roots (esprit de confrerie). N ever
theless, both tendencies depart from B alin t’s ori
ginality: the study o f preconscious or ‘uncon
scious m anifestations in doctors’ attitudes, in 
practice.

Confessing to a journalist in the sixties, 
that he was ‘considered as a revolutionary’ and 
‘attacked’ for that since the age of fifteen but 
‘hope(d) die so ’ (Sw erdloff, 1965) can we apply 
it to the process o f training he gave us?

It is obvious for the pioneers. Their style 
and the works o f  the first generation convince us. 
And, 50 years later it still appears so to m any 
trainees and leaders. And B alint has fulfilled 
Ferenczi’s wish to invent som ething for those 
who do not want to becom e analysts. (Freud 
Ferenczi Corresp). May I make some remarks:

B alint’s pragm atism  was quite an English 
habit; and the group technique was the basis o f 
training at the Tavistock Clinic.

Since Bion worked at the Tavistock Clinic 
(1933), everyone was convinced that the group 
was the best therapeutic m ethod (Foulkes), and 
the best training. Its ‘process o f transform ation’ 
was known since the ‘genius B ion’ (Anzieu) crea
ted his successfu l experim en t in N orthfield  
Hospital, during the 2nd W orld War.

Balint admitted the influence o f the analy
tic m ethod (Freud and the Hungarian super
vision), but he never m entioned B ion’s influence 
on his discovery. W hy? It is true that he modestly 
spoke of the ‘Tavistock m ethod’, before the 
'train ing-cum -research’ group.

On the other hand, w hat appeared ‘revolu
tionary’ to me, was to apply it in medicine where 
m aster-pupil relationship is at its worst. It is still 
a challenge to make ignorance acceptable to 
som ebody who is called ‘doctor’ before he reali
ses that the m aster is the p a tien t! And the new set
ting, is a ‘laboratory’ for doctors, in collaboration 
try to develop insight in the ‘deferred action’ o f 
his consultation. Generally this leads to the aban
donm ent o f traditional attitudes, and beginning of 
insight into one’s own feelings and thoughts.

But others demand more than this ‘limited 
though considerable change o f the personality’. 
How far can we go? Did Balint foresee that his 
research would be a failure on an extensive level, 
but a success on the intensive one? It seems that 
once, in London, the ‘v irus’ attacked general 
practitioners weakened by the training, and they 
longed to becom e leaders. In France, this type of 
contam ination is very recent, but is extending to 
para-m edical workers too. We have at the same 
time to be vigilant about the mode of transm is
sion, but to realise that things have changed', after 
100 years of i a t in ’ disdain, the ‘young science’ 
has taken in our culture. Physicians, nurses,
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speech therap ists, physio therap ists, social 
workers, etc., read Freud and other analysts work 
with difficult patients, psychotics, aphasics, drug 
addicts, and so on ...

Since the ’50s m any of them  have been 
analysed, and som etim es the stim ulus was the 
B alin t-g roup  (cf. In terview s D rs D elasnerie, 
Canet). M aybe this does not m ean failure. And if 
everybody agrees that a certain percentage of 
trainees benefit o f it for their practice (and, who 
knows? in their lives) is it impossible to imagine 
the group can help them to go through a little nar
cissistic . ..  but bearable upset?

We do not ignore this everlasting resis
tance: 50 years later, we continue to avoid think
ing o f the group in terms of ‘psychotherapy’. But 
Balint was not a ‘wild analyst’: he knew that his 
group, task-centred  as it is, had nevertheless indi
rect therapeutic aspects! W hat else is this famous 
‘change’ in the doctor’s personality which m odi
fies com m unication with the patient? However, it 
took 30 years for analysts to decide to train them-
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The Doctor, his Patient and the Illness 
-  Re-visited*

Forging a New Model of the Patient/Physician Relationship
John A Balint** 

Professor of Medicine 
Albany M edical College, Albany, New York

The patient/physician relationship has been a con
stant feature of health care until recently. It was 
essentially based on trust, some degree o f pater
nalism , family involvem ent and evolving m utual 
understanding and at its best, it was a sound basis 
for medical care in its fullest sense. D ecisions 
depended on medical indications, patient prefer
ences, judgem ents about the quality o f life, and 
other issues such as family and social circum 
stances, and religion.1

The rising preoccupation with the costs o f 
m edical care both in the U.S.A. and in the U.K., 
have led to the rapid developm ent o f various 
ways of controlling it, m ost notably by introduc
ing m anaged care. M any consider this as creating 
a conflict o f interest for the physician, who is 
expected to accept responsib ilities tow ards 
society at large, as well as fulfilling his/her tradi
tional role o f advocate for the patient. This is 
clearly not well suited without m odification, to a 
relationship which evolved at a time when there 
was little or no financial restraint.

I want to discuss with you the idea o f a 
new model for the patient/physician relationship 
called the patient/physician alliance in the com 
m unity, which retains the fundamental features o f 
the old m odels and, in addition, takes in the 
acceptance by patient and physician o f rational 
responsib ility  for the appropriate  uses o f 
resources, and to exam ine the historical and social 
forces which have contributed to these changes 
and the effects they have had on the traditional 
m odels o f the patient/physician relationship.

The alliance can create the initiative in 
shaping the evolution of the health care system 
because it can speak with the united voice of 
patients and physicians.

Historical O verview
The current dilem m a has been well described by 
Angell, who notes that pressures for physicians to 
become 'double agents’ by having to act as agents 
for society and not sim ply as advocates for their 
patients.1 Angell argues that physicians must 
work ‘unstintingly ’ for each of their patients and 
at the same time work for health care reform  to 
guarantee universal access under a global budget.’ 
Even though this would ensure access to some

* Paper delivered  at the 10th In ternational B alint 
Congress, Budapest, 19% . B ased on a new  m odel o f the 
pa tien t/physic ian  re la tionsh ip , by John B alin t and 
W ayne Shelton , in Jo u rn a l o f  A m erica n  M ed ica l 
Association, 1996; 275:887-891.
“ A lso D irector o f the C enter for M edical Ethics.

level o f care for all citizens, it is not clear how 
ever, how such a system  w ould relieve the 
dilem m a o f double agency, and it would still be 
dependent on the size o f the budget. At the same 
time, Brennan concluded that the physician could 
no longer treat individual patients w ithout certain 
lim itation, and asserts that they m ust recognise 
that decisions made about one patient affect all 
other patients, and that the idea that the concept o f 
the ‘m oral interconnectedness o f m edical care’ 
m ust be accep ted / He also recognises that tradi
tional patient/physician relationships depend on 
altruism , trust and virtue, and agrees that these 
characteristics should be preserved and extended 
to the ‘whole class o f patients,’ and he argues that 
the ethos o f  health care policy m ust be grounded 
in com m itm ent to individual patients, provided 
orientation to the com m unity, and that health care 
institutions such as hospitals and other managed 
care organisations m ust adopt the sam e altruistic 
and caring m oral attitudes expected o f physi
cians.4 W olf has made a good case, with a plea for 
the developm ent o f institutional ethics for m ana
ged care organisations, that will delineate their 
responsibilities and duties to patients so as to 
lessen the burden on physicians.5

Concern about the increasing influence of 
these external influences on the patient/physician 
relationship has been expressed by many, includ
ing Siegler, who has suggested that it is inevitably 
changing, and eroded by them /' This is true, of 
course, for all sim ilar issues, especially access to 
patient/physician relationships and medical care 
occurring in all W estern countries. The current 
crisis with regard the patient/physician relation
ship from the clash of: (i) the steady growth of the 
concept o f individual freedom , and the increasing 
em phasis on individual autonom y; (ii) the enor
m ous developm ent o f scientific m edicine, especi
ally in the past fifty years, with the increased abil
ity for physicians to cure, and not only care, 
together with the increasing dem ands for physi
cians to do just that; (iii) the social forces which 
have moved medicine from a relatively elitist 
context to a dem ocratic one, as evidenced by the 
National Health Service in the United Kingdom, 
and M edicare and M edicaid in the United States 
o f A m erica, with their implied prom ise o f  univer
sal access to care. G overnm ents have thus 
acquired an enorm ous stake in health care; (iv) 
the realisation that society’s resources available 
for health care are limited, has resulted in the 
need to reduce expenditure on health care, with 
subsequent breakdow n of the social contract
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implied in the legislation that established govern
m ent role in providing health care, leading to a 
greater burden on recipients and restriction of 
their access to health care.

M edicine m oved from a relatively elitist 
context to a dem ocratic one at the sam e time as 
patients’ rights and autonom y becam e the w atch
words in both m edical research and health care. 
The same period saw  the rapid evolution o f the 
biological and m edical sciences. This provided 
physicians with tools such as instant m etabolic 
information, antim icrobials, renal dialysis, and 
open heart surgery with which to significantly 
influence the outcom e of disease. This w as fo l
lowed by the progressive evolution o f m anaged 
health care7 and the era o f prospect paym ent for 
disease-related groups. The result has been a pro
found change in the patient/physician relationship 
and a rem arkable loss o f authority by physicians 
as decision m akers in all aspects o f health care.68

T his loss o f physician authority, as noted 
by Starr is all the more dram atic since physicians 
only gained this powerful position w ithin the past 
50 to 75 years. D uring this period there w as also 
an increasing involvem ent o f persons outside the 
patient/physician/fam ily triad in the health care 
system .9 Such ‘outsiders’ include am ong others 
individuals w orking for insurance com panies 
whose prior approval m ust be obtained for adm is
sions and som e diagnostic procedures and who 
m onitor lengths o f stay in hospital. These changes 
in patient autonom y, physician autonom y, and the 
level o f societal involvem ent have evoked varied 
responses. Some have hailed the rise o f  autonom y 
in the name of libertarianism , w hile others have 
bem oaned the passing o f the era o f the physician 
and the patient and the arrival o f the era o f the 
payer.6 Yet others have m ade the case for a return 
to a degree of beneficent paternalism .1014 In this 
article, we want to make the case for a broader 
view of the patient/physician relationship based 
on an exam ination o f the relationship o f both the 
patient and the physician to each other and to 
society and the notion of an alliance between 
them for the benefit o f both the patient and 
society.

Review o f som e characteristics o f the 
patient/phvsician relationship
The traditional view of the patient/physician rela
tionship was implicit in the Platonic description 
of the free physician, as quoted by Siegler,12 
where the physician exam ines the patient and 
then presents the findings and recom m endations 
for m anagem ent to the patient and the family. 
This essentially benign, socially accepted, and 
paternalistic relationship survived through the 
centuries with relatively little m odification until 
the work of M ichael B alint1’ and of Szasz and 
Hollander.14 B alin t’s1' work described three pre
viously unrecognised aspects of the patient/phy
sician interaction. The first was the recognition of 
the physician as a 'd ru g ’, or m edication whose 
pharmacology was not then and is not now well 
studied and understood. This concept emphasised

the dynam ic nature o f the relationship that could 
be benefited or harm ed by the appropriate or 
inappropriate ‘dosage’ o f the physician such as 
the frequency o f visits or interactions. The second 
aspect was the ‘deeper diagnosis’, w hich w as to 
include an understanding not only o f the illness 
but also o f the personality o f the patient who has 
that illness, the interactions with family, the 
social setting, the influence of the physician on 
these relationships, and an appreciation o f the 
impact of the patient and the setting on the physi
cian. The third aspect o f  the relationship and one 
that profoundly influences it was w hat Balint 
called the ‘apostolic function .’3 The apostolic 
function of the physician encom passes the roles 
o f teacher, trainer and m oulder o f the patient and 
the family so as to enhance the ability o f the 
physician to help them  achieve a beneficial ou t
come (ie, a fundam entally paternalistic yet bene
ficial relationship o f the physician to the patient). 
Szasz and colleagues,1415 recognised the following 
three levels o f interaction betw een patient and 
physician: the first, paternalistic where the physi
cian m akes all decisions as w ould a parent with a 
young child; the second, still paternalistic but 
seeking patient cooperation as a parent would 
with an adolescent; and the third, respect for per
son and partnership where the physician help the 
patients help them selves. This last foreshadow s 
the accom m odation m odel o f Siegler.12J6 In that 
model, Siegler describes the developm ent o f  a 
m utual understand ing  o f the  goals o f care 
betw een patien t and physician , w hich is an 
accom m odation that perm its the physician to 
respect patient autonom y and allow s evolutionary 
change over time.

All these form ulations allowed for some 
insulation o f the patient/physician relationship 
from the outside world, fostered a sense of free
dom to do w hatever was available and seemed 
best for the patient as long as the autonom y of the 
patient (or a surrogate) was respected. However, 
this latter caveat, which only becam e a m ajor 
determ inant in the past 30 to 40 years, has now 
becom e for m any the overriding factor in m edical 
decisions. This would lead to what has been 
called the ‘inform ative’ m odel o f the patient/phy
sician relationship by Em anual and Em anual.17 In 
this setting, the physician provides information 
and the patient makes unaided decisions.

The dem ocratisation o f health care, the 
accom panying involvem ent o f governm ent, and 
rising costs have resulted in steadily increasing 
levels o f intrusion by outsiders or ‘ strangers’,v in 
the m aking of health care decisions and the 
imposition o f new responsibilities on physicians.2 
T hese trends have been aggravated  by the 
increasing prevalence o f chronic diseases in an 
ageing population (eg, cancer, heart disease and 
arthritis) and consequent concerns about quality 
o f life and questions as to who determ ines quality 
o f life. Thus, the patient/physician relationship 
has been forced into a m uch more overtly com 
plex form  where the patient/physician/fam ily 
triad becom es the focal point o f  forces represent
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ing governm ent, insurance carriers, employers, 
society at large, and other m em bers o f the health 
care team. These concerns have recently been 
reem phasised by Emanual and D ubler.18 These 
pressures can create a m oral dilem m a for physi
cians betw een their prim ary duties as their 
patients’ advocate and their new responsibilities 
to society.

A  view of the current m odels of the 
patient/physician relationship
B efore considering  how  our proposal for a 
patient/physician partnership or alliance can be 
implemented, we m ust understand the nature o f 
and the tensions within various m odels o f the 
relationship. We will then exam ine how these 
models in the way patients and physicians deal 
with a comm on clinical situation.

The Libertarian M odel
The trend since W orld W ar II has been to enhance 
patien t autonom y. T h is w as beneficia l in 
encouraging physicians to educate their patients 
and enable them to be active participants in deci
sions about their care. However, the high level o f 
patient autonom y som etim es advocated1920 has in 
many cases led to abdication of physician respon
sibility. Indeed, as Pellegrino and Thom asm a 
have argued, this can result in m inim alism  in care 
and caring.1011 There is also the question of 
whether physicians have been asked to give up 
too much of their own autonom y. Too free an 
exercise o f patient autonom y as proposed by 
libertarians1'’ could reduce physicians to the role 
o f technicians. Furtherm ore, such liberty for indi
vidual patients puts the patient/physician relation
ship on a collision course with society and its 
lim ited resources. Thus, this m odel in its extreme 
form has inherent tension between theoretical 
total patient autonom y in m aking health care 
choices and the dual role o f the physician in pro
m oting the patient’s health and yet safeguarding 
health care resources.21

The Paternalistic M odel
The paternalistic model had been the rule since 
the time o f Hippocrates and Plato5 until the rise o f 
the principle o f patient autonom y in the past 30 
years. Some have argued that when properly used 
in a caring effort to enhance individual autonom y 
by educating patients, the paternalistic m odel is 
praiseworthy and responsible, much along the 
lines advocated by Pellegrino and T hom asm a.1011 
This view also goes back to B alint’s1’ concept of 
the apostolic function o f the physician. Indeed, if 
we accept the im portance o f the physician living 
up to the name of teacher, som e degree of guid
ance in health care decisions is essential and 
unavoidable. A teacher cannot help but influence 
the students’ view  of things and thus influence 
their autonom y. This is especially true with sick 
and vulnerable patients and is consistent with 
Siegler’s m odel o f the patient/physician accom 
m odation.1211’ Therefore, the paternalistic model 
has the same inherent tensions as the libertarian

model, but with physician autonom y as opposed 
to patient autonom y in need o f m odernisation. In 
other words, the physician m ust accept responsi
bility for the appropriate use o f health care 
resources.

Beneficence-in-T  rust
This proposal, w hich is put forward as an alterna
tive to a m odel o f  the patient/physician relation
ship based on patient autonom y, contracts, and 
m arket forces, im plies a level o f  physician bene
ficence based on m utual trust.1011 Physician bene
ficence in this m odel is based on the physician’s 
understanding o f the patien t’s view  o f the desired 
‘good’ while the determ ination o f this good that is 
the desired goal o f treatm ent is based on the 
physician’s understanding o f the patien t’s values. 
The social factors involved in form ing these 
values are view ed as lim ited. Indeed, Pellegrino22 
advocates a m uch m ore restricted view  of the 
external factors that define a personhood than 
either B alint13 (a psychiatrist) or M cIntyre23 (a 
philosopher). Furtherm ore, there is lim ited em 
phasis on the long-term  evolution o f the patient/ 
physician relationship (ie, the narrative view  of 
the illness and the relationship). In this model, 
both the physician and the patient m ust be edu
cated to exercise prudence in the use o f resources.

The A ccom m odation M odel
The accom m odation model o f S iegler1216 assum es 
an evolving dynam ic relationship betw een patient 
and physician but does not em phasise family and 
societal input. In this respect, it shares m any fea
tures o f  the relationship as described by Szasz and 
H ollander1415 and by T um ulty.24 The accom m oda
tion m odel raises sim ilar questions to those noted, 
even though it too includes considerations of 
patient autonom y and some degree o f physician 
paternalism . Like the m odel o f  beneficence-in- 
trust, the accom m odation m odel also needs to be 
expanded to include advocacy for the patients’ 
needs with third parties and recognition o f a per
so n ’s duty, w hether patient or physician, to con
sider social utilities.

The Psvchodynam ic M odel
The psychodynam ic m odel o f B alin t13 advocates a 
more com plete or deeper diagnosis, describes the 
role o f  the physician as medicine, and describes 
the educational role o f the physician through the 
apostolic function. W hile this m odel was deve
loped from sem inars with general practitioners in 
Britain and dealt mainly with psychosom atic 
problem s, it has application to all patient/physi
cian interactions because em otional, psycho
social, and moral issues enter all clinical situa
tions. However, the m odel was developed before 
the era o f patient autonom y, questions about 
paternalism , and ‘strangers at the bedside’1’; there
fore, it needs adaptation to these social pheno
mena if it is to be applicable to current circum 
stances. Also, questions o f patient and physician 
responsib ility  for stew ardsh ip  o f societal 
resources m ust be resolved.
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Case Scenario
Let us briefly consider a case in the context of 
these m odels. A 52-year-old man has sym ptoms 
of lower abdominal pain that are worse with 
stress. These sym ptom s have been present on and 
off for m ore than 20 years. His father and pater
nal uncle developed colon cancer in their late 70s. 
The m an had a screen flexible sigm oidoscopy and 
barium  enem a at age 50 years, and the results 
were negative. Results o f annual faecal occult 
blood tests also have been negative. He now 
dem ands annual screening colonoscopy because 
of his family history.

This patient’s concern is understandable 
and reasonable. He has read articles in the lay 
press suggesting that colonoscopic screening is a 
way to early diagnosis and cure o f colon cancer. 
However, studies indicate that his risk o f colorec
tal cancer is probably not significantly greater 
than average and that developm ent o f such can
cers is a process that takes a long time. Therefore, 
annual colonoscopy is not cost-effective and car
ries an unfavourable risk-benefit ratio.

How w ould a physician approach this 
issue with the patient under the different m odels? 
In the libertarian m odel, takes to its extrem es, it 
would be hard to deny the patient’s request. 
However, such extrem es are not likely, and a 
process o f education could address the issue. But 
the physician would need to be w illing to take the 
time and, if com m itted to the libertarian model, 
may be unw illing to do so. So in this case, the 
patient’s financial resources or individual cover
age would be the deciding factor.

In the paternalistic m odel, the outcome 
would depend on the physician’s persuasion on 
the m atter o f colorectal cancer screening. The 
physician would educate the patient or merely tell 
the patient, for exam ple, that a colonoscopy every 
5 years, faecal occult blood tests annually, and 
flexible sigm oidoscopy every 3 years should be 
used. In this m odel, the patient would accept the 
physician’s guidance without question, having 
chosen a paternalistic physician.

In the m odel o f beneficence-in-trust, the 
physician would attem pt to get to know the 
patient’s hierarchy of ‘goods’. Then the physician 
would fit these goods to what he or she believes 
to be optim al care. This process would involve 
patient education and some beneficent guidance 
by the physician and lead to a com prom ise 
acceptable to both patient and physician.

The accom m odation model would lead to 
a process sim ilar to the m odel o f beneficence-in- 
trust. The psychodynam ic model may require 
more detailed exploration of underlying fears on 
the patien t’s part and how the physician feels 
about this patient’s concerns and family pres
sures. However, the end result likely would be 
similar.

In all these scenarios, however, the critical 
determ inant is the interplay of the physician’s 
understanding of what is effective management 
and the dynam ics o f the patient/physician rela
tionship. We believe this interplay turned to

advantage in a patient/physician alliance, incor
porating evolving m utual com fort and, in addi
tion, an understanding and acceptance of social 
responsibility.

Tow ard a new m odel o f  the 
patient/physician relationship
We need now to exam ine the new social context 
o f  health care in a secular, dem ocratic and 
pluralistic society where individual autonom y has 
becom e increasingly im portant and in which there 
is now a rising tension betw een this personal 
autonom y and escalating concern about the costs 
o f  care. E ngelhardt,19 20 a supporter o f autonomy, 
regards these influences as perfectly acceptable. 
He recognises that the old H ippocratic triad of the 
physician, the patient and the illness has changed 
to a pentad with treatm ent choices and societal 
input as the new factors. In Engelhardt’s view ,1,20 
the socialisation (dem ocratisation) o f m edicine 
with M edicare, M edicaid, and other factors has 
led to the establishm ent o r acceptance o f civil 
rights for patients but not patien t’s rights to health 
care.'’20 He further believes that health care can be 
properly and morally regarded as a m arket com 
m odity and that health care for profit is morally 
acceptable.21 A ngell2 and Siegler,6 supporters of 
some paternalism  and beneficence, have taken the 
opposite view  and strongly urge that physicians 
retain their focus on their duties to their patients, 
although both have taken a pessim istic view of 
the feasibility o f that proposal.

I think that despite the trends I have ou t
lined, the essential basis and nature o f the patient/ 
physician relationship has not and must not be 
changed. Furtherm ore it must be based on mutual 
understanding in an evolving, caring and dynamic 
re la tionsh ip  that m ust include the fam ily. 
Educated patient autonom y and responsibility 
supported by beneficence, trust and some degree 
of guidance consistent with the educational and 
advocative roles o f the physician will be neces
sary features o f this partnership. Guidance foun
ded on the apostolic function of the physician is 
critical to patient education and ethically proper 
in today’s health care setting.

At the same time, physicians have always 
had a duty to society that influenced their rela
tionship with patients (eg, in the case o f patients 
with tuberculosis and other com m unicable d isea
ses that society requires to be reported, thus lim it
ing the principle o f patient/physician confiden
tiality). W ith the developm ent o f technology in 
d iagnosis and treatm ent, physicians have an 
increasing responsibility to provide appropriate 
care and always to answer the question not of 
w hat we can do, but w hat should we do? 
Therefore, the educated and responsible patient 
and physician must include in their considerations 
of a care plan the appropriateness of the use of 
societal resources. These considerations can and 
will be increasingly based on probabilities of 
favourable diagnostic and treatm ent outcom es 
from the data generated by research on health 
care delivery.21 These considerations are fully in
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concert w ith the view s expressed by Brennan4 in 
w hich he suggests that physicians m ust learn to 
balance their responsibility  to the individual 
patient and the other duty o f proper stewardship 
of society’s resources.

M aintaining this balance betw een obliga
tions to the particular patient and the ‘class of 
patients’ is the challenge that m ust be m et by the 
new  m odel o f the patient/physician relationship 
that is proposed. BrennanJ argues that a just sys
tem o f health care m ust recognise ‘the moral 
in te rconnectedness o f m edical care because, 
within a lim ited budget, the decision to use 
resources in a given case m ust affect the avail
ability o f  resources for other cases. Thus, the 
decision on the use of resources m ust be based on 
appropriate evaluation o f m edical indications, 
including outcom es, patient preferences, con
siderations o f quality o f life, and external factors.1 
This process o f careful evaluation and decision 
can put the physician into situations o f conflict of 
interest where personal advantage may clash with 
patient benefit,25-27 or where the patient’s needs 
and the insurer’s rules may come into conflict.24-5 
W hen physician self-interest clashes with the 
p a tien t’s good, with professional duty, with 
A ristotelian virtue,..and with the caring relation
ship, which are the basis o f the patient/physician 
relationship, serving the pa tien t’s good must 
taken precedence so long as that good is based on 
appropria te  consideration  o f all the factors 
involved. However, where the conflict is between 
the patien t’s good and a health care organisation’s 
guidelines, two factors m ust be brought to bear. 
First, the physician must be a determ ined patient 
advocate. Second, as suggested by Brennan4 and 
by W olf,5 health care organisations m ust be 
required to develop standards o f ethical and moral 
decision m aking that are based on the same al
truistic and caring attitudes expected o f physi
cians. This line o f argum ent relies on the assum p
tion that patients, physicians and health care 
organisations will accept responsibility for the 
good o f the ‘class o f  patients’4 or the larger 
society. This social responsibility on the part of 
patients, as suggested by Veatch,2" is a part o f the 
social contract that he believes should be one of 
the bases o f the patient/physician relationship. 
H ow ever, an essential prerequ isite  for such 
responsible patient conduct is proper education of 
the patient by the physician about appropriate 
care -  a form o f the apostolic function.1'’ This in 
turn requires an ongoing relationship in which 
this m utual educational process about patient 
values and guidelines to appropriate care can 
progress to a patient/physician alliance in the 
g reater com m unity , t h i s  m odel o f the 
patient/physician relationship is the foundation of 
an alliance within the com m unity that is envis
aged as the basis for the elderly evolution of a 
system  of health care.

Some will say that this goal o f an effective 
patient/physician alliance is an idealistic and 
impractical dream, especially since it requires a 
long-term  relationship in which m utual education
12

can occur. However, we believe the m eans are at 
hand to attain our objective. First, there is already 
a realisation that there is a need for more primary 
care physicians. Next, we m ust ensure that these 
prim ary physicians can and do devote the neces
sary time to patient education that m ust at the 
sam e time prom ote patient responsibility in deci
sion m aking. Enlightened self-interest on the part 
o f health care organisations should support this 
trend. Educated patients will practise better health 
hab its and thus reduce the costs o f  care. 
Furtherm ore, such patients will be more discrim i
nating consum ers o f m edical services, thus re in
forcing this process. Third, we m ust follow the 
lead o f those such as Ellw ood7 and W ennberg21 
w ho have dem onstrated the feasibility o f deve
loping scientifically sound practice guidelines 
that can define appropriate care -  a form of care 
that need not preclude allowance for patient pre
ferences where they are legitim ate.

The first duty o f the physician m ust con
tinue to be to act as the patient’s advocate for 
appropriate care against all com ers. A t the same 
time, the physician as teacher m ust educate the 
patient as to what is appropriate care so that the 
patient can also be responsible and fully informed 
in m aking autonom ous decisions. This is the basis 
for an alliance o f patients and physicians in 
society that can effectively ensure the preserva
tion o f the essential basics o f the therapeutic rela
tionship and influence the evolution o f our health 
care system  so that it can indeed provide optim al 
care for all citizens while being responsible in the 
use o f social resources.

I w ish to acknow ledge my thanks to 
W ayne Shelton, PhD, M SW  for agreeing to my 
using m aterial in our joint paper, A new m odel of 
the patient/physician relationship, in J.A.M .A. 
1996, 275, 887-891, for this address. Also my 
thanks to M ark S iegler, M D, and W illiam  
W inslade, PhD, JD, for their critical review of an 
earlier version o f that article, and for the opportu
nity to discuss these ideas with them.
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Ideas about Michael Balint*
Andre Haynal 

Psychoanalyst and Professor o f Psychiatry 
University of Geneva

Michael Balint, w ithout doubt, was heir and fo l
lower o f Ferenczi. The psychoanalytic atm os
phere, as it existed in Budapest, infiltrated his 
work. That can be show n by the choice o f  his sub
jects, e.g. clinging, and the main thrust o f his 
work -  which is, like that o f Ferenczi, the psycho
analytic technique. Like Ferenczi, B alint also 
thought that psychoanalysis should have an 
impact on life, on training, on social issues and 
not be confined to the psychoanalyst’s consulting 
room. Ferenczi’s contact with his colleagues, and 
the artistic and intellectual world o f Budapest, 
was characterised by m arked informality. Until 
the early 1920, he lived as a bachelor in one o f the 
grand hotels, the Hotel Royal, on one o f the m ain 
boulevards near the opera, and in the city centre. 
It is in the cafe of this hotel that every evening he 
received his colleagues and friends, and this 
‘Tischgesellschaft’, this table com pany, seems to 
be one o f the precursors o f what B alint institu
tionalised as the ‘training-cum -research’ groups 
for doctors which later, w ere to be called Balint- 
groups.

The idea o f group case-discussions with 
doctors, and especially with general practitioners, 
to illuminate their psychological background, had 
already been put into practice in Vienna by 
Professor Sigm und Freud, in what was called the 
W ednesday Society. In the beg inn ing  these 
groups were alm ost exclusively made up by gene
ral practitioners, and slowly they were joined by 
other people from the literary and artistic world, 
and others who were interested in psychoanalysis. 
It can be seen that Balint-groups historically 
evolved from the best psychoanalytic traditions.

Ferenczi him self was preoccupied with 
the relationship between medicine and psycho
analysis. He had shown interest in the psycho
logical aspect o f m edical practice even before 
m eeting Freud, and had published several articles 
general survey o f Freud’s contributions to m edi
cine. In one of his posthum ously published arti
cles too, we discover notes entitled ‘B rief presen
tation o f p sychoanalysis for general p rac ti
tioners’1 (Ferenczi, 1936). He constantly sought 
ways to give a more favourable prognosis for cer
tain organic conditions by system atic psycho
analytic observations.

M oreover, he observed that ‘the persona
lity o f the physician often has a greater effect on 
the patient than the m edicine prescribed’ (ibid.). 
This observation is the point o f departure for 
M ichael B alint’s ideas on medical education.

Ferenczi had devoted considerab le  
thought to the psychology of physicians and its 
repercussions on patients. ‘P sychoanalysis

* Address given at the 10th International M ichael Balint 
Commemorative Congress in Budapest. 1996.
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dem ands on the subject (Lorin. 1983). One o f his 
last articles is entitled ‘F reud’s influence on 
m edicine’ (Ferenczi, 1933), and is a physician 
untiringly sensitive to all o f the patien t’s idea
tional associations, his em otions, and his uncon
scious processes. For this, it is necessary that the 
physician him self should have a flexible, plastic 
m ind. He can attain this only by being analysed 
him self. How the future m edical student will 
acquire this profound self-knowledge, is a diffi
cult question to answer (Ferenczi, 1933).

In response, Balint set up ‘training-cum - 
research groups’ for general practitioners, on the 
lines o f  the Hungarian psychoanalytic training 
system . Before the developm ent o f the Berlin 
Institu te’s so-called ‘tripartite’ training system , 
w hich calls for personal analysis, and courses on 
theory and on supervision, the Budapest school 
m ade no such clear-cut distinction betw een these 
three aspects o f training. Hungarian candidates 
associated freely in their own analysis around the 
cases they were treating.

Inspired  by th is experience, B alint 
thought that it should be possible to create a train
ing for general practitioners that would bring 
about ‘a lim ited though considerable change in 
the doctor’s personality’ (Balint, 1961), allowing 
a better understanding of the doctor/patient rela
tionship. B alin t’s prem ise was that any emotion 
felt by the physician when treating a patient, 
should be considered as a sym ptom  o f the illness. 
Balint introduced into m edical practice methods 
for exploring the unconscious o f doctor and 
patient to understand the true m eaning of the 
inter-personal com m unication -  o f  the demand 
and the response.

The main features o f these studies (apart 
from several precursory articles, e.g. Balint, 
1926a and 1926b), were introduced in his article, 
The Doctor, his Patient and the Illness (Balint, 
1955); this article was subsequently expanded 
and published under the same title in book form 
(Balint, 1957). The 1955 article focuses on the 
physician, on his ‘apostolic function’, on his role 
in organising the illness by his interventions, by 
what he says, and when and how he says it.

W hereas psychoanalysis creates the 
analytic situation, Balint created a forum, a space, 
where the analyst and the doctors can meet. He 
believed that groups moderated by a non-analyst 
would not accomplish the same purposes. Balint 
was a scientific thinker. It was his ability to avoid 
all hint o f dogm atism  that enabled him to make 
psychoanalytic thinking a part o f m edical and 
scientific tradition.

Ferenczi’s work fell into fertile soil in 
M ichael B alin t’s mind: B alin t’s main historical 
contribution is to have continued to develop
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Ferenczi’s ideas, especially concerning regres- been able to consolidate and begin to establish
sion and counter-transference, and having in som e of Ferenczi’s sem inal ideas,
more favourable, cultural and social conditions
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The Future of Balint-training 
‘How to go Forward?’*

Frank Dornfest** 
President, International Balint Federation.

1 am sure that you all feel like I do today, being 
here at this Centennial Balint Congress. It gives 
me a sense o f awe, a feeling o f intense nostalgia 
and pride to be part o f this B alint movem ent, and 
to celebrate its success at this 100th anniversary 
of the birth o f its inventor, initiator and founder.

Balint-training, started by M ichael Balint, 
advanced by Enid Balint, and then developed by 
all who have had the good fortune to participate 
in it, is not just a method, but a m ovem ent which 
has becom e a benchm ark for reflective training in 
the doctor/patient relationship. It has, and will 
continue forever to change the way doctors, psy
chologists, social workers around the world see 
their relationships with those who seek out their 
help. We know that Balint-training allows the 
doctors to be available to their patient in the way 
the patient needs them to be at any particular 
time. It is not often given to us, to play a part in 
nurturing a perm anent change in the way they 
view  their professional life worlds. W hat a w on
derful and awesom e privilege!

On behalf of the Adm inistrative Council 
o f the International B alint Federation and all of 
you, I would like to give profound thanks to the 
organisers o f this very important Congress.

During this paper, I ask you to consider 
with me the way the Balint M ovem ent has deve
loped and to consider some concerns and sugges
tions I have about our future developm ent. My 
concern is prompted by the predom inantly per- 
son-to-person way that the Balint philosophy and 
training method has developed, and probably will 
continue to develop.

I believe that this personal com m unica
tion of the method has clear strengths, but also 
has intrinsic weaknesses. My concern is that lack 
of a central discussion forum for constant re
exam ination o f the method of philosophy, com 
bined with the personal way in which the method 
is comm unicated, discourages further develop
ment and innovation, rather than stimulates it.

W orse, it allows each of us consciously 
and unconsciously to pass on our lim itations and 
distortions to future Balint generations without 
much in the way of checks and balances. My sug
gestion is a mechanism  to encourage and capture 
enrichments, new insights and innovations, while

'P aper delivered al the 1 Oth International Balinl Congress. 
Budapest. 1996
*’Chairman and Residency Director. Department of Family 
Practice. Guthrie Clinic,Guthrie Healthcare Systems. Clinical 
Professor of Family Practice. Hahnemann University & State 
University of New York at Syracuse.

at the sam e time decreasing the risk o f  incor
porating unwanted changes introduced by our 
shortcom ings as the leaders.

For that reason, I would like to focus the 
centre o f our gaze during this lecture on the need 
for a system of checks in the balance between the 
philosophy and m ethod as we know it on the one 
hand, and in the changes we graft on to the 
method -  both enrichm ents and decay.

I would like to use my own introduction 
to Balint-training and BalinNgroup leadership to 
dem onstrate my concerns and suggestions under 
the theme of ‘How to go Forw ard?' To do so, 
paradoxically, I w ould like to take you back 
thirty-one years. I was in my last year o f m edical 
school and in my last lecture in psychiatry. Vera 
Buhrm ann, the only Jungian analyst in South 
Africa, recom m ended a new book to anyone who 
was going into general practice. I dutifully pur
chased the book, w hich was, The Doctor, the 
Patient and his Illness.' I did not read it!

Four years later, when I had m oved into 
my practice o f  the next twelve years, and we were 
m oving offices, I stum bled across the book one 
evening, picked it up and started to scan through 
it. I arrived home very late for supper that night, 
because I just could not put it down. All o f a sud
den, so m any o f my experiences in my practice 
that had been totally m ystifying, began to make 
sense through the new lens o f Balint-training.

From there I was propelled along a course 
which has changed my professional and personal 
life and like many of you, I suspect, transform ed 
my experience o f patient-care. The book inspired 
me to em bark on my first attempt to organise any 
collection o f doctors and develop a Balint-group.
I m anaged to find a psychodynam ically trained 
psychiatrist to lead this first group in Africa, 
which ran for five years. After som e initial scep
ticism, I managed to convince Stan Levenstein to 
join. Then followed a year with another group- 
leader, which was just as beneficial, but as this 
leader knew as little about Balint-training as the 
first, I felt just as lost from the world I had 
glim psed through reading The Doctor, his Patient 
and the Illness.

It was then that we decided to invite Enid 
Balint to come to South Africa. A fter the form a
tive experience o f her leadership for a few days, 
Stan and I m anaged to persuade her to agree to 
supervise our co-leadership o f a group, by tran
script. W ell, that was the sum total o f my" group 
experience and later group-leadership training 
experience.
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Let me now link my B alint story to the 
topic I was given on the theme o f ‘How to go 
Forw ard?’ and explain my concerns and sugges
tions for the future o f B alint-training. Taking 
m yself as an exam ple o f the way som e leaders 
have been prepared for their role -  I have never 
had a form al analysis, I never co-led a group with 
a Balint-trained leader. I co-led a group with Stan 
Levenstein who had had the sam e experience in 
the sam e aberrant group. The only thing 1 did 
right was to be supervised by Enid Balint, but 
very interm ittently by mail. How do you and I all 
know that I have not limited a new  B alint genera
tion by my shortcom ings as a leader? H ow  do 1 
have som e of the changes 1 have consciously 
grafted on to the m ethod to adapt it to the training 
o f residents, validated by others? A nother com 
ponent that we need to look at is that like m any of 
you, I constantly felt constrained from  m aking 
changes to a m ethod w hich bears som eone else’s 
name, w ithout a group of peers to w hom  1 could 
turn to for validation of our innovations.

1 know that quietly betw een individuals 
there has been a netw ork o f discussion about who 
is doing w hat kind o f B alint-work, and how good 
or bad it is. I know that M ichael and Enid Balint 
constantly w orried about the ‘bad ’ w ork that was 
being done by some leaders. In the developm ent 
o f the B alint m ovem ent, there has been a parallel 
process betw een the person-to-person develop
m ent o f the m ovem ent, the developm ent o f a 
group and in turn, a parallel process in the deve
lopm ent o f a group-m em ber and hopefully the 
person to person developm ent o f a relationship 
with his/her patients.

This personal transm ission of the ideas, 
concepts and skills o f the m ovem ent has often 
been enriched by each successive person in the 
chain or lineage. In the same way, I w ould postu
late that each successive person has also injected 
their own spin or distortions, lim itations and blind 
spots into the m ethod as they transm it it to the 
next Balint generation. 1 have no doubt that w ith
out any new  kind o f in terven tion  by the 
Federation, the Balint m ethod and approach will 
continue to spread to more and more individuals 
purely because its intrinsic m erit is so obvious to 
those who participate in it. The dilem m a is about 
encouraging and incorporating innovation, and 
then what about inadvertent negative change?

Like any other m ovem ent, the m ethod can 
becom e stale, unattractive and lose its vitality, 
and even its value, as the world catches up and 
moves forward. A m ethod and approach is, in my 
opinion, either growing or dying. The basic tenets 
o f Balint-training are present in alm ost every 
m odern view  o f general/fam ily practice. Just like 
the concepts o f  the psychoanalytic m ovem ent 
have been rejected by the populace in m any parts 
of the world, yet incorporated into their own lan
guage, and the very way they make sense out of 
their world. Yet in m any of these places, the psy
choanalytic m ovem ent is frozen.

I have been challenging the m em bers o f 
the Council o f  the International Balint Federation 
with a new  vision. Up to now we have m easured 
a leader’s ability by his/her training, rather than 
by looking at their com petence. We have looked 
at new ideas and suggested changes to the Balint 
m ethod with great am bivalence. It is as though we 
have lacked anyone with enough authority to 
‘b less’ any innovation.

My vision is a B alint world in w hich there 
is a forum  for constant re-exam ination of, and 
reflection on the Balint method. An environm ent 
in w hich the m ovem ent can be enriched by 
encouraging and exam ining innovative ideas on 
how to add to and improve the m ethod. A forum 
for presentation, validation and acceptance or 
rejection o f new ideas. An opportunity to prevent 
decay o f the m ethod created by our own short
com ings as leaders. An opportunity for leaders to 
grow  by exposing their expertise to their peers for 
critical evaluation and advice. This is in an 
attem pt to improve everyone’s ability rather than 
exclude anyone. A forum  which w ill stim ulate an 
exam ination o f the outcom es o f Balint-work. I 
know that outcom es research is what I have pro
posed as the greatest contribution o f this process. 
1 now realise that this may be less important ou t
side my country.

I have also been encouraging the council 
to play a leadership role in creating this process 
and to ensure that the future o f the m ovem ent is 
as bright or brighter even than its past. I do not 
enjoy being ‘Johnny one no te’. H ow ever I feel 
very strongly that the A dm inistrative Council o f 
the International Federation needs to be the centre 
o f an organised process at the centre o f  which will 
be the process of accrediting leaders.2

In proposing this, we took the first step at 
Charleston in having qualitative or naturalistic 
researchers watch us at work, and offer some 
insights into how we could put an accreditation 
process in place. This process was proposed to 
take the form of a naturalistic or qualitative 
research study which fits well w ith the Balint- 
group process itself.

1 feel that the accrediting process can be 
the engine which drives all the o ther activities and 
creates the forum  I have m entioned. It naturally 
creates the clim ate for constant re-exam ination 
and reflection on the Balint m ethod, enrichm ent 
by encouraging the exam ination o f innovative 
ideas on how to add to, and improve the method, 
a forum for presentation, validation and accep
tance or rejection o f new ideas, w hich will stim u
late an exam ination of the outcom es of Balint- 
work.

My m ost optim istic vision of the future Balint- 
training is very closely dependent on a new kind 
of role and future for the International Balint 
Federation, but this vision also raises barriers, the 
m ajor ones being resistance to the thought of 
being m easured, language, the cost o f technology 
and people’s time to create the forum  and provide 
the process.
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We can no longer m easure our expertise 
in term s of our training for leadership and pre
requisites. A s John Salinsky has said, he knows 
m any people with superb sounding education but 
who remain illiterate.2 We need to define the 
com petencies o f leadership and m easure our
selves up against them.

How ever, this com ponent o f our w ork is 
so im portant that I ju st live to trust that we will 
find a ‘way to go forward with it’.
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The Human Face of General Practice 
Oxford Balint Weekend

20th - 22nd Septem ber 1996
Experience group discussion about the doctor/patient relationship.

Groups, m ostly m ade up o f general practitioners, can explore the psychological aspects o f their work
with patients.

Practice-nurses will be welcom e.
G roup experience is not necessary.
Venue: L incoln College, O xford

Price: £200.00 (£180.00 M em bers), including accom m odation.
Conference com m ences Friday evening and ends with Sunday lunch.

The Annual General M eeting will take place at 12 noon on 22nd Septem ber 1996.
PGEA approval.

Contact: Dr. David W att, Tollgate Health Centre, 220 Tollgate Road, London, E6.

Churchill Travelling Fellowships
Each year the W inston Churchill M em orial Trust offers opportunities for B ritish citizens to travel 
overseas to undertake study projects related to their profession, particular interest or trade. Thus, they 
widen their experience, make contacts abroad and bring back knowledge to this country for the benefit of 
their work and the community.

These T ravelling Fellow ships are available to applicants o f any age and from  all walks o f life, irre
spective o f academ ic or professional qualifications.

Please send a self-addressed stam ped envelope (22 cm x 11 cm ) before 23 O ctober 1996, for an 
application from and full details o f this unique opportunity to:

TheW inston Churchill M em orial Trust, 15 Q ueen’s Gate Terrace, London, SW 7 5PR.
Please write if you have any questions,or telephone 0171 584 9315.
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A New Look at the Nature of the Doctor/Patient 
Relationship*

M ike Courtenay 
Retired General Practitioner

The doctor/patient relationship is at the centre o f 
Balint-work. But there is confusion betw een the 
ordinary understanding o f this relationship and 
how it was perceived by M ichael Balint. In tradi
tional m edical parlance, it is seen in term s o f a 
social relationship, only tenuously connected to 
the professional contract betw een patient and 
doctor. So the traditional doctor will consider the 
doctor/patient relationship as ‘good’ when the 
doctor feels comfortable with the patient, who is 
seen as not m aking too many, or excessively 
heavy dem ands on the doctor, but who follow s 
the doctor’s advice and generally behaves in a 
way that is expected of a patient. These warm  
feelings are often expressed in term s of friendship 
in spite o f the fact that the doctor’s professional 
expertise will inevitably weight the relationship, 
in term s of power, in the doctor’s favour. Even if 
the patient feels equally warm ly towards the doc
tor, this em otion is bought at the price o f con
form ing to the doctor’s agenda. The pa tien t’s 
autonom y is com prom ised and any contribution 
towards self-healing will be hamstrung.

M ichael Balint sought to change the situa
tion radically in his early work with general prac
titioners. He thought that if the doctors gained 
psychotherapeutic insight they would be able to 
use the doc tor/patien t re la tionsh ip , how ever 
warm  or cool, in a professionally constructive 
way. He thought that bringing a psychoanalyst’s 
knowledge and experience to a group o f general 
practitioners could transform  them into a new 
kind of psychotherapist, and so make available 
some part o f  his own expertise to a large num ber 
o f patients who were unlikely ever to have access 
to a psychoanalyst.

For me, Michael B alin t’s greatness stands 
on his capacity to m odify his aim in the process 
listening to the response o f his general practi
tioner colleagues. He m anaged to immerse him 
self into their world so com pletely that 1, person
ally, cam e to believe that he could practise better 
than 1 could in my own setting.

Being so close, but also being able to 
stand back and consider the work, he coined those 
splendid descriptions o f aspects of the doctors’ 
work: the A postolic  Function  (encapsulating the 
doctor’s idea of how a patient should behave), the 
'D rug ' D octor (show ing how a human persona
lity is able to effect a therapeutic effect), the 
C ollusion o f  Anonym ity  (illustrating how the per
sisting effects o f medical education by specialists 
can interfere with generalist patient care).

In Treatment or D iagnosis  he concluded 
that a repeat prescription is often the apparent
* Address presented at the l()th International Michael Balint 
Comm emorative Congress in Budapest. 1996.

solution to the problem  where no satisfactory 
diagnosis can be established and, in consequence, 
no rational therapy devised. M oreover, this quasi
solution is strongly defended by the doctor to p re
vent a return to the state o f uncom fortable uncer
tainty.

In Max C lyne’s book, N ight Calls, Aaron 
Lask dem onstrated that doctors related to the 
em otional crises o f em ergency work in the same 
way as they w ould react to their own em otional 
crises. This was not alw ays to the patient’s advan
tage, because som etim es the doctor understands 
his or her own em otional reactions as little as 
his/her patient’s. The unavoidable conclusion was 
that it is not sufficient for the doctor to understand 
only the patient, he or she needs to understand 
him self or herself in relation to the patient. But, o f 
course  the patien t m ust be understood. For 
instance, in his book Asthm a, Lask portrayed 
asthm a sufferers as either dem anding-babies or 
those adopting a going-his-ow n-w ay stance and 
so addressed the need to understand the patient’s 
agenda more carefully.

So the gradual accum ulation o f this ex
perience in groups led M ichael Balint to rethink 
the way forward. He sought som ehow to integrate 
the psychotherapeutic insights gained during the 
w ork with the generality o f patients, rather than to 
deal only with those who were apparently em o
tionally or psychologically dysfunctional. Six  
M inutes fo r  the Patient, published after his death, 
set out his new thinking on the doctor/patient 
relationship, especially the awareness o f the need 
for the doctor to tune in to the patient’s agenda 
with increased sensitivity. This new approach 
was developed by Enid Balint in subsequent 
groups.

But it must not be forgotten that M ichael 
Balint, in his earlier work with groups dealing 
with sexual problem s, had accepted that physical 
exam ination, alien to his own psychoanalytic tra
dition, played a valuable, even central, part in 
m any successfu l treatm ents. A ltogether, the 
developm ent o f Balint-work had m oved away 
from a formal psychotherapeutic approach in the 
doctor/patient relationship towards an increased 
awareness that the body played a part as im por
tant as the mind.

So where does the debate stand today? It 
is perhaps the right time to widen our horizons by 
calling on the work of Carl Edvard Rudebeck, a 
Swedish general practitioner who was a m em ber 
of a Balint-group prior to m oving into the post
graduate educational field in Stockholm . He 
becam e interested in the philosophical im plica
tions in the distinction betw een specialist and 
generalist work, in the course o f which he has
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produced m em orable phrases analgous to those of 
M ichael Balint. The concept o f body-as-nature/ 
body-as-self illustrates the fact that for the doctor 
the patient’s body has two aspects: the first is as 
encountered in the medical school in term s of 
anatomy, physiology, pathology, etc; w hile the 
second is as encountered in relating to a hum an 
person. W hile the doctor’s role may be seen as 
principally as body-as-self interacting with the 
whole patient, it is im portant to realize that in 
addition to his knowledge of medical science the 
doctor’s own body plays an important role too, 
because his experience of his own body com ple
m ents his knowledge gained through his medical 
education.

1 cannot help thinking that my patients 
gained from the fact that my own experience as a 
patien t was considerab le . M alignant tertian  
malaria, appendicitis, tropical bacillary dysen
tery, intestinal nematode infestation, cervical rib 
removal, haem orrhoidectom y, epididym itis and 
vestibulitis mark the m ilestones; while the experi
ence of medical investigations such as barium  
meal, barium enema, intravenous pyelogram  and 
electrom yography collectively, led to a rich per
sonal perception o f the body-as-nature in relation 
to the body-as-self.

In another o f R u d eb eck ’s sp lend id  
images, this opens the door to what he calls 
bodily-em pathy; the understanding o f bodily per
ceptions involved in the dyad o f body-as-nature/ 
body-as-self.

So what do we have? A  doctor who 
observes how he and the patient are interacting in 
the consultation as it proceeds. Aware that feel

ings o f w arm th may be just as im portant as feel
ings o f anger (is seduction by the patient not as 
im portant in clinical term s as aggression?), the 
doctor may gain understanding of how the patient 
relates to those in the world around him, so illu
m inating aspects o f the problem  of w hich he com 
plains. The doctor will becom e more am enable to 
studying the patien t’s agenda, not only in term s of 
what concerns the body-as-self, but also adding 
the patien t’s perception of his body-as-nature to 
stand in bodily-em pathy with the doctor’s own 
experience and m edical training.

If this m odel sounds difficult, may I sug
gest that the practice is sim pler than the theory, so 
that it is really rem arkably liberating. Instead of 
constantly feeling that one m ust be ‘in charge’ of 
the patient, the possibility o f a more equal dia
logue betw een doctor and patient em erges. The 
doctor w ill engage with the autonom ous patient in 
a jo in t voyage of discovery, during w hich their 
respec tive  b o d ies-as-na tu re/bod ies-as-selves 
interact to allow bodily-em pathy to develop while 
still allowing the doctor’s body-as-self to stand 
back and observe the interaction as it develops. 
T his last necessity is at the core o f  the profes
sional activity w hich can be offered by the doctor, 
but take note that it is no longer an exercise o f 
pow er but ra th e r o f  responsib ility . The 
doctor/patient relationship may be seen to have 
becom e a com plex one, in that various elem ents 
are involved, but also one that is readily under
standable because its principles are sim ple. And 
most importantly, the way is now open for patient 
and doctor to work together in freedom.
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Balint-Groups, House Guests and the Doctor’s 
Inner World*

John Salinsky 
General Practitioner, London.

W hen I first joined a Balint-group 22 years ago, I 
w as not sure how it was going to help me. 
Although the leaders were obviously very experi
enced and wise, they seemed strangely unwilling 
to share their secrets with us. My colleagues in 
the group were very eager to give me advice -  but 
their advice never seem ed very good so I took no 
notice o f it. A fter a while we all realised what the 
leaders were trying to help us to do -  which was 
to focus on the doctor/patient relationship and the 
feeling which it was generating. As we got better 
at doing this I w ould hear in the discussion some 
different views o f the patient and what he wanted 
from me. And some thoughts about why I had 
reacted in the way I did. Som etim es this made 
sense and som etim es it d idn’t.

Nevertheless, after the group session was 
over 1 always felt better about the patient I had 
presented. He or she no longer felt such a prob
lem, such a source of anxiety. I even looked fo r
ward to our next encounter to see what would 
happen. On my way home from the group I would 
often feel that I was carrying the patient around in 
my mind, even talking to him -  in a much more 
relaxed way than was possible before the group 
discussion. So som ething had happened. But 
what?

General practice is a very busy kind of 
work with many patients crying out for the doc
to r’s attention and trying to engage his interest. 
M ichael Courtenay told me that M ichael Balint 
once said to a group of doctors: ‘Som etim es I 
think your patients have to hit you over the head 
with som ething before you take any notice of 
them .’ W ell, that was a bit extreme, but it conveys 
the desperation o f the patient’s need to grab ou r 
attention. Perhaps, rather than hitting us over the 
head, the difficult patient is knocking hard at the 
door, trying to gain admission to the doctor’s 
m ind, to be allowed into his Inner W orld. This 
idea of an inner and an outer world is a familiar 
one from psychoanalysis. Everything in the outer 
world o f reality may have its inner representative 
in the world o f the mind, conscious or uncon
scious. The British analyst M elanie Klein used 
the phrase ‘projective identification’ to describe 
the way in which a patient contrives to introduce 
a split off fragm ent o f his personality into the ana
lyst’s mind so that the analyst feels it is a distinct 
presence, welcom e or unwelcom e, in his mental 
household. I prefer to think of my patients, not in 
fragm ents, but as whole people, who in their 
efforts to get my attention, enter through the door 
of my Inner W orld and ask permission to remain 
as mental house guests.
* Address presented at the 10th International Michael Balint 
Commemorative Congress in Budapest. 1996.

A t this point, I am rem inded that Freud 
w ould som etim es treat his analytic patients while 
they were literally his house guests during the 
sum m er. O f course, a m odern psychoanalyst 
would find this outrageous. Perhaps only Freud 
him self w ould be allowed to get away with it. 
Imagine how difficult it w ould be to have to sit 
opposite your patient at breakfast as well as listen 
to him  in w orking hours. But house guests in the 
Inner W orld -  that is a different m atter. It seems 
to me that w henever I present a patient to a group 
he or she is like som eone who wants to be a house 
guest but has not yet been invited. He may be dis
turbing me by knocking at the door, or waving 
through the w indow  or even ringing the doorbell 
in the night. A lternatively, he may already be 
inside illegally. He m ay have slipped through the 
door secretly w ithout my noticing. And now he is 
sitting in my house pleading with me, even 
threatening me or m aking me feel guilty for 
neglecting him. All w ithout my perm ission. This 
is where the group com es in. T hey act as a kind of 
comm ittee, helping me to assess the patien t’s suit
ability to be taken in as a bona fid e  house guest. 
If they think he is trying to steal from me or do 
some dam age to my inner house they m ay warn 
me to get rid o f him. This som etim es happens but 
is unusual. M ore often, the group m em bers help 
me to get to know the patient better as a human 
being who deserves a little space o f his own 
inside my head. A place where he can be cared 
for and thought about and hopefully understood.

As my inner world fills up with patients it 
begins to resem ble a small boarding house. After 
years in practice it grow s and develops to accom 
m odate more and more patients until it becom es a 
hotel -  perhaps like this one. Som e o f the guests 
may even have en-suite  facilities in their rooms. 
O f course my Inner W orld Hotel has some areas 
where the guests are not allowed -  1 need some 
privacy, I ’m sure you will agree. But I can w an
der round the Inner Hotel and visit my patients in 
their room s or perhaps take coffee with them in 
the lounge. The hotel also has a conference room 
which is occupied by m em bers of the Balint- 
group. Naturally, they also have their representa
tives in my Inner W orld. Often, when one o f these 
the patients consults me again, I am aware that 
my friends from the group are sitting in a sem i
circle behind me, taking a keen interest and giv
ing me courage when the consultation is difficult.

Here are two exam ples o f patients whom  I 
presented recently:

1. A m iddle-aged man from  Afghanistan.
He is a rather fat very friendly man, always sm il
ing. He doesn ’t have m uch English, but we seem
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to get on very well as I try to help him  with hyper
tension and other physical problem s. One day he 
cam e with a new wife, also aged about 40, but 
speaking m uch better English. She is attractive 
and seems very intelligent. She asked me if I 
could help my friendly patient with his lack o f 
sexual potency. 1 tried to take a sexual history 
from  them  (neither had been m arried before) but 
1 found it very em barrassing. It was as if  I was 
being asked to give sexual therapy to my Uncle 
and Aunt. After two consultations in which we 
m ade no progress I referred them  to a psycho- 
sexual specialist. A few w eeks later they came 
back for him to have a BP check. 1 asked about 
the sex therapist and the wife said: ‘Oh, we d idn ’t 
take the appointm ent.’ W hen 1 asked why not, she 
said, ‘ You d idn ’t take any notice o f us when we 
asked you for help. It doesn ’t m atter now. Forget 
it.’

I felt upset because I thought I had taken a 
lot o f interest. I cou ldn’t get her to say anything 
else and he ju st sat there smiling.

This couple continued to occupy my m ind 
and make me feel hurt. W hat had I done wrong? 
W hen I presented them  to my Balint-group the 
other m em bers thought that I had concentrated 
too m uch on the m an ’s erection failure and failed 
to notice the w ife’s distress. I never really tried to 
get to know her as a person and to that extent it 
was true that I ‘took no notice’. Using my hotel 
model of the m ind I realised on the way home that 
day that the man was occupying a single room  in 
my Inner Hotel but I had refused to accom m odate 
his new wife despite her reasonable request. 1 
decided to give them both a double room in which 
they could make love or not, w hatever they w an
ted. I began to feel better. I was pleased to see that 
they had made another appointm ent to see me 
about his blood pressure the next week. This time 
the wife was sm iling too and she seem ed much 
m ore friendly. I checked her husband’s blood 
pressure and gave him a prescription. Nobody 
m entioned sex but I felt that I was accepted as 
their doctor. After all they could have gone to one 
o f my partners and they haven’t. Perhaps one day 
we will talk about what they do in bed or whether 
they want children -  or perhaps not. I can wait.

2. A man of 35; drug addict.
He is a difficult patient. He m akes frequent 
dem ands for prescriptions I am unhappy to give 
him and he nearly always com es w ithout an 
appointm ent at an inconvenient time. If I am 
busy, he shouts at the receptionist and insists on 
being seen urgently. Clearly he is not an ideal

house guest. A few m onths ago, he turned up on 
the doorstep com plaining of a pain in his groin. 
As usual he had no appointm ent and I was in a 
hurry to leave. I exam ined him quickly, found no 
evidence o f a hernia or any other abnorm ality. I 
reassured him and told him  that it w ould get bet
ter. He w asn’t satisfied with this and said, ‘Come 
on, man, there’s som ething w rong there and I 
w ant it fixed.’ I repeated that there was nothing to 
fix and he w ould ju st have to trust my judgem ent 
that it would get better. Or find another doctor. 
‘Y ou’re my doctor, m an’ he said, ‘and of course I 
trust you .’

A fter he left I began to feel unhappy about 
him. In the next few days I convinced m yself that 
he was going to have a burst appendix or some 
other surgical em ergency. He m ight even die. 
And it would be all my fault. This time I pre
sented my case to an ad hoc  group consisting o f 
the m em bers o f the International Federation 
Council who were m eeting in Paris. The group 
show ed me various new  aspects o f my patient and 
the way he wanted to relate to me. It seems that 
he needed me to care for him  even though we 
both knew he could be dishonest and m anipula
tive. I decided to let him have a small room  in my 
hotel and just hope that he w ouldn’t use it to 
entertain drug dealers. A fter that I stopped w o rry 
ing about him, and, when I did eventually see him 
again, his groin pain had cleared up (as I said it 
would -  although I d idn ’t believe m yself.)

Conclusion
Both these patients ceased to cause me anxiety 
once I had accepted them  as legitim ate guests of 
my Inner Hotel. This hotel o f  the m ind has many 
room s in which guests or patients are perm itted to 
live while I am treating them . From time to time, 
new arrivals come to the reception desk and ask 
politely or rudely for perm ission to have a room. 
In the conference room , the inner B alint-group 
helps me to decide who should be allowed to stay 
and under what conditions. Now you may find 
this hotel an extraordinary creation and find diffi
culty in believing in its existence. Well o f course 
it doesn’t exist in term s of brick and stone. It is 
more like a m etaphor or a dream  which I think has 
taught me som ething about the importance to the 
patient o f  being accepted and tolerated. And the 
corresponding feeling in the doctor that one’s 
patients are asking for som e sort o f shelter which 
we can give them without feeling that we are 
being invaded. I hope that this idea will be help
ful to you too; but whether it is or not, I would 
like to thank you for letting me share it with you.
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Balint Groups in Russia -  Similarities and 
Peculiarities*

Vladim ir A. Vinokour 
Psychotherapist, St. Petersburg, Russia**

I first heard of M ichael Balint nearly 20 years 
ago. he was relatively unknown in R ussia and was 
mainly quoted as the author o f the assertion ‘The 
physician him self is the best m edicine’. The true 
philosophy and m ethod of B alint-work were not 
fam iliar to the w ider medical com m unity in our 
country and were not used in the education and 
training o f  our doctors. His books were not even 
published in Russian.

Am ong m any reasons for this pheno
m enon, the m ost influential was the political clo
sure o f our social system  to m any w estern ideas. 
The health care system  was an im portant part o f 
the establishm ent.

As you know, there are profound social 
changes taking place in Russia now, with corres
ponding changes in health care.-W e were quickly 
challenged by an increased awareness o f the 
num erous difficulties in the doctor/patient re la
tionship and the need for psychological training 
of family doctors. A lot o f our physicians realized 
the need to change the character of their com m u
nications w ith patients because the com m on style 
o f directive interaction was unsatisfactory for 
both doctors and patients. This style was built on 
accusations, dem ands, and evaluations o f 
patients’ feelings and behaviour. Very often as a 
result, situations o f em otional tension, incom pre
hension and com bat were created. This is why the 
m ovem ent to Balint-training was the real sign of 
new health care developm ent.

Our B alint Society was founded in St. 
Petersburg in 1994. From the very beginning it 
was established on the base o f the staff, trainees 
and postgraduate students o f th,e Departm ent o f 
General Practice o f the St. Petersburg M edical 
Academ y of Postgraduate Studies. Then more 
and m ore physicians and psychologists were 
adm itted to the Society.

A ctually we have stable existing and 
working B alint-groups, two of them w ork within 
our Departm ent. One of the on-going groups 
meets at the Centre for psychological em ergency 
care and consultations. We are convinced that this 
is the first step o f creating the ‘critical m ass’ o f a 
new  m ethod for thinking people which, according 
to the German scientist Max Planck, is the only 
way to convince society prepare it for under
standing a new idea. Regarding those groups that 
consist o f general practitioners, their leaders are 
the teachers and lecturers in our Departm ent, and 
we are eager for the involvem ent of psychologists

“A ddress given at the 10th International M ichael Balint 
Commemorative Congress in Budapest. 1996.
*'S en io r Lecturer in the Department of General Practice of 
Medical Academy o f Postgraduate Studies. St. Petersburg. 
Russia, and Psychotherapist

or psychoanalysts in our sem inars. O f course, we 
have the same problem  as other B alint Societies 
in European countries. Am ong them is the lack o f 
experienced and skilled leaders who are able to 
facilitate the productive work o f the group, sim ul
taneously low ering the anxiety o f  m em bers, and 
stim ulating their feeling o f security and self- 
awareness.

The group 1 am leading has its own 
experience o f two co-leaders’ co-operation and 
we consider it to be very interesting, although 
som etim es it is not easy. A s I know, our English 
colleagues have the same experience.

Gradually our activity spread to other 
regions o f Russia, where it was welcom e and met 
with intense interest. Now I am pleased that 
Balint-groups are included in the curriculum  for 
postgraduate training of general practitioners. We 
are also planning to establish special Balint- 
groups for teachers o f general practice to discuss 
the solutions not only for doctor/patient relation
ship problem s, but also o f general practitioners 
postgraduate training and its influence on the 
quality o f general practitioners’ w ork and how it 
is affected by their new  experience and skills in 
com m unications, and by a com prehensive 
approach. The principles o f B alint and his work 
will soon be published in Russia and we are very 
very grateful to our English colleagues and 
friends for their kind attention and great efforts to 
help us.

The experience of our work during the last 
year show ed that there were som e peculiarities in 
those cases that were discussed at the sessions of 
our Balint-groups. M ainly they involve the feel
ings o f physicians whose directive style o f re la
tionship with patients was ineffective, and very 
often counter-productive. Sim ultaneously with 
aggression, power and pressure tow ards a patient, 
m any doctors feel a sense o f guilt with resultant 
loss o f  professional self-esteem .

W e discovered that the syndrom e of inter
nal burnout is very widespread am ong our physi
cians. This syndrom e m anifests itself with indif
ference, even apathy, em otional exhaustion , 
fatigue, reduction of interest in their patients and 
in their professional developm ent and am bition, 
and leading to defensive behaviour. A m ong dif
ferent outcom es o f burnout are the unrealized 
wish to reduce the workload, to relate to patients 
more form ally, to reduce the num ber o f different 
interpersonal interactions, and the som atic p re
sentation o f professional em otional stress. Our 
findings were very sim ilar to those reported by 
English researchers1 (M onitor weekly/24 May 
1995), who show ed the significant prevalence 
am ong English general practitioners o f high
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anxiety, poor coping strategies. Very often they 
w ere even m ore depressed than the patients they 
were treating.

One of the problem s, discussed in our 
groups seems to be common. This is the problem 
of interactions with patients where the doctor’s 
behaviour is based only on his/her status and for
mal professional duties. Very often our doctors 
cannot explain satisfactorily to them selves and to 
their colleagues who they are, and if  they act 
according to their personalities their feelings and 
hum nistic values, or are they just the w earers o f 
professional uniforms, and thus they behave only 
as representatives o f state institutions. Often this 
second approach predom inates over the first and 
so it leads to the establishm ent o f em otional dis
tance between the doctor and the patient.

W e often hear that our doctors consider 
this distance to be a convenient m ethod of self- 
preservation and reduces their em otional relation
ships with their patients, who are seen as ‘rivals’ 
and who prevent doctors from feeling confidence 
in them selves. But it is not conducive to good 
relationships, and m akes those doctors uncom 

fortable who are not oriented to empathy and 
partnership w ith the patient.

W e have found that even very experi
enced doctors expressed the need for new  infor
mation, in feedback and in the ‘m irror’ in the 
group regarding their professional behaviour. The 
degree o f  this need was often paradoxical -  the 
more experience, the more desire and interest to 
share the experience and to get friendly critical 
views. It was conducive to their personal and pro
fessional developm ent.

It helped also to avoid distortions o f their 
professional behaviour and self-aw areness, to 
reduce their rigidity, and the num ber o f their 
‘blind spots’.

O f course, we know  the hum an attitudes, 
especially m edical, m ust be an open system , 
because a closed one will decay. We are con
vinced our B alint-w ork is the best way to orga
nize this system  well, to develop empathy, a 
readiness for the unexpected, open m inds and 
freedom  from rigid judgem ents. I think this is our 
contribution to the Balint inheritance.

Reference:
1. M onitor M agazine, 24 May 1995.

THE BALINT ASSOCIATION OF ROMANIA
will host

The Fifth National Anniversary Conference
and

The First International Conference of Balint Association of Romania
in M iercurea Ciuc, Rom ania  

on 18 - 21 Septem ber 1997
Main features will include:

♦  Invited lectures related to Balint m ovem ents all over the world 
+  B alint-groups in different languages
+  English, Hungarian and Rom anian, with sim ultaneous translation
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The Human Face of General Practice*
Sotirios Zalidis 

General Practitioner, London

Introduction:
Perhaps it is hum an nature that when we are 
looked after well, we take good care for granted, 
just as we take the air we breathe for granted. We 
do not becom e aware of our need for air until its 
absence m akes us suffocate. So it is only when 
m edical care fails our patients and their carers in 
some respect, and their hurt feelings com pel them 
to tell us or write about their experiences, that we 
find out about the m edical attitudes w hich they 
experience as inhuman.

In a m oving account, the next o f kin o f 
Jeffrey, a consultant surgeon who died at the age 
of 69, at home from  acute m yeloid leukaem ia 
within five m onths from diagnosis, describes her 
experience o f m edical inhum anity.1 The medical 
attitudes that she found most painful were, first of 
all an apparent lack o f interest in Jeffrey’s quality 
o f  life, lack o f kindness and com passion, as well 
as understanding of their feelings, and with a 
team  approach which has becom e a euphem ism  
for a lack o f continuity.

W hen Jeffrey was adm itted to hospital for 
chem otherapy, her description of the w ard round 
has a fam iliar ring. ‘Once each week, the medical 
team  visited the wards. They could often be heard 
m arching down the corridor before they entered 
sm artly without knocking. The consultant first, 
follow ed deferentially by the team. The m em bers 
o f the team were constantly changing, and it was 
impossible to keep up with who was who. They 
seemed hardly to look at the patient and appeared 
unm oved by his appearance, no m atter how ghas
tly. After about four m inutes, they all m arched 
out o f the room to visit the next patient.’

As Jeffrey did not respond he was dis
charged home where his friend was condem ned to 
observe Jeffrey’s suffering and rapid physical 
deterioration without any em otional support from 
his doctors. Although the regular general practi
tioner, Dr K had asked a few tim es about how 
Jeffrey was coping psychologically, at no time 
did he offer any help to make him com fortable.

On Jeffrey’s last day, his breathing was 
noisy and he was distressed. His friend called the 
general practitioner, but Dr H who was standing 
in for Dr K arrived. Jeffrey wanted a tranquilliser 
for some relief o f his distress, but Dr H w as w or
ried that it m ight depress Jeffrey ’s respiratory 
centre and he offered m ethadone instead. Even at 
this late stage Jeffrey did not want methadone 
because he was afraid that it m ight kill him, and 
he did not want to die. He insisted on a tranquil
liser and Dr H left without prescribing anything. 
Later that day, Jeffrey’s own doctor was con
tacted and agreed to adm inister the wished for 
tranquilliser. The patient died a few hours later.

* The Balint Society Prize Essay. 1996. 
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Jeffrey’s friend felt that their physical and 
m ental suffering was not understood and there
fore they were not treated with kindness even 
though from a technological point o f  view , the 
chem otherapy was adm inistered according to the 
latest scientific evidence and the treatm ent itself 
was part o f a survey o f the efforts o f cytotoxics on 
people over fifty years o f  age.

One of the problem s in treating sick peo
ple arises when m edical personnel ignore how 
patients are reacting em otionally while they are 
treating their physical condition. Traditionally 
medicine has a very narrow  view  of health. Our 
training concentrates m ainly on disease, and 
ignores the patient’s experience o f disease which 
we can call illness. This inattention to the em o
tional reality o f disease neglects a grow ing body 
o f evidence show ing that peop le’s em otional 
states can som etim es play a significant role in 
their vu lnerab ility  to d isease, and to their 
response to treatm ent and recovery.

Perhaps one of the m ost powerful dem on
strations o f the clinical power o f  em otional sup
port was reported in groups for wom en with 
advanced m etastatic breast cancer, at Stanford 
University M edical School.2 After the initial treat
ment, often including surgery, these w om en’s 
cancers had returned, and were spreading through 
their bodies. It was only a m atter o f  time until the 
spreading o f cancer killed them. D r David Spiegel 
w ho conducted the study, was h im self stunned by 
the findings, as was the m edical comm unity. 
W omen with advanced breast cancer who w ent to 
weekly m eetings with others, survived twice as 
long as those wom en with the sam e disease, who 
faced it on their own.

All the wom en received standard medical 
care: the only difference was that som e went into 
the groups, where they were able to unburden 
them selves with others who understood what they 
faced and were w illing to listen to their fears, 
their pain and their anger. Often this was the only 
place where the wom en could be open about these 
em otions because o ther people in their lives 
dreaded talking about cancer and their imm inent 
death from it. W omen who attended the groups 
lived on average for th irty -seven  additional 
m onths, while those with the disease who did not 
go into groups died on average, in nineteen 
m onths. This was a life expectancy for these 
patients beyond the reach of any m edication or 
other medical treatm ent. If it had been a new drug 
that produced this extended life expectancy, phar
m aceutical com panies would be battling to pro
duce it. Such evidence suggests that a hum ane 
medical attitude that takes into consideration the 
patien t’s feelings, is not just a luxury, an optional 
extra, but constitutes good medical practice.
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A n exam ple o f caring for a patient in general 
practice
Frank was 58 years old when he presented to me 
one June m orning, com plaining that there was 
blood in his urine. He had rarely attended the 
surgery before, and he was a strong healthy man. 
He was very frightened because the sight o f blood 
in his urine m ade him  think imm ediately o f can
cer. 1 was m oved by his fear and wanted to reas
sure him. Even though cancer was a possibility 
and he had to be investigated urgently, there are 
m any causes o f  blood in the urine that have a bet
ter prognosis. I explained all this to him, and sent 
a specim en of his urine to the laboratory for 
exam ination. 1 wrote a referral letter for an urgent 
appointm ent to the urology department and while 
w aiting for the result o f  the test, 1 gave him a 
course o f  antibiotic in case his haem aturia was 
due to an infection.

Three days later, he came back in a panic 
and said that he could not wait for the appoint
m ent, and wanted som ething done about his prob
lem imm ediately. I responded to his distress by 
arranging for the specialist to see him urgently in 
Casualty later that day.

I did not hear anything about Frank until 
two m onths later, when I received a letter from 
the consultant urologist inform ing me that he had 
found a m ass in his left kidney and that he was 
planning to rem ove the tum our in a m onth’s time.

His wife, Irene, also a patient o f ours, 
cam e to see me at the practice in a distressed 
state, two days before his operation. She told me 
that she could not take in that Frank had cancer. 
Her father had died of cancer o f the brain twenty 
years earlier and she was aware o f the awful prog
nosis. She was w orried that Frank m ight die on 
the operating table, and said that some husbands 
you want to get rid of, but her husband was an 
angel. She did not want him  to die. She asked me 
to sign her o ff work because she was too d is
tressed to concentrate. 1 tried to comfort her and 
told her that cancer is not necessarily a death sen
tence, and that m odern treatm ents are very effec
tive, and that som e cancers are curable. 1 invited 
her to come to see me regularly at the practice to 
talk about her fears.

She cam e back a w eek after Frank’s 
operation, greatly relieved that God had answered 
her prayers, and he had come through. She 
rem em bered that after her m other’s death, she had 
developed irritable bowel syndrom e, which had 
lasted fifteen years; and after her father’s death, 
she had developed tingling in her tongue for four 
years. She was now afraid that if Frank died, she 
w ould becom e ill. She had always relied on him 
for everything, for paying the bills and m anaging 
the finances. She could not imagine living w ith
out him.

Three weeks after the operation, F rank’s 
son rang me at the surgery and asked me to visit 
his father at home because he had been feeling 
cold since the operation. He was abrupt and force
ful, and when 1 asked him w hether his father 
knew that he was requesting a visit on his behalf,

he exploded at me and said angrily that he cannot 
discuss his worry with his father and besides, his 
father is not the kind o f person who w ould worry 
a doctor with his com plaints and w ould I go and 
visit him im m ediately.

I was annoyed with him  for giving me 
orders, but on reflection 1 could understand his 
aggression as being related to the shock of his 
father’s illness. 1 rang Frank up, to confirm  that 
he wanted to see me, and went to visit him after 
the evening surgery. W hen I arrived at his hom e 1 
found him looking fearful rather than ill. His 
w ound was healing well, but was still sore on 
exam ination. 1 could find no evidence of infec
tion, and encouraged him to talk about his feel
ings. A s soon as he started talking, he burst into 
tears and talked about his frustration and rage that 
he could not do what he used to do. Every m ove
m ent was painful and he was still not able to come 
to term s with the double shock o f  having cancer, 
follow ed by a m ajor operation.

1 acknow ledged his feelings and read to 
him the consultant’s letter confirm ing that he had 
rem oved the whole tum our and hopefully that 
would be the end o f it. On my way out o f the door 
he m entioned in passing, that he had had some 
pain at his right shoulder since the operation, for 
w hich the hospital doctors had given him pain
killers. 1 reassured him by saying that he must 
have hurt his shoulder during the operation. For 
the doctors to rem ove his left kidney, he must 
have been lying on his right side for some time. I 
invited him to come to the surgery with his wife 
regularly, to talk about their fears and worries.

Tw o weeks later, they both came to see 
me. Frank show ed he his right clavicle which had 
becom e swollen. I exam ined him and felt d is
m ayed. I said nothing to him, but 1 knew that the 
sw elling could be nothing else but a secondary. 1 
sent him for a chest X-ray imm ediately. The 
radiologist telephoned me the sam e day, to con
firm that the X-rays show ed destruction of the 
clavicle, w ith m etastases in the lungs. I could not 
bear to tell Frank the bad news, so 1 arranged for 
him to see the urology registrar urgently at the 
hospital in three days time.

A fter their visit to the hospital, I had a 
telephone call from Frank’s son in the middle o f 
my surgery, furiously dem anding to know why 
his father’s secondaries had not been picked up 
earlier. He had been com plaining o f shoulder pain 
for several weeks and nobody had taken it seriou
sly. The doctor who saw him at the hospital told 
him that he had secondaries, there there was noth
ing more should could do for him, and that he was 
going to die in a year! She gave him pain-killers 
and sent him home. The son said that he would 
not let the m atter rest there, and dem anded to find 
out why the doctors were so negligent. 1 was 
taken aback by this aggressive onslaught. I felt 
confused and did not know what to say. 1 felt 
guilty that I had not thought o f secondaries when 
Frank com plained to me of shoulder pain a few 
days before, and had not taken any action. 1 tried 
to say som ething com forting, and blurted out
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rather inappropriately, that at least his father had 
had a few weeks of hope. That seem ed to be the 
w rong thing to say. He was so besides him self 
with rage, that he could not talk to me any more, 
i  cannot believe what the m an is saying,’ I heard 
him hissing as he passed the telephone receiver to 
his wife. 1 could hear him  sw earing in the back
ground and I was frightened.

W hen I put the receiver down 1 was seized 
by a strong fear. I was afraid that this man could 
seek me out and attack me physically, or even kill 
me. 1 had heard o f obstetricians who had been 
shot by the enraged husbands o f wom en who had 
died in childbirth. 1 immediately telephoned the 
consultant to discuss the fam ily’s anger and d is
tress. He responded by offering to refer Frank to 
an oncologist/radiotherapist for further treatm ent. 
I was afraid for my life for a week and 1 tried to 
m odify my fear by reflecting on it. At the tim e, I 
thought o f my fear o f being killed as a result of 
the inability o f the family to' come to term s with 
the possibility o f Frank’s death, which aroused 
my own fear o f dying.

It was not until a week later, when Frank, 
Irene and their son came to see me jointly, that I 
understood my fear o f being killed as a response 
to the fam ily’s m urderous rage. They were very 
angry with the registrar who, in a cold unem- 
pathic way, told them that Frank had a year to 
live. Frank felt that he had been given a death sen
tence, an execution order. He was not given any 
hope for any treatment. He felt that if he was a 
weaker man, he would have been tem pted to 
finish it all there and then.

Elizabeth Kubler Ross had written all her 
patients were nourished by hope.3 They showed 
the g reatest confidence in the doctors who 
allowed for such hope -  realistic or not -  and 
appreciated it when hope was offered, in spite of 
bad news. This does not mean that the doctors 
have to tell them a lie, but merely that we share 
w ith them the hope that som ething unforeseen 
may happen, that they may have a rem ission, or 
that they m ight live longer than expected. It is a 
fact that we all know that we are going to die; 
what we do not know, is the exact time and way 
o f our death. W ere we to know the exact time and 
circum stances o f our death we m ight be too 
afraid, to discouraged, too paralysed to live a 
meaningful life. These thoughts helped me under
stand my fear o f being killed as my response to 
the m urderous rage caused by the assault on hope.

Fortunately Frank recovered his hope with 
the onset o f his radiotherapy which stopped the 
destruction of his clavicle. His experience with 
the registrar made him say that he had to fight for 
his treatm ent. As he had hinted at his intense 
m ental suffering which he could not share with 
Irene, I invited him to come to see me on his own 
‘for a man to man talk ,’ as he put it.

During this talk, I heard that he was trying 
hard to be strong for Irene’s sake. He could not 
discuss his fears with her, or cry in front o f  her. 
Since the registrar told him that he had a year to 
live, he had a recurrent dream . He dream ed that

he w ent sw im m ing in a sea o f  oil. W hen he was 
knee deep in it, a black cloud started to cover the 
sky from  one end o f the horizon to the other. The 
black cloud o f despair, I com m ented. ‘Y es’, he 
said and burst into tears.

A  m onth after he w as told that he was 
going to die, Frank and Irene cam e to the surgery 
together. Irene said that she was going to pieces. 
A fter forty years o f m arriage, she had developed 
an allergy to the w edding ring! It had started 
burning her finger and she had to take it off. She 
show ed me a ring o f redness where her wedding 
ring had been. She had also been coughing all the 
time, and could not sleep. Even though I realised 
the sym bolic significance o f her sym ptom s, I 
decided not to m ake any interpretations. The 
com bination o f sym ptom s suggested the involve
m ent o f  her imm une system , and I treated her 
with inhaled steroids as though she had asthma. 
Her sym ptom s dim inished quickly and after a few 
weeks she was able to put her ring on her finger 
again.

This was the only time Irene ‘went to 
p ieces’. She found the strength to nurse her hus
band and to keep her feelings at tolerable levels 
by keeping her house im m aculate tidy and clean. 
However, black clouds were gathering on the 
horizon. Six weeks after their jo in t visit to the 
surgery, Frank com plained o f  pain in his spine 
and a few days later, his left arm  fractured spon
taneously as he was getting into his car. This was 
obviously the effect o f another bone secondary, 
and he was adm itted to hospital where his arm 
was fixed with a plate and pins. A bone scan 
show ed he also had spinal secondaries. W hen I 
visited him at his hom e after his discharge a 
month later, he was frightened and uncom fort
able. His m ovem ents had becom e painful, and 
getting in and out o f bed with a broken arm was 
difficult. He needed his w ife ’s help more and 
more. He was started on Interferon injections, a 
new treatm ent for his type of cancer, which 
although it give him hope for a remission, it made 
him suffer with debilitating flu-like sym ptom s 
lasting two or three days after every injection. As 
he had two injections w eekly he had very little 
time sym ptom -free. T hinking of the difficulties 
ahead, I suggested to him  that I contacted the 
M acmillan team, the term inal care team, for extra 
support for his increasing sym ptom s and nursing 
needs. As soon as he heard the name he w as con
vulsed with sobs. I reassured him that involving 
the M acm illan service does not m ean that every
thing is lost, but rather obtaining extra help for his 
wife to look after him. As his fear was so severe I 
offered to visit him  again, for another man-to- 
man talk in order to help him express his fears in 
words.

Even though Frank was so scared o f the 
M acmillan service I discussed his problem  with 
the medical director o f the local hospice where 
the M acmillan team  is based and asked for an 
application form, which w ould also put him on 
the waiting list for a bed at the hospice, in case he 
needed it when the time came.
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T w o days later I was asked to visit Frank 
because he was in great pain. I was dism ayed; not 
again, I thought. As I was driving to his hom e, I 
came to a T-junction. Instead o f turning left 
towards his home, I turned right tow ards the hos
pice w hich is in our locality. I was annoyed that I 
had not yet received the application form, and my 
conscious thought was to go to the hospice per
sonally the fill it in on the spot. Suddenly I was 
struck by the absurdity of my actions. Even if I 
filled the application form that day, it w ould take 
several days before it was processed. I w as sim 
ply wasting time. I was delaying the painful task 
of being confronted with my therapeutic im po
tence, and postponing the painful task o f giving 
m ore bad news, o f tolerating his fear, his anxiety 
and his despair, as well as his w ife’s. I w ished I 
could admit him to the hospice im m ediately, so 
that this painful task was taken away from  me. Or 
perhaps I wanted to take refuge into the hospice 
itself.

It was then that I thought o f  C hrist’s 
words to his father when he was praying in the 
garden of G ethsem ane before his ordeal. ‘My 
father if it be possible, let this cup pass from  me; 
nevertheless not as I will but as thou w ilt.’

W hen I becam e aware o f my wish to 
avoid being confronted w ith all this pain, I 
realised that my task was indeed lim ited. All I had 
to do was assess his clinical condition and decide 
whether he needed adm ission or not. I was able 
then to turn my car round and drive to his home.

I found him  in bed. He was unable to 
stand up. Exam ining his right leg I found that any 
m ovem ent caused great pain in his hip, and I 
w ondered w hether he had sustained another 
pathological fracture, or whether he was about to. 
Som ehow the thought o f his fracturing his femur 
as he was going downstairs was horrible. I told 
him that he needed to go into hospital to find out 
whether he had another secondary. He looked at 
me disheartened; ‘How long have I got, doctor?’ 
he asked me. I told him  that I did not think he was 
dying now any more than he was dying when he 
broke his clavicle or his arm. They w ould treat 
him with radiotherapy and the pain w ould go.

At the hospital, his pain was controlled 
with a nerve block in his back which dim inished 
the strength of his legs so that he could not get up 
without help any more.

He was discharged one m onth later and 
when I visited him after a few days, he looked at 
me with a sad expression in his eyes, ‘Look at the 
state o f m e’, he said. He was unable to get out o f 
bed or walk; he felt like the old age pensioners, 
the eighty-year old who cannot walk. As he said 
that his was convulsed with sobs. I encouraged 
him to talk about his feelings, the rage at his 
dim inishing powers, the humiliation o f having his 
bottom  wiped by his wife, his fear, his disap
pointm ent that he will not be able to enjoy his 
retirem ent, for which he had been saving in order 
to go to New Zealand and visit his w ife’s rela
tives. He felt helpless like a baby, except that he 
was much heavier than a babv and his w ife could

not lift him.
I listened to him  attentively and at the end 

I touched him on the shoulder and said uncon
vincingly, ‘D on’t despair. There is hope’. I told 
him  that ju st as the sw elling o f his clavicle d is
appeared after radiotherapy, so probably the 
secondaries o f his spine and arm w ould go as 
well. I arranged to visit him  regularly every M on
day and I left.

For the follow ing two days I felt unwell, 
having developed a headache and sore throat. I 
reflected on my sym ptom s and identified them  as 
physical accom panim ents o f  my sadness and, 
m ore disturbingly, as a regressive trend set in 
m otion by an identification with Frank’s helpless
ness.

Frank continued to de terio ra te. The 
M acmillan service had becom e involved m uch to 
my relief, and Frank had another adm ission to 
hospital for correction o f his anaem ia and high 
blood calcium . Soon after his discharge, I was 
called to visit him  because his legs had becom e 
suddenly swollen, an indication that an abdom i
nal m ass was interfering with the return o f the 
blood from  his legs.

I discussed the problem  with the oncolo
gist, who said that neither radiotherapy nor 
chem otherapy could shrink the tum our in his 
abdom en, and therefore further hospital treatm ent 
was not advisable. He had entered the term inal 
phase o f  his cancer and if nursing him at home 
becam e unm anageable, he should be adm itted to 
the Hospice.

As I m entioned earlier, I had arranged to 
visit Frank every M onday after my m orning 
surgery. The next M onday I was due to visit him 
as a Bank Holiday, and when I woke up, I started 
making plans to take my daughter swim m ing 
w ithout any thought o f Frank. As I bent over the 
sink to wash my face, I felt a severe pain in my 
lower back, and fell onto my knees. Every m ove
ment was excruciatingly painful. The only posi
tion that was com fortable was lying down.

I was shocked by the sudden onset o f pain 
and I burst into tears. I did not know whether 1 
was crying with pain, or out o f  frustration for my 
helplessness, or because I was so fed up with 
carrying such a heavy clinical responsibility from 
which I could not escape even on a Bank Holiday. 
The burden seemed too much. I had forgotten to 
arrange an alternative day to visit Frank, and 
realised he would expect me to visit that M onday 
as usual. I could have telephoned him to postpone 
my visit until the follow ing day, but 1 was not at 
all sure that I w ould be feeling any better. I could 
not bear the thought o f letting him down and not 
visiting the day he expected me to. As the day 
went on, my pain improved and bv m idday I 
could sit up. As my back was still too painful to 
drive, my wife offered to drive me to Frank’s 
home at noon, the usual time for my visits.

Frank showed me his legs and burst into 
tears. He was afraid that he m ight not be able to 
walk again. Som etim es he felt he could lie in bed 
for another fifteen or twenty years, and som e
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tim es he was not at all sure that he would be here 
next week. He felt w eaker and w eaker every day. 
He talked about his uncertainty and fear. He 
avoided crying in front o f his w ife because it 
upset her so much. So he bottled it up and had to 
let go from  time to time. He was grateful to his 
w ife who was so good and did everything for him. 
She was devoted, ‘Perhaps too devoted’, he said, 
sobbing. I was very m oved and thought o f my 
devoted wife who was waiting patiently for me in 
the car outside F rank’s house. 1 encouraged him 
to take every day as it cam e and enjoy the things 
that still gave him pleasure, such as the sweets 
that he had developed a craving for. On my way 
out, I had a b rief talk with his w ife who did not 
know where she found the strength to cope. She 
w ondered why Frank was punished in this way. 
‘He never did anything wrong. There are some 
bad people that no harm ever comes to . . . ’, she 
said. I told her that cancer respects nobody. 
Innocent children can get it, good men and bad 
men alike. It is the luck of the draw. She told me 
how helpless she felt, w itnessing Frank’s pro
longed agony. Some people die instantly with a 
heart attack. ‘And yet’, I re to rted ,'‘this long ill
ness has brought you closer. You are able to show 
him how m uch you love him. Your devotion and 
care are his greatest com fort, and you m ust not 
under-estim ate how important you have been. 
You cannot cure his cancer, m edicine cannot cure 
his cancer, we cannot put the clock back; but you 
are always there when he needs you, and this is 
the greatest help you can give h im .’ W e were both 
in tears by then.

I was off work for one w eek with my back 
pain, and during that week the M acm illan team 
adm itted Frank to the Hospice because it had 
becom e impossible for Irene to lift him  without 
causing him excruciating pain. She telephoned 
me during my em ergency Saturday m orning 
surgery, to inform me of the events. I w ent to visit 
him at the hospice after the surgery. His deteriora
ting was visible. He had lost a lot o f weight, his 
speech was slurred and he was too exhausted to 
lift his arms; he had to be fed. Irene was trying to 
persuade the doctors to investigate his calcium  
levels because last time when his hypercalcaem ia 
was treated, he felt a lot better.

We had a talk. She could still not accept 
that Frank might die. She could not imagine life 
w ithout him. It was all so unfair. Despite her say
ing that however, I was reassured to hear that she 
was thinking of visiting her sister in New Zealand 
when it was all over.

I visited Frank again on M onday, a week 
later, and he was very pleased to see me. He said 
that I was a doctor in a m illion for always com ing 
to see him. Irene kept thanking me for being so 
good to Frank. 1 had another talk with her, prais
ing her for her attentive care and expressing my 
admiration for her devotion. I again stressed that 
she could not take the cancer away, but her devo
ted attention to comfort him, was the greatest help 
she could give him.

A week later Frank had deteriorated dra

m atically. He could not sw allow  any m ore, and 
his pain-killers were give to him  subcutaneously 
with a drive pum p. They all thought he was going 
to die over the w eekend, but m iraculously he 
pulled through. W hen I next saw  him , it was obvi
ous that he had only hours to live. I wanted to 
burst into tears. ‘G oodbye’, I blurted out. He 
sobbed and squeezed my hand. ‘No ... d o n ’t say 
goodbye,’ he said. ‘O .K .’ I replied, ‘I will not say 
goodbye ... see you on M onday’. ‘Yes, yes, see 
you on M onday,’ he echoed. I squeezed his hand. 
Irene was in tears. It w as tim e to go. I expressed 
again my adm iration for her courage, stam ina and 
the support she was giving him, and asked her to 
let me know when Frank died.

He died the follow ing Friday. His illness 
lasted eleven m onths, from  the first sym ptom  to 
his death. The urology registrar was right in her 
estim ation. She had given him one year, but her 
approach was so insensitive. I also wondered 
what had I done to earn Frank’s praise and grati
tude. A fter all, com pared to the hospital doctors, I 
was as helpless and im potent in the fight against 
cancer as Irene was. And again Elizabeth Kubler 
R oss’s words com e to m ind, ‘If the doctor sits and 
listens and repeats his visits the patient w ill soon 
develop a feeling o f confidence that here is a per
son w ho cares, w ho is available and sticks 
around.’ This function o f the doctor has a holding 
quality. It helps to contain the anxiety, fear and 
despair o f the patient and his fam ily, so that they 
do not feel abandoned when they are so vulner
able. The doctor who can tolerate his own fear of 
death and reflect on the em otions which are 
aroused in him by the dying patient, is in a posi
tion to com m unicate with the patient at a deep 
level, relieving the sense o f his isolation.

W hat is the basis o f a hum ane attitude?
In the land of the sick, em otions reign supreme. 
Fear is a thought away. Our m ental w ell-being is 
based in part on the illusion o f invulnerability. 
Any disease, particularly severe disease, bursts 
this illusion, attacking the prem ise that our private 
world is safe and secure. Suddenly we feel weak, 
helpless and vulnerable. In general practice, we 
are constantly exposed to the em otional com m u
nication o f our patients which evokes a lot o f feel
ings in ourselves. The m ore serious the disease, 
the greater the intensity o f the feelings that the 
patient will com m unicate to the doctor. The doc
tor may be called upon to recognise and handle 
feelings o f violent intensity, such as revulsion, 
despair, the terror o f  abandonm ent, the horror of 
loneliness, hum iliated fury, or the m ortification of 
sham e. Feelings o f such intensity  m ay well 
become intolerable for both doctor and patient. 
This is probably one of the m ost stressful aspects 
o f being a general practitioner, and a task for 
which our medical education did not prepare us. 
This task involves the capacity to handle both our 
own feelings and the feelings o f our patients. It 
involves the doctor’s capacity to tolerate intense 
feelings without having to w ithdraw  in fear, or 
retaliate for the pain they cause him, and the abi-
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lity to soothe them  both in h im self and in his 
patient. These skills will determ ine to w hat extent 
our attitude to the patient will be experienced by 
him as hum ane.

In the m iddle o f the century, M ichael and 
Enid B alint and a group of enthusiastic self
selected general practitioners, began exploring 
the em otional difficulties in the relationship 
betw een the general practitioner and his patient. 
The results o f their research were to provide m ed
ical education with a unique instrum ent for the 
developm ent and teaching o f em otional skills.4167

This relationship like any other relation
ship, has to be built on understanding if  it is to 
succeed. However, unlike any other relationship, 
the doctor/patient relationship dem ands a special 
type o f understanding. Donald W innicot has 
pointed out that becom ing ill carries the fact of 
dependence. This very fact calls for the attitude of 
dependability in the doctor. As doctors and gene
ral practitioners, we are called to be hum anly reli
able. This attitude of dependability is based on the 
capacity to recognise dependence and the ability 
to handle the feelings that such a position creates 
in both doctor and patient.

Daniel Goleman in his fascinating book, 
E m otional Intelligence , 8 has brought together 
many strands o f psychosom atic research and has 
identified a set o f characteristics w hich are the 
result o f an advanced state o f em otional develop
ment. These are: being able to recognise feelings, 
being able to distinguish betw een them, being 
able to name them, being able to control the 
impulse, being able to delay gratification, being 
able to regulate one’s moods, being able to keep 
distress from  sw am ping the capacity to think, 
being able to hope, being able to m otivate one
self, being able to understand other people’s feel
ings, being able to persist in the face o f frustration 
and being able to give credit to oneself.

W hat is em pathy
These eleven characteristics are the skills o f  em o
tional intelligence, the em otional com petences 
which help people develop harm onious relation
ships. O f all the characteristics I m entioned 
above, the ability to know our feelings and the 
feelings o f the person we interact with, and to act 
in a way that shapes those feelings and makes 
them easier to bear, constitutes the core o f the art 
o f  handling relationships. This ability to see 
things from the other person’s perspective is a 
developm ental achievem ent and depends on the 
capacity for self control. It depends on the capa
city to dampen down our anger, distress and 
excitem ent and to restrain the tendency to express 
our feelings in immediate action, pausing to 
reflect about what we are feeling and why. The 
name we have for this ability is Empathy.

The word empathy was first coined by E. 
B. Titchener, an Am erican psychologist at the 
beginning of the century. His theory was that 
empathy stem m ed from a sort o f physical im ita
tion o f the distress of another, which includes an 
unconscious imitation o f his facial expression,

and which then evokes the sam e feelings in our
selves. He sought a word that w ould be distinct 
from sym pathy, w hich can be felt for the general 
plight o f another with no sharing w hatever of 
what the other person is feeling.

Empathy is possible because em otions are 
com m unicable. A  person in the throes o f an em o
tion is a broadcaster o f emotion, and we observers 
resonate with his transm ission. The contagious 
quality o f the broadcast literally drags the obser
ver into resonance. The intensity o f the broadcast 
is decreased to the extent that this person learns to 
m odulate the display of his em otion. T his is the 
physiological basis for w hat later will be called 
empathy, the sharing o f em otion that accounts for 
m uch of the quality o f adult interpersonal re la
tionships. We can observe this em otional conta
gion in a public auditorium  when such em otional 
resonance is essential to the enjoym ent o f our 
entertainm ent. Because 90%  o f an em otional 
message is non-verbal, the key to the intuition of 
another’s feelings, is in the ability to read non
verbal information, such as the tone of voice, ges
ture, facial expressions etc. Such m essages as 
anxiety in som eone’s tone o f voice, irritation in 
the quickness o f a gesture, are alm ost always 
taken in unconsciously and responded to without 
necessarily an awareness that em otional com m u
nication has taken place.

Silvan Tom kins feels that it is from our 
awareness o f the way the skin and m uscles o f the 
face have been rearranged or distorted by the 
affect that hits us, that we figure out w hat we are 
feeling.10 W e share the affect ju st triggered in the 
other person to the extent that w e are w illing to 
mimic the operation o f these m uscle groups. 
W hatever the source o f the affect, w e imitate pur- 
posively or the contagion w e accept passively, it 
becom es the source o f the affect we now experi
ence. This is the basis o f em pathy; the sharing of 
emotion that m akes so m uch o f the pleasure o f 
social experience.

A lthough em pathy is vicarious emotion,
i.e. feeling with the patient, it is m uch more than 
emotional contagion. Empathy builds on em o
tional se lf awareness. The m ore open we are to 
our emotions, the more skilled we will be in read
ing the feelings o f others. Em pathy is our ability 
to enter im aginatively and yet accurately into the 
thoughts and feelings and hopes and fears of other 
person. The ability to stand in som ebody e lse ’s 
shoes and to allow the o ther person to do the same 
to us, is a developm ental achievem ent and a sign 
of health .10

The failure to register ano ther’s feelings is 
a major deficit in em otional intelligence and a 
tragic failing in what it m eans to be hum an. All 
rapport, the root o f  caring, stem s from the capac
ity for empathy. It is precisely the lack of these 
skills that can cause even the intellectually bright
est to founder in their relationships, com ing off as 
arrogant, obnoxious or insensitive.

Learning em pathic skills
Some doctors have the ability for affective reso
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nance, o f entering im aginatively into the thoughts 
and feelings o f another person more developed 
than others. This ability however, when it is not 
educated can som etim es be a burden. A lthough 
when we are in a public auditorium, emotional 
resonance is essential for the enjoym ent o f an 
entertainm ent, it is frequently less than useful to 
be caught up in the anger or distress o f a stranger. 
A ffective resonance is so powerful, so distracting 
a system  of interaction, that infancy is the only 
period in our lives during which we are allowed 
free range o f affective expression. In every 
society, children are speedily taught how to mute 
the display of affect, so that they do not take over 
every situation in which they cry or becom e exci
ted. Just as m ost or all o f the affect we broadcast 
into our environm ent, m ust be lim ited by social 
and cultural forces, we adults are also obliged to 
learn a num ber o f skills to help us m anage the 
affect broadcast o f  others. Our whole concept of 
ourselves as private individuals is based on the 
idea that we can be alone, free from the intrusion 
of the em otions o f others. A dult life requires 
som e balance betw een privacy and com m union. 
Our whole concept o f  what it m eans to be mature, 
is based on the expectation that adults can control 
them selves. C ontro l o f affective  expression  
reduced the am ount of affect broadcast into the 
interpersonal environm ent. It m akes life easier for 
those around us.

So those o f us who resonate easily with 
the contagious quality o f the affect o f their 
patients have to build a shield for protection from 
the affective experience o f the other person, a 
m echanism  which Donald Nathanson has called 
‘the em pathic w all.’11 This is a skill, a learned 
m echanism  by which we can tune out o f the affect 
display o f others. One way of building an empa- 
thetic wall would be by refusing to mimic the 
facial or bodily display o f the affect we see in 
o ther people. W e m ight for instance learn to 
recognise the feeling o f contagion, learn to sense 
the very moment that another person’s affect 
begins to tickle our receptors. Then we m ight 
decide to shift attention to som ething else and 
stop the process o f resonance. We can block com 
pletely the experience o f affective resonance by 
this m echanism  of distraction, or we can limit it 
over carefully graduated levels o f connectedness. 
It is this em pathetic wall that allows us to m ain
tain our boundaries in the presence of other peo
ple when they are experiencing or display affect. 
The em pathetic wall helps to preserve the unity of 
the self. Adults who do not learn how to shield 
them selves from the emotional lives o f others, 
suffer greatly because they fail to develop a 
secure sense of identity. The skill o f the em pa
thetic walls which controls the phenom enon of 
affective resonance is perhaps one of the basic 
em pathetic skills upon which a mature sense of 
em pathy can be cultivated. Some lucky doctors 
are fairly natural at em pathic skills. They learned, 
perhaps from their parents, to listen to others for 
their ideas, their feelings and their dilem mas. But 
the rest o f  us who have not been so fortunate,

m ust learn these skills if we are to function as 
hum ane doctors and not sim ply as technicians or, 
as m echanics o f the flesh, as one of my patients 
put it. M any doctors have difficulty in the area o f 
em pathy probably as the result o f  traditional 
medical training that is itself abusive and unem- 
pathic. W e do not teach em pathy by being unem- 
pathic to our students or teach kindness by being 
abusive. There are doctors who not only lack 
em pathic skills but who are even unaware o f their 
value. Fortunately unlike our IQ, w hich is geneti
cally  determ ined  and som e say cannot be 
improved by education and training, em otional 
intelligence can continue to improve throughout 
our lives w ith the right training.

For the purpose o f teaching em pathic 
skills, Frederick Platt, in his book, Conversation  
Repair: Case Studies in D octor-Patient C om m u
nication  distinguishes betw een affectively based 
em pathy and cognitively based em pathy.12 The 
first type is a sort o f vicarious arousal, a kind of 
contagious affect. During contact with the patient, 
the therapist experiences certain feelings and asks 
him self why he feels that way. He very soon 
realises that the patient has been feeling the same 
em otion and that the affect has been com m uni
cated from  patient to doctor. Once this process is 
understood by the doctor, through an act o f reflec
tive se lf awareness, contagious affect allows him 
to act towards the patient with greater under
standing.

Frederick Platt believes that unfortunately 
m any doctors are not very aware o f their own 
feelings. M ost o f us are more cognitively aware 
than em otionally aware. W e even avoid feelings; 
our own and the feelings o f others. In this case, 
we are more likely to succeed with a cognitive 
approach to feelings. If we think first that we have 
to include feelings in our understanding of the 
interaction with the patient, we will do better than 
if we depend on catching them  from him.

The acquisition o f em pathic sk ills is 
essential because they facilitate a true under
standing and true understanding leads to com pas
sion.

In England, doctors have limited opportu
nities for the cultivation o f em pathic skills. 
B alin t/groups and the student psychotherapy 
scheme pioneered at the Departm ent of Psycho
logical M edicine at the University College H os
pital in London, are am ong the best established 
exam ples.1’ 14

However, a hum ane medical attitude that 
is based on em pathy and understanding of the 
patient’s experience of his disease is only a poten
tial and has to be protected and defended against 
a variety o f dehum anising influences.

The changing culture o f m edicine itself, 
as it becom es more responsive to the imperatives 
o f business, is m aking such care increasingly d if
ficult to make. The welfare of the patient is often 
subordinated to the concept o f the patient as an 
econom ic unit.

Ivan Illich in a recent article has identified 
a new insidious dehum anising force which com es
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from an unexpected source.15 It comes from the 
spreading influence of the concepts o f system s 
analysis which are fostering new notions and 
practices in health, w hich surreptitiously are 
affecting people’s perception of them selves. The 
patient is at risk o f  no longer being considered a 
person with hopes, feelings, and dilem mas, and 
becom ing a technological construct. This new 
approach is leading to the disem bodim ent o f self
perception. The patient is now a life. He emerges 
from a gene pool into an ecology. We tend to 
speak of health as the state o f a biological system, 
and of death as life ’s irretrievable breakdown. 
D isem bodied people are those who think of them 
selves as lives in managed states, like the RAM 
drive of their personal computer. Lives do not die, 
they breakdown. Death is an interrupted memory. 
There are no dead around, only the m em ory of 
lives that are not there.

This attitude that leaves no room for em o
tions, leaves us ill prepared to face death and die. 
Ivan Ulich rem inds of the old M editerranean 
norm that a w ise person needed to acquire and 
treasure a friend who will stand by him and sup
port him  through his dying. Today it seems that 
the general practitioner with a humane attitude 
has the potential to becom e such a friend.
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Personal Dimensions of the Hospital Encounter*
Tim Young 

4th year M edical Student, K ing’s College Hospital, London.

Introduction
1 am a fourth year medical student in London and 
as such I have been in contact with patients for 
about a year and a half. Looking back, this period 
seem s m uch longer as the clinical phase o f our 
training has been so different (and m ore interest
ing!) than our pre-clinical teaching. A lthough, o f 
course, I have m uch to learn about developing 
re la tionsh ips w ith patients, I be lieve  1 have 
already noted m any different approaches the 
medical staff around me have em ployed in their 
contact with patients. I will attem pt to describe 
these approaches and apply constructive criticism  
to them  to develop suggestions for helping future 
m edical studen ts in their re la tio n sh ip s w ith 
patients. Finally 1 will consider how the rapport 
that a m edical student builds up with a patient can 
be helped or hindered by different types o f re la
tionship roles which may have been form ed with 
other m em bers o f staff. I will be concentrating on 
the influence senior doctors can have on this rap
port as this is an area in which 1 have already 
experienced problem s on a num ber o f occasions. 
To begin with 1 shall start by describing in some 
detail the relationship I form ed with one parti
cular patient, and then m ove on to a more general 
discussion based on other experiences I have had, 
and on those 1 have observed.

Exposition
Joan Brown (not her real name) was a 41-year-old 
lady w hom  1 first met on the gynaecology ward 
where she was waiting for a cone biopsy of her 
cervix carcinom a. Our first m eeting was a brief 
one, as part o f the consultant’s ward round. Joan 
im m ediately struck me as a very open and 
friendly lady who had a good rapport with the 
surgeon (she had been under his care previously). 
I m ust confess it was this friendly aspect that sug
gested she would be a good patient to ask if 1 
could clerk for the next m orning’s operating list. 
Obviously m any patients are anxious the night 
before an operation and so do not always w el
come the prospect o f being clerked by a medical 
student after being already seen by several doc
tors. Furthermore, gynaecology patients sometimes 
feel uncomfortable about being clerked by men.

I went to see Joan in her side room  soon 
after the ward round. Luckily she did not mind me 
clerking her at all. 1 went through a b rief medical 
history with her, then came the potentially diffi
cult part. As part o f our training we are expected 
to have perform ed a certain num ber o f vaginal 
exam inations. W henever we clerk a pre-operative 
patient we are always supposed to ask their per
mission if we can perform  this while they are 
anaesthetised for the operation. Although 1 had
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asked about eight patients this before (all but one 
of whom  had kindly agreed) I still felt rather aw k
ward in broaching the question. Fortunately Joan 
said she did not m ind at all. W ith this I relaxed 
quite a bit and was able to have a good long chat 
with her.

She told me about her job  w hich was cer
tainly not one 1 regularly encounter as she was 
drum m er in a band! She went on to talk about her 
fears for the operation, w hich m ainly concerned 
the possibility that she was have to have a hys
terectom y. This was a point she had raised with 
the consultant and so I was able to repeat the 
assurances that he had given her, nam ely that the 
operation in the m orning was only to find the 
extent o f  the cancer, so that even w ere a hysterec
tom y to be advised, she w ould still have some 
weeks to think about it w ith her boyfriend. As 
medical students we are often asked questions 
like this and we norm ally have to be quite vague 
in our answers for fear o f  m isinform ing the 
patient. In this case though I felt justified  in reas
suring as I had ju st heard the consultant being 
quite specific on the subject.

At this point Joan seem ed relieved and she 
went on to explain why it w as so im portant to her. 
A lthough she was now 41 and had two healthy 
children she still desperately w anted another as 
she had split up from her husband (the father o f 
her children) and was now with a new partner. 
This m uch she had told the doctors on the ward 
round. That she told me m ore about her past I feel 
was simply due to the fact that I had time to lis
ten: a luxury we medical students have and one I 
shall be sad to lose when 1 qualify. She went on to 
reveal that she had been often battered by her hus
band but that he had got the legal rights to look 
after the children, a fact that added poignancy to 
her great wish to preserve her uterus to have one 
more child.

1 was interested to know why the divorce 
court had not allowed her to look after the chil
dren as she was their m other. To this question 
Joan went on to reveal that at the time she was 
being treated for m anic depression. The treatm ent 
she was then on (Lithium  carbonate) had necessi
tated an unwanted term ination of pregnancy and 
she had later been raped at one o f the mental 
health hostels she had been staying in.

1 felt 1 had unearthed a can o f worm s and 
found these revelations hard to fit in with my ini
tial, superficial, image I had form ed of Joan as a 
happy, normal housewife. I felt she had had a 
very rough time and 1 felt m yself desperately hop
ing that the operation in the m orning would 
rem ove the full extent o f the cancer m aking a hys
terectom y unnecessary. Especially after hearing 
of her past troubles 1 was anxious to allay the 
blame she was attributing to herself with regard to



her cervical cancer. She adm itted to having m any 
sexual partners when younger and seem ed to 
think o f the cancer as being entirely her own fault, 
or even a kind of divine judgem ent on her form er 
behaviour. O f course there is no denying that 
increased num bers o f sexual partners leads to an 
increased risk o f cervical cancer but I em phasised 
that there w ere other factors as well, such as 
sm oking (an unfortunate exam ple as she prom ptly 
admitted to sm oking ‘like a C him ney’!). I tried to 
accentuate the positive things she had done, in 
particular the fact that she had turned up for her 
cervical sm ear appointm ents, w hich had led to the 
discovery of the cancer hopefully at a stage which 
it could still be treated.

By now I really feel we had developed a 
good rapport as we both seemed fully relaxed and 
open. A t least for the m om ent Joan seemed to 
have stopped blam ing herself for her current con
dition, and even joked about her youth, describing 
herself as ‘sex-m ad’! The arrival o f a friend at 
this point provided a convenient m om ent to end 
our conversation. 1 got up and shook her hand and 
w ished her all the best for the morning. Although 
1 have clerked m any patients, it still pleases me 
when I feel 1 have really got on with a patient, and 
I left the ward with a spring in my step.

The next day I assisted at Joan ’s operation 
in the time honoured way o f medical students -  
by holding the retractors. A radical biopsy was 
taken in an attempt to provide a cure as well as a 
histological specim en. At one point in the pro
cedure a m ajor branch of the uterine artery must 
have been nicked as there was a sudden spurting 
of blood which poured w arm th over my hand. O f 
course 1 would alw ays hope that such bleeding 
would be quickly controlled, but having got to 
know Joan before hand gave an added urgency to 
this hope. As it was the surgeon quickly m anaged 
to tie the bleeding vessel and the procedure was 
quickly finished. I had not got to perform  the 
vaginal exam ination (the surgeon was worried 
that such an exam ination could cause dam age if 
the cancer had eroded deeply into the cervix). 
However, after the scare o f the blood loss I was 
just happy that Joan was alright.

Following the blood loss Joan was kept in 
overnight as a precaution. I saw her briefly before 
she left the next day. She seemed tired as if some 
of her form er sparkling character had been spilled 
with her blood. She seemed relieved now it was 
over and was already quietly steeling herself for 
the histology report on the biopsy which would 
come through in about a week. 1 realised now that 
a lot o f  her pre-operative laughing and joking had 
probably served to hide her anxiety, perhaps even 
from herself. I thanked her for her time, and really 
m eant it, but I had to leave at that point as I was 
already late for the O utpatients clinic. This hap
pened two days ago, and so at the time o f w riting 
we are still waiting for the histology report, and 1 
am keeping my fingers crossed.

Reflexion
Looking back on Joan’s stay at K ing’s Hospital, 1

can see that several types o f  relationship were 
developed betw een Joan and m em bers o f the 
m edical staff. For my own part, as perhaps suits 
my quiet and som ewhat shy nature, 1 very m uch 
assum ed the role o f  a sym pathetic  listener. 
A lthough if need be 1 can adopt a m uch more 
extrovert role (for instance when treating w orried 
parents or taking blood, when a touch of the 
show m an can be helpful to relax both parties), 
when 1 can play a more passive part in the re la
tionship it suits may nature better. 1 believe that 
this was a big advantage for form ing a good rap
port w ith som eone like Joan w ho was a bit o f an 
extrovert.

It is o f course not an absolute requirem ent 
that peoples’ characters m ust dovetail for them  to 
get on. My consultant also got on very well with 
Joan although he too w ould best be described as 
an extrovert. W hen they m et it seem ed to be an 
excuse for a tongue-in-cheek session o f m ock 
insults and jokes. In m any w ays Joan was the 
ideal patient for us to interact with as she was 
intelligent, open and friendly. A s m ost o f  the 
patients I m eet in the hospital are w orried about 
their illness o r forthcom ing m edical procedures, it 
is not to be w ondered at that it is more difficult to 
form  effective relationships with m any patients. 
W ith such patients it may be desirable to tailor 
our approach to try and relax the patient, even 
though this is som ewhat alien to my nature. In a 
sim ilar way, I expect som e patients w ould expect 
a m ore form al relationship with their doctor, and 
so m ight be offended with the intim ate, laid back 
approach my consultant tends to adopt.

W ith regards to the team  relationship and 
attitude towards Joan, I noticed that before her 
operation m any o f  the doctors were m aking jokes 
about her som ew hat different lifestyle (her drum 
ming and the fact she had adm itted to taking 
drugs in the past). This was a group o f doctors 
who I believe were particularly caring and w ho I 
have grown to respect greatly. Such flippant atti
tudes to patients are o f course com m on in the 
infam ous black hum our o f hospitals. A lready I 
m yself have been guilty o f it on many occasions, 
and I have grown imm une to it until it is directed 
at a patient like Joan whom  1 felt I have got to 
know as a person and not ju st a patient.

Such discussion opens the broader issue 
of doctors som etim es distancing them selves em o
tionally from patients to protect their feelings in 
the event o f the patient dying. It certainly would 
be unreasonable to expect doctors to grieve for 
every patient they have lost as they w ould a dead 
friend. If this were to occur m aybe a couple of 
times a week the doctor w ould surely before long 
be em otionally shattered. This is not just out of 
consideration o f the feelings o f doctors, but to 
allow them to continue providing a good standard 
of care for future patients. This dilem m a is parti
cularly acute in the operating  theatre where 
patients can potentially die in m inutes, or be 
found to have inoperable disease im m ediately 
after opening the abdomen. Such suddenness and 
unpredictability may make doctors even more
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prone than usual to build up a wall o f black 
hum our to protect their feeling. Such imper- 
sonalisation may allow the surgeon to perform  to 
his best ability. W here this is impossible, as when 
the surgeon’s relatives o r close friends are the 
patients it is standard practice to swap with 
another surgeon to avoid em otions clouding their 
clinical judgem ent.

The big danger w ith the protection o f  feel
ings by not becom ing too em otionally attached is 
that this can spill over into the doctor/patient rela
tionship. If the patient perceives the doctor not to 
be truly sym pathetic towards them they are un
likely to feel inclined to reveal their innerm ost 
feelings. Such feelings, and information o f an 
intim ate nature (eg. drug/alcohol/physical abuse 
or inform ation of a sexual nature) can be vital in 
the satisfactory treatm ent o f the patient. It is thus 
a balancing act that all physicians must perform  
with regards to their em otional involvem ent with 
patients. One indirect result o f  this can be to 
colour the opinions o f us m edical students who 
are as yet still form ing the skills o f form ing re la
tionships with patients. It is only with patients 
like Joan that I stop and think how m uch we stu
dents have already picked up from the doctors 
around us in the ‘a rt’ o f being flippant and 
detached from patients behind their backs. It may 
be that all new doctors w ould eventually develop 
such em otional defence m echanism s on their 
own. However, it is equally possible that to some 
extent their attitudes are being corrupted by expo
sure to such behaviour so early in our clinical 
experience. Possibly the occasional tutorial to 
make us aware o f these developing attitudes 
could be useful at this stage to prevent us blindly 
copying such approaches as the accepted status 
quo in hospitals.

A ction
In my interaction with Joan I felt a num ber of 
dem ands had been placed upon me. The first o f 
these I have already alluded to, namely Jo an ’s 
worry about a possible hysterectom y. Although 
she did not directly ask me about this concern, as 
she talked about the possibility I felt strongly that 
she was seeking some reassurance on the issue. 
As I had just heard the consultant clearly state to 
the patient that she would not have a hysterec
tomy in the m orning, just a biopsy, I was happy to 
echo his words. I have not always been in such a 
clear cut position. Often as medical students we 
are asked questions by patients that they have not 
asked the doctors treating them. This occurs for 
various reasons, not least because as students we 
have more time to talk and listen to the patients. 
Som etim es the patients openly confess that they 
felt it w ould have been out o f place to ask the con
sultants questions!

W hen patients do ask us students direct 
questions about their condition or prognosis it can 
put us in a very awkward situation. Not only may 
we give the patient bad advice but also we may be 
breaking the etiquette of the established medical 
hierarchy by daring to tell a patient things that the

senior doctors have not. In such situations we are 
usually advised to be vague or feign ignorance 
and advise the patient to ask the doctors who are 
treating them. The trouble is that such approaches 
can becom e so ingrained that they are still 
em ployed after w e qualify; I have seen junior 
doctors doing ju st this even when they know the 
answ er to the patient’s question. Thus patients 
may be left in the dark as no one is w illing to take 
on the responsibility  for fully inform ing the 
patient. Langew itz1 e t al have identified the poor 
inform ation given to patients as one o f  the central 
areas o f the doctor/patient relationship which 
could be improved. Som etim es this approach to 
p atien ts’ queries may be due to the unwillingness 
o f doctors to be the m essenger o f bad news and as 
such may be another exam ple o f trying to protect 
o n e ’s own emotions.

One pressure I often feel when talking 
with patients is the desire to disclose information 
about my own personal life which may be rele
vant, m uch as a friend w ould do in every day con
versation. For instance, when Joan was talking 
about her problem s with m anic depression I felt 
the urge to tell her about a close relative who has 
had sim ilar problem s. H ow ever I resisted as I 
already feel that we were given good instruction 
early on in our course when advised not to dis
close personal inform ation to patients. I found 
this to be true for me at least after several ‘disclo
sures’ from me w hich I felt seemed to rather mess 
up some clerkings I conducted with patients in the 
first few m onths o f our clinical training. For 
instance, one patient I was talking to was trying to 
lose weight to lower his blood pressure. I had 
recently been in the sam e position m yself and 
em barked on a detailed description of my suc
cessful attem pt to lose weight. I now feel that, 
w hile the doctor/patient relationship should be a 
process o f sharing knowledge, it should very 
m uch be patient based. After all, usually the 
patient has not ju st come to the doctor for a 
friendly chat. Indeed, som etim es it may be that 
this difference the m edical interview has from 
talking to a friend is one reason that patients can 
disclose intim ate details to the doctor that they 
w ould never tell their friends. Possibly the disclo
sure o f personal inform ation  by the doctor 
changes him  from a sym pathetic stranger into the 
role o f a friend which may thus inhibit full d is
closure on the part o f  the patient.

One perceived dem and I felt strongly 
w hen I first started talking to patients was that of 
not betraying confidences. O f course this is a tacit 
understanding of the doctor/patient relationship, 
but at first there was a part o f me which regarded 
sharing of a patien t’s intimate disclosures even to 
other m edical staff involved in their care as a sort 
o f betrayal. I realise that such information is vital 
to m axim ise the effectiveness o f the m edical team 
in caring for the patient, but I still som etim es 
have to w restle  w ith my conscience about 
w hether to reveal certain personal disclosures. I 
feel this dilem m a m ost acutely when I have to 
‘p resen t’ the medical history to the consultant in
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front o f the patient them selves. 1 also have to 
occasionally decide whether disclosure o f such 
information is really needed, especially as it may 
only serve as fuel for some m edical hum our at the 
patient’s expense. For instance, in the case of 
Joan 1 did not reveal that Joan had said she was 
‘sex-m ad’ in her youth with many sexual part
ners. This is o f course a factor in the aetiology of 
cervical cancer, but it w ould not affect her treat
ment now it was known she had this condition 
and m ight have m erely provided evidence for a 
joke at her expense.

One of the greatest problem s I have ex
perienced in my relationships with patients occurs 
when I am training under a senior doctor (usually 
a consultant) whose attitude to patients 1 feel is 
offensive. The great dilem m a is that this is clearly 
the way they perceive the relationship  with 
patients should be, and often try to instill this atti
tude into us. To be fair Joan ’s consultant and most 
others I have m et are nothing like this, but when I 
have come across one who acts in this m anner it 
really sticks in my m ind. For some reason m ost of 
the doctors I have m et that fall into this category 
seem to be surgeons. I do not mind so m uch if 
they lose their tem per with us, but when they 
adopt a high-handed attitude to their patients 1 do 
get very angry. The greatest difficulties I have 
faced with such view s have occurred in surgery 
out-patients. I m ust admit that often the consul
tants have had a trem endous work load, som e
times effectively doing two surgeries at once. But 
never the less they are often perform ing invasive 
procedures (such as sigm oidoscopy) and as such 
have a duty to try and prepare the patient as best 
as possible. My experience of such clinics is that 
the doctor may do nothing o f the kind and be very 
abrupt and cold with the patient. I have on seve
ral occasions seen patients reduced to tears by 
such a brutal approach. The real dilem m a I feel is 
when we have to clerk or exam ine the patient in 
about five m inutes and are told o ff if we ‘w aste’ 
time trying to be nice to the patient. M aybe 1 have 
been unlucky to have come across such doctors 
and I like to think they are rare exceptions. The 
one good thing 1 have gained from the experience 
is that the memory is so deeply ingrained on my 
mind that I believe 1 will always strive to do my 
best to avoid treating patients in a sim ilar manner. 
As we often learn from our own mistakes, so we 
som etim es learn best from the m istakes o f  those 
around us.

Progression
1 have so far m entioned several problem s 1 have 
experienced in form ing relationships, and in some 
cases how 1 have attem pted to overcom e such 
problem s. In most cases I have slowly developed 
these attempted solutions by a rather haphazard 
process o f  seeing what best suited me and from 
the occasional advice from m edical staff. In our 
two pre-clinical years we received plenty of lec
tures on the intricacies o f anatomy and bio
chem istry, but little instruction on the art o f form 
ing relations with patients. Such relationship
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skills will be im portant for the rest o f our career, 
w hilst m ost o f the anatomy and biochem istry will 
prove irrelevant for m ost o f us unless w e becom e 
involved in surgery or clinical biochem istry. One 
reason that this teaching paradox is that with fac
tual subjects like anatom y it is fairly clear what 
one has to know and it is possible to m em orise the 
facts on a short-term  basis to pass the exam s at the 
end of the second year. Relationship skills on the 
other hand seem  m uch m ore nebulous topics to 
understand. There seem  to be few o f the facts that 
m edical students are so used to learning, and there 
is the added difficulty that there is no black and 
white, right or w rong way. A s we have to adapt 
such skills to each patient it can be tem pting to 
believe that we all already possess these skills 
that we practise daily when talking with friends 
and colleagues. From my own experience I know 
m any of us (including m yself!) used these con
venient argum ents to justify  m issing some o f the 
few  lectures we received on the subject o f  form 
ing relationships with patients. This was rein
forced by the thought o f anatom y, physiology and 
biochem istry exam s loom ing large on the hori
zon, and which seem ed so m uch more immediate 
and important to us at the time. This is a vital 
point to be considered when developing any stra
tegy to improve the m edical education concerning 
relationship skills. Unless it is felt to be important 
to them  m any students will sim ply not turn up to 
such sessions. This may seem  terribly ungrateful 
but I think it is understandable in the context o f a 
m edical course w hich is littered with tests which 
m ust be passed in order to eventually qualify as a 
doctor. Students may thus be forgiven for con
centrating on those topics they feel they had to 
m aster for such tests. U nfortunately, the develop
ment o f exam s to test such skills is m uch more 
difficult than designing a test o f m edical know 
ledge. Furtherm ore, com pelling students to attend 
by use o f registers im m ediately form s a barrier of 
resentm ent betw een them and their teacher. This 
may be overcom e when sim ply teaching a factual 
subject, but when teaching about doctor/patient 
relationships it is not sufficient to ensure that the 
students are m erely physically present or scrib
bling down notes. They must be w illing to share 
in the discussion with their em otions and for this 
they should ideally actively w ant to be present 
and learning.

How should one overcom e these obsta
cles? For a start, I would question the value of 
increasing the am ount o f teaching time spent on 
these topics before the students have really met a 
patient them selves. In my year this did not ac
tually happen until the beginning of our third 
year, but more medical schools in the U.K. 
(including K ing’s from next year) are trying to 
provide a more integrated course with, patient 
contact alm ost from day one. I believe it is im por
tant to give most o f the teaching on relationships 
with patients after  the students have met patients 
them selves as then any teaching can be more 
interactive. Ideally students could then present 
the problem s they have experienced with patients
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and discuss ways o f overcom ing these problem s 
as a group. The o ther m ajor point is a personal 
one, but one I believe applies to m any other o f the 
students in my year. This is sim ply that you may 
not really see the point in discussing relationships 
until you have come across difficulties with them  
on the wards. Furtherm ore, as I found w ith Joan, 
you get a wonderful feeling when you feel you 
have got on really well w ith a patient, and you 
actively want to find out how you can increase the 
num ber o f patients this happens with in the future.

W ith regards to teach ing  m ethods 1 
believe that the traditional lecture form at has only 
a very lim ited role, such as in introducing the 
basic concepts o f the m edical interview. Past this 
introductory stage I feel group sharing of points 
o f view , experiences and em otions is vital. For 
m yself the m ost productive sessions I have done 
in this regard were role-play exam ples. These 
were perform ed as part o f our general practice 
and palliative care courses. W e had to play either 
doctor, patient or relative. The settings consisted 
o f either trying to find out a hidden agenda the 
patient had or o f breaking bad news to a patient. 1 
personally found the role o f  the doctor breaking 
bad news to the ‘pa tien t’ to be one o f the hardest 
and m ost rew arding things I have done since 1 
started m edicine. This session was especially 
challenging as the student playing the patient had 
just in real life suffered a m ajor bereavem ent. It 
felt intensely awkward at first perform ing in front 
o f the rest o f group but 1 quickly forgot they were 
even there as 1 struggled to break the bad new s in 
the best way possible. At the first attem pt I made 
m any m istakes w hich 1 recognised even as the 
words w ere leaving my m outh. My m ajor error 
was hiding behind medical term s and figures. 
A lthough it is alw ays a bit difficult to take even 
constructive criticism  from your colleagues, I 
realised that we learn from our m istakes and I 
tried again. The second tim e I really felt I had 
achieved the right balance and was greatly helped 
by the silent encouragem ent o f my w atching col
leagues. W hen we had finished and left the room 
1 m ust admit to feeling elated as if 1 had really 
achieved som ething.

Two weeks later I was clerking a patient 
w hen 1 sensed there was some great trouble on 
her mind. I gently questioned her and the story 
came out that she w as terrified that she had breast 
cancer as her sister had just died o f this cancer 
after m onths of agony. I can still picture the cubi
cle as she quietly sobbed and I did my best to 
com fort her. It was near the end of our conversa
tion that I realised with a shiver that I have been 
subconsciously follow ing my ‘ro les’ o f  a few 
w eeks before. It was then that I really felt I had 
indeed achieved som ething in the teaching ses
sion. W hen I went out of the cubicle I mentioned 
the lady’s fears to the doctor concerned, who had 
not been told this when she had clerked the 
patient earlier.

I have so far praised the role-play model 
o f teaching, but it does have serious drawbacks. 
For a start it is som ething m any students are very

reluctant to perform , perhaps aware o f the intense 
em otion needed to really m ake it w ork. I certainly 
felt very m uch the same, and had to be alm ost 
dragged on to ‘stage’ to perform  my role, but I am 
eternally grateful I did so. Possibly people like 
m yself who have benefited from  this technique 
should attem pt to explain the benefits m ore to our 
colleagues to try and overcom e anxiety about it.

The o ther m ajor problem  concerning role- 
play is that, as I found out, everyone present, even 
the observers, need to be totally com m itted. I 
have perform ed in role-play w hich has been 
utterly useless as one or m ore participant was not 
really taking it seriously. Possibly such hum our 
may be used as a protective wall against the stu 
den t’s fear o f exposing his em otions. W hatever 
the reasons though, I do believe that it is so essen
tial that only com m itted people take part that I 
would far rather a few students turned up who 
wanted to participate rather than insisting every
one was present. This may seem  a bit prudish, but 
as I have experienced both the potential for this 
method to succeed and to fail it is a belief I now 
hold very strongly. This should in no way set 
about excluding students. Possibly it would be a 
good idea to provide an optional role-play session 
every few weeks of our clinical course in the hope 
that at som e point m ost students w ould attend at 
least once. T his may then have two additional 
benefits. W e come across difficulties with patient 
interaction at different tim es to each other and so 
could thus attend a role-play session when they 
felt it w ould be m ost useful to them . Furtherm ore, 
larger sessions are in danger o f corruption by peer 
pressure. By this 1 mean that the presence o f 
many colleagues may provide further inhibition 
to the ability to open out em otionally. Small 
group sessions in my experience tend to be more 
intimate and intense. Small groups have the addi
tional benefit that naturally m ore reserved, indi
viduals (like m yself) have more opportunity to 
voice their view s. It is all too easy in larger 
groups to allow a few outspoken colleagues to 
v irtually  m onopolise  the co nversa tion . By 
em ploying skilled counsellors to guide such small 
group sessions, students would know they always 
had som eone they could go to, to discuss any fur
ther issues that have arisen from  their relations 
with patients.

C onclusion
I have presented  a h ighly personal account 
describing my own experience of interaction with 
patients. From  first considering one patient in 
detail, 1 have expanded my discussion to try and 
cover m ost o f the issues I have encountered in the 
eventful first eighteen m onths o f my clinical 
course. By its very nature such a personal 
approach will lack the scientific significance of 
broader surveys, and 1 accept that my exam ples of 
the attitudes I have experienced from both doctors 
and students may not be representative. However, 
the subject m atter, I have covered cannot be 
excluded from the em otional and personal feel
ings they arouse and so I feel justified in my
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approach w hilst accepting its scientific lim ita
tions.

By exam ining the problem s experienced 
in developing a rapport with patients I have 
attem pted to suggest solutions. These solutions 
include both those 1 have found best suit my own 
character, and those which could be developed to 
improve the medical education we receive as stu
dents on the subject. W ith regards to the educa
tion we do receive as students 1 believe there is a 
great deal o f  room for improvement. W hilst I 
have been realistic in adm itting the high rate o f  
absenteeism  among students on such courses, 1 
have given possible reasons for the reluctance 
students m ay have in attending these sessions, 
and how  the sessions could  be changed to

improve the situation.
My final proposed teaching m odel is 

based around a fairly frequent, optional small 
group session which utilises role-play and group 
discussion. Such a m odel would, o f  course, be 
based along sim ilar lines to the Balint model, 
such as has been successfully used for general 
practitioners in the UK.2 1 have argued that such 
sessions would be m ost useful only after we have 
begun seeing patients. Finally it would be worth 
pointing out in view  o f the attitudes o f a few of 
the doctors I have described, that such a group 
fram ework could be extended to include doctors 
them selves. Thus it w ould be possible to continue 
m edical education in this central area o f m edicine 
even after we qualify.3
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International Balint Award 1997 
for Medical Students

For m ore than 25 years general practitioners, clinic doctors, staff m em bers o f universities and m edical stu
dents have met for international sem inars at the historical ‘M onte V erita’ (the mountain o f the truth) in 
Ascona. O w ing to their influence on m edical training in medical schools these sem inars are acknowledged 
as the ‘Ascona M odel’ (W HO), and their main purpose consists in Balint team work, exam ination of the 
doctor/patient relationship in a group setting.

M edical students are invited to subm it a paper based on their personal experience o f relationships 
with patients. An award of S F R  lO’OOO. will be m ade to the author o f the best description.

The criteria by which the reports will be judged are as follows:
1. Exposition. The presentation of a truly personal experience o f a student-patient relationship. 

(M anuscripts o f a form er medical thesis or diplom a cannot be accepted).
2. Reflexion. A description of how a student actually experienced such a relationship, either individual

ly or as part o f  a medical team. This could reflect m ultiple relations betw een students and the staff of 
various specialities, and working routine within different institutions.

3. A ction. The student’s perception of the dem ands he (or she) felt exposed to, and an illustration of how 
he then actually responded.

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

Six copies o f the written subm ission, each containing the author’s name and full address should 
be posted, not later than 31st o f January, 1997 to the follow ing representative:

Prof. Dr. med. Dr. h.c. Boris Luban-Plozza, CH-6612 Ascona.
The presentation of prizes will take pice at the M onte V erita Centre, in Ascona, Sw itzerland

on 12 A pril 1997
All information can be obtained from: Foundation o f Psychosom atic and Social M edicine,

CH-6612 Ascona.
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Enid Balint’s Contribution to General Practice*
Andrew Elder 

General Practitioner, London 
Consultant in General Practice and Primary Care, Tavistock Clinic, London

For more than twenty years, Enid B alint held a 
unique position in the m edical world, having 
gained an unrivalled body of experience as a 
psychoanalyst working with doctors. Her per
sonal contribution to B alint work w as untiring. 
Until well into her eighties, she continued to con
duct research groups, dem onstration groups, and 
to write chapters o f books, as well as m aintaining 
supervision by correspondence with colleagues in 
other countries.

Despite the length of her experience of 
this work, Enid Balint rem ained acutely aware of 
what was unknown, and what lay uninvestigated. 
In her written work, she always stressed how pro
visional any conclusions were and pointed the 
attention of readers to the future. This is clear 
from her preface to the last Balint book (E. Balint 
et al, 1993), in which she defines the aim  of 
Balint-w ork as ‘to get to the heart o f  the m atter 
with general practitioners. And to study what is 
intrinsic  to general practice: w hat general practi
tioners cannot avoid w hether they want to or no t.’

It was in the early 1950s that Michael 
Balint resum ed the work he had started with 
general practitioners in the 1920s, in Budapest. 
(M. Balint, 1926). Enid joined him in thinking 
about this venture from the outset. One origin of 
the approach that the Balints took with general 
practitioners lay in the m ethod that Enid had been 
developing in 1948 with social workers studying 
marital problem s. Her em phasis in that work was 
on the unconscious com m unication in the m ar
riage itself. There was little to be gained in seek
ing to understand the individual partners separa
tely. Balint-groups are vehicles for observing the 
doctor/patient relationship (the marriage), and 
rapidly lose their way if they give too much atten
tion to understanding either the patient or the doc
tor individually. In her work with m arriages in 
difficulty, her focus was not on what should be 
happening, but in trying to understand what is 
happening. In the context o f m arital therapy, this 
may seem rather obvious nowadays, but this was 
1948, and the distinction is certainly still arresting 
when it is transposed into its general practice con
text. Enid Balint was not concerned with what 
General P ractitioners should do with their 
patients, and certainly not in providing them with 
psychological training. Her concern was with the 
difficulty o f observing what it is  that General 
Practitioners do, and whether a psychoanalyst 
could be helpful to them in their work.

From this partnership o f mutual learning 
between psychoanalysts and doctors, Balint-work

* Based on address given at the Scientific M eeting of the British 
Psycho-Analytical Society on 20th September 1995. and with 
acknow ledgem ent to the Editor of Psychoanalytic  
Psychotherapy. (1996) 10.2. 101-108.

was born.
The initial access on training general prac

titioners to be psychotherapists soon shifted. 
From the beginning, there was an accom panying 
description of the need to observe the dialogue of 
offers and responses betw een the patient and the 
doctor, in order to evaluate the therapeutic or 
counter-therapeutic effects o f the doctor’s work 
on w hat was then referred to as the developm ent 
o f the illness. The w ork that began in 1965 and 
was published as Six  M inutes fo r  the Patient (E. 
Balint, et al, 1979) after M ichael B alin t’s death, 
began investigating techniques that ‘would enable 
the doctor to offer psychological help to any of 
his patients’, and w ould fit more comfortably 
with the tim escale and o ther dem ands o f the doc
to r’s daily work.

It seem s to me that it is in the develop
ment o f this latter strand o f the work with a much 
enhanced understanding of the natural strengths 
o f the General Practice setting, and the increasing 
shift towards a m ore receptive role for the doctor, 
that Enid B alint’s particular influence lay. This 
resulted in a more m odest, and perhaps a more 
sophisticated role for the General Practitioner, 
and one that is at greater variance to the usual axis 
o f medical thinking, in which there is a cause for 
suffering, or a villain o f the peace. The transition 
m ight be described as the move from one-person 
m edicine to two-person medicine.

The sem inars were always described as 
research-cum -training. Latterly Enid Balint wrote 
that ‘the value o f a B alint-group is to facilitate 
observations.’

In a Balint-group, there are three distinct 
but closely inter-related working relationships, 
where new ideas can em erge, and which are also 
the instrument through which observations are 
made:

the relationship betw een the presenting 
doctor and the other doctors;

the relationship betw een the leader and 
the group;

and m ost important, the relationship w ith
in the presenting doctor o f that curious tandem, 
the patient and doctor together.

Enid rem ained actively interested in con
sidering how a psychoanalyst can be useful in 
working in a group with doctors. In 1975 she 
drew attention to the richness of observing what 
she called at that time ‘unnoticed happenings’, 
but went on to make it c lear that these were not 
the unconscious processes in the mind of either 
doctor or patien t w hich cannot be reliably  
observed in this setting, and are therefore not 
helpful. She was referring to the less ‘no isy’ 
aspects of both the doctor’s and patient’s thoughts 
and actions. (E. Balint, 1993).
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The noise o f m edicine is often deafening. 
Just as doctors cover their ears and protect them 
selves by asserting their medical expertise, so the 
danger is in a Balint-group, that the psychoanalyst 
leader will retreat sim ilarly to his own more 
fam iliar territory, by offering a form  of group 
supervision or psychological understanding about 
hum an relationships.

She felt that psychoanalysts must allow 
them selves to be used by the group m ore ‘like a 
clinician in a professional setting, not to teach 
theories, but letting the group do the work, help
ing perhaps by telling it what it has said, rather 
than by interpreting underlying m eanings’. Her 
em phasis is always on the need for understanding 
to be gained from within and not imposed from 
without. This em phasis comes from the acuteness 
o f her concern that the individual -  the doctor or 
the pa tien t -  should  have their autonom y 
strengthened as a result of the w ork and not as she 
put it, ‘be neglected by being “understood”, in a 
way w hich is not understanding but m isunder
standing’.

Any com m ent that Enid made in a group 
of doctors had to be judged useful and m ade in 
such a way that it was com patible with the doc
to rs’ own thinking. This applied to content, lan
guage, tim ing and her whole m anner o f being as a 
psychoanalyst leader in a group. For her, this was 
an exercise in shared discovery, between equal 
but distinct partners; always guarding against 
intrusion, and the subtle underm ining o f profes
sional functioning that could follow from the 
introduction of concepts derived from one setting 
but w hich m ight well be a foreign body in an
other, although no less eagerly seized on because 
of this. It was for this reason that she believed that 
psychoanalysts needed to w ork in a group with 
General Practitioners for some time before they 
could successfully lead Balint-groups -  they had 
to ‘subject them selves to the thinking, feeling, 
despair and pleasure o f general practitioners.’

General Practitioners work in a setting 
where huge anxieties prevail, and where the 
heavy responsibility for the continuing m edical 
care o f  one individual by another, lies. But w ith
in this setting, important conflicts which may 
have a significant bearing on the patient’s current 
problem , can float close to the surface. Am ongst 
the reasons for this are that patients can come to 
doctors at a time of need; often propelled by 
forces which are repeatedly looking for recogni
tion; and that within a doctor’s surgery the psyche 
doesn ’t feel too scrutinised (at least at present); 
and that the relationship with a doctor powerfully 
reproduces early patterns and that this is much 
intensified by the physical contact, care and atten
tion given to the patient’s body. The possibility of 
brief contacts within an unlim ited long-term com 
m itm ent allows the patient to use the doctor at a 
pace, depth and rhythm  o f his own choosing; as 
well as allowing the doctor to set the necessary 
limit on his own involvem ent as well. Enid Balint 
wrote in 1979, ‘The therapy, we think, lies in a 
peculiar intense flash of understanding between

the doctor and patient in a setting where an on
going contact is possible, where neither the doc
tor nor the patient gives up his self-esteem . The 
patient’s ego functioning is enhanced, rather than 
dim inished. O ne could say he becom es more “full 
o f h im se lf’, accepting, though not necessarily 
condoning , his fa ilu res, w eaknesses and 
strengths.’ (A. E lder et al, 1979).

If such a m om ent occurred, she later 
thought that it was not always necessary for the 
doctor to verbalise this to the patient. She felt that 
for the patient to be able to change in relation to 
the doctor, and therefore possibly in relation to 
him self as well, it was necessary for the doctor to 
allow a m om ent o f  im aginative perception about 
the patient’s experience -  sufficient to change his 
view  of the patient -  to live with him for a while; 
not necessarily verbalising it, since the receipt o f 
it by the doctor, may well m ean that the change 
for the patient has already occurred, and that the 
verbalisation, therefore, would then by m ainly for 
the doctor’s benefit, and run the risk o f threaten
ing the patien t’s self-esteem .

These therapeutic changes are not the 
direct object o f  Balint-training, but arise when 
doctors work with their attention on the relation
ship, and how the patient uses them rather than 
looking for causes. It is not an aim  but a result.

General practitioners who becom e interes
ted in w orking this way may develop their capa
cities to m ake connections which often lie in rela
tively unseen territory. These may becom e visible 
in the doctor/patient relationship but also may lie 
betw een body and m ind, or betw een different 
periods o f time in the life o f the same individual; 
or within that individual, betw een different areas 
o f  function  w hich are often only exam ined 
through the techniques and understanding o f 
more specialised colleagues. Our theory when 
consulting as general practitioners is to be w ith
out theory.

For Enid Balint, theories were a necessity 
in som e respects, and could be helpful in m aking 
observations, but also must be constantly sus
pended to allow fresh observations to occur.

It alw ays seem ed to me that Enid pos
sessed a deep respect for the m ethod of observa
tion, the necessity o f that structure, and the 
seriousness o f the task, but within that had an 
extraordinary fluidity, and capacity for tolerating 
unknowing, w ithout passivity. Her firm ness o f 
purpose seem ed to derive from a great confidence 
and belief in the creative value o f bearing the d is
com fort o f  not knowing. And her fluidity seem ed 
born o f a deep know ledge of the paradoxical and 
contradictory in life and, perhaps, from a love of 
the unique and unusual.

She was adept at bridging different areas 
o f  thought in a deceptively simple way. In a group 
of doctors, it was Enid Balint who most com 
pletely em bodied a totality o f listening in which 
there was no division between m ind and body. 
She seem ed m ore fam iliar with the voice o f the 
body than any o f us w ho work with it and through 
it every body. She held a great belief in the im por
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tance o f the difficult work of general practi
tioners, w hich w as heartening for us who do a job 
that people often think is easy. She often com 
m ented on how hard general practitioners find it 
to see when they have done som ething well. She 
enabled us to articulate those aspects o f our work 
which are least easily noticed, and are often over
looked by general practitioners them selves, but 
are perhaps m ost characteristic of our work.

As this only easily em erges in the descrip
tion of a case, I w ill briefly describe the history of 
a patient 1 saw  last Friday:

M aude is an 86-year-old woman who has been a 
patient o f mine for twenty years, but of the practice since 1948. 
She has a rather reddened face, now walks slowly and with 
effort, and is short of breath. She has two sons both of whom 
have fam ilies and live at opposite ends of the country. Her hus
band died in 1968 and she has not remarried. She has a kind face 
which easily breaks into pleasant humour. 1 feel warmly 
towards her and I feel that she regards me with the fondness she 
might feel towards a son.

Over the years, I have treated her for many conditions 
-  she has been in heart failure, and needs regular medication for 
her blood pressure. She has what seems a depressive core, and 
many consultations over the years have touched on this. There 
is a sparing quality in her relationship with me, and a little help 
seems to go a long way. Ten to fifteen years ago she had quite 
frequent episodes of what we both came to know and refer to as 
Roger’s disease. There were urinary tract infections that hap
pened almost invariably when she was staying with her son, 
Roger, and his family. This realisation had led us to considering 
different aspects o f her relationships with her two sons and their 
families.

Last Friday morning was the first 4ime I had seen seen 
her since returning to work after six m onths’ sabbatical leave 
from my practice. During the five weeks since my return, I have 
found it interesting to observe the various different ways in 
which people have missed me, or not, and the different shades 
of meaning conveyed in the way that they comment on my 
absence, or on my return, but I don’t think I have made any use 
of this information w ith a patient, other than by noticing it, and 
enjoying chatting about it with some.

But as M aude came into my room, there was no doubt 
(in my mind) of the genuineness with which she said how 
pleased she was to see me again, and she added, that she had 
wondered, would 1 ever come again? She had been to see a col
league, accompanied by a friend, because she had lost her voice 
and had felt tearful and depressed. He had said that he dare not 
give her anything because of all the other medicines that she 
takes.

What do you think, doctor E lder?’ Her voice had bro
ken while she talked and many thoughts had gone through my 
mind as I listened. I encouraged her to talk on if she wanted, and 
to cry if that was how she felt. ‘Not with you just back, doctor', 
adding. I'm  slowing down so m uch'. And later, ‘maybe it 's  
how lonely I feel’.

1 was especially struck by the intensity of the feeling 
conveyed in her worry that she might not see me again and her 
relief at my return. A fter a while. I said that I had a thought, but 
didn 't known whether it would help -  saying that when I had 
noticed how relieved she was to see me, I had wondered about 
her sons, and was she worried that she might never see them 
again?

She replied. 'I t 's  funny you should say that, Doctor, 
because they never leave my mind at present'. She had spent 
time with both families quite recently, and went on to mention 
things about them and what she had said to them. 1 then said that 
'with all their love and attentiveness, the thought might have 
been at the back o f your mind, how much you will miss them, 
and they you. when the time for parting com es'.

There followed a few’ moments of great intimacy 
between us. and she wanted to hold my hand as she sat and 
spoke a little. A fter a while, we talked on.

I d idn’t prescribe anything to her, but said 
that I would like to see her in one w eek’s time. 
Am ongst other things, 1 wanted to see what the 
effect of this consultation had been on how she 
was feeling. I cannot com plete this report, 
because that consultation will be in two day’s

time. But 1 can tell you som ething of why I have 
included this snapshot o f general practice in this 
paper.

A fter this consultation, Enid B alint came 
into my m ind; partly because 1 was w riting this 
paper, partly because of my relationship with this 
patient and the content o f the consultation, which 
clearly has m any resonances. 1 was aware o f some 
o f them  while I was with the patient, and some 
which w ill have becom e apparent to you while 
listening.

For all general practitioners who worked 
closely with Enid Balint over the years, and cer
tainly for m yself, she was the m other o f  our p ro
fessional efforts, and there is great sadness in 
being parted from  her. But for other reasons too.

A s 1 thought about this consultation more, 
it seem ed to have so m uch of the ‘heart o f the 
m atter’ o f  general practice in it, and therefore 
E n id ’s view  o f B alint-w ork. And perhaps, I 
w ould like to think, her love and interest in this 
kind o f general practice work.

It also seem ed to me m isleading to try to 
talk about general practice w ithout a case-history; 
to talk about it in theory. And particularly so, 
when it com es to discussing Enid B alin t’s influ
ence on our work, as she w ould have distrusted 
any purely theoretical exposition o f Balint-work, 
perhaps more than anyone I can think of.

A nd lastly I thought, can I really present 
this? Is it a bit o f a risk? B ut then I decided to do 
so because o f that early phrase o f M ichael 
B alin t’s with w hich he used to describe the neces
sary driving force for the groups that general 
practitioners needed to contribute -  they had to 
have the ‘courage o f their stupidity’ -  m eaning 
that they needed to risk their personal hunches 
and thoughts, rather than hiding behind m edical 
safety. We m ight alter the phrase and m ake it 
kinder to general practitioners in the 1990s, and 
perhaps put it m ore into E nid’s language, by 
referring to ‘the courage of their im aginations’.

And so I felt I cou ldn’t find a better way 
to talk about Enid B alin t’s contribution to general 
practice; w hich was not made by teaching us any 
‘rig h t’ way to do things, or in teaching us the uses 
o f psychological understanding, but by helping us 
to be m ore fully ourselves in our work, and there
fore more com fortable within it and satisfied by 
it.

I would like to give Enid Balint the last 
w ord. In her Freud M em orial Lecture, 
Psychoanalysis and M edicine, given in 1975, she 
reported a doctor as saying, ‘The group has given 
me a preparedness to "be daft, to make irrational 
observations and then to try and make sense of 
them ’. She then adds, ‘It w ould be good to think 
that p sychoanalysts can free physic ians and 
physicians free psychoanalysts too, to feel ‘da ft’ 
som etim es, to alter their habitual ways of looking 
at people ... and bear the tem porary loss o f orien
tation and the bew ilderm ent that may ensue; and 
then to work, not at finding easy ready-m ade 
answers, but to see what is there to be seen . . . ’ 
(Balint. 1993).
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If this can continue to happen, then the 
relationship betw een psychoanalysis and m edi-

Balint, E. (1993). They Psychoanalyst and Medicine, Freud 
M emorial Lecture delivered at University College, London, 
on 10 M arch 1975. Page 140 in, B efore I  was I: 
Psychoanalysis and  the Im agination. London. Free 
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cine w ill continue to grow and be creative, and 
benefit not only ourselves, but our patients too.
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an essential aspect o f  the activities o f  the Association o f Psychoanalytic Psychotherapy in the National
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Research and Hermeneutics*
A. J. Hazzard 

General Practitioner, Stansted, Essex.

It is rather disappointing that so m any research 
projects in general practice follow the received 
m odel o f statistically-legitim ated num erical com 
parisons more appropriate to the technologically- 
based specialities. It is disappointing because the 
richness o f inform ation contained in the discourse 
o f  general practice resides far more in narrative, 
myth and m etaphor than in the sanitised data that 
can be squeezed through the categories o f epi
dem iology and o ther im posed fram ew orks. 
Perhaps w hat is perceived to be lacking is a philo
sophy o f science that is able to respond critically 
to the kinds o f information and versions o f truth 
that emerge so copiously from general practi
tioners’ daily engagem ents -  in other w ords to the 
‘poetics’ of practice.

C onventional m edical science is con
cerned with a search for positive knowledge 
appropriate to the natural world o f physical 
objects. The body as a natural object is properly 
exam ined by an objective, natural science accord
ing to the paradigm  established by Immanuel 
Kant in his w ork for the conditions for the possi
bility o f knowledge. In the m id-19th century, 
August Com te and John Stuart Mill saw no rea
son why the social and human sciences should 
not also be bound by the m ethodologies and truth 
criteria o f ‘positivist’ natural science.

A hundred years ago, W ilhelm  Dilthey 
criticised the prevailing positivism of his age and 
suggested that, as the objects o f the human scien
ces were constructed rather than natural, they 
required a scientific  m ethodology special to 
them selves. He contended that the human scien
ces were concerned with understanding, whereas 
natural science was concerned with explanation 
and prediction. Dilthey looked for an ‘herm eneu
tic ’ m ethodology that would enable understand
ing of the intentions o f the authors and creators of 
human artefacts and expressions, which he called 
‘objectifications o f life’.2

Herm eneutics began as a science o f inter
pretation with its roots in the ancient practices o f 
philology: the interpretation of classical writings, 
and exegisis: the interpretation of religious texts. 
W henever an expression is fixed in writing it 
occupies a situation in history and becom es 
increasingly distant from the advancing present, 
eventually requiring an act o f interpretation if it is 
again to becom e m eaningful. To D ilthey 
herm eneutics was not just to do with written texts 
but with all human expression, including ordinary 
conversation, facial expression, gesture etc. He 
drew on the work of Schleierm acsher, an early 
19th century exegist, who wanted to establish 
m ethods for overcom ing the alienating distance

* Address given at the meeting of the Balint 
Society on 24 October 1995.

betw een author and interpreter to reconstruct the 
context o f authorship, and to approxim ate as 
closely as possible to an understanding of the 
author’s intentions.

In m any w ays, D ilth ey ’s m odel o f  
herm eneutic m ethod and validation fits with the 
aspirations o f the hum an-science aspects o f m edi
cine and psychology, where the patient as whole 
person, rather than as mere set o f  functions, is the 
object o f  interest. On the other hand, the patient is 
still an ‘object’ the doctor clings to the position o f 
neutral observer from a privileged, ‘Archim edial 
po in t’, and the whole m ethodology rests upon 
objectifications that are ultim ately reductionist, 
depending upon the assum ption of a ‘rea l’ reality, 
grounded som ewhere far from the ordinary reali
ties o f immediate experience. We now know that 
not even physics itself can be grounded in such a 
way, and that sciences that assum e such a reality 
are only m aking use o f a convenient illusion. 
During D ilthey’s lifetime his colleague, Edmund 
Husserl, was looking for an alternative basis for 
hum an reality in the actual encounter o f  human 
consciousness with the world. He was investi
gating the possibilities for invariant structures in 
the way consciousness engages with phenom ena 
and his w ork established the beginning o f the sci
ence of phenom enology. He remained, however, 
bound to the assum ption that the Cartesian se lf or 
‘transcendental ego’ is a fundam ental given and 
starting point for the investigation for any kind of 
reality .“

M artin Heidegger, a pupil o f  Husserl, 
becam e interested in phenom enology, whose 
insights he used to propose a radical transform a
tion o f the whole enterprise o f  understanding. 
Heidegger was concerned with the m eaning of 
being, and particularly o f human being, whose 
uniqueness consists in the capacity for such a 
concern. Leaving aside all legitim ate astonish
m ent at such an am bitious enterprise, the im por
tant feature o f H eidegger’s work for the develop
m ent o f herm eneutics was his contention that 
understanding is neither an act nor a m ethod but 
actually  an aspect o f  hum an being itself. 
Understanding is not what we do, but what we 
are. A ccording to Heidegger, the prim ordial 
understanding that we are finds itself thrown into 
a particular situatedness in the world and in time, 
but also with a sense o f projectedness into its 
future possibilities. It follows that all in terpreta
tions, m eanings and information are derivative of 
the understanding that is part o f our being. 
Human being and its m eaning is, therefore, fun
dam entally herm eneutic.7

H eidegger’s work represents a break with 
the idea o f em pirical events som ehow ‘carried ’ as 
know ledge to w ithin a Cartesian self. After
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Heidegger, the se lf is a derivative construct. The 
nature o f hum an being is to be in its world: to be 
identified with its situation of being-in-the-world, 
o f  which it already possesses understanding. The 
split betw een subject and object thereby becom es 
healed.

Heidegger gave no indication as to what 
his ‘fundam ental on to logy’ (philosophy of being) 
m ight imply for the hum an sciences, but his pupil, 
Hanz-G eorg Gadam er -  still living and working 
in Heidelberg at the age of 95 -  has undertaken to 
develop a philosophical herm eneutics that m ight 
serve as a fundam ental grounding and response 
for the practice o f hum an science. Gadam er 
regards the interpreter as w orking from  within 
finite horizons determ ined by her or his position 
o f being situated within a given tradition. This 
situatedness o f the interpreter’s pre-understand
ing m eans that the text is approached with initial 
pre-judgem ents or prejudices that may be open to 
m odification. A lthough the horizons of the tradi
tion-bound interpreter are finite, they can be open 
to fusion with the horizons o f  the text, which then 
becom es appropriated in a way that allows a 
m utual belonging, and avoids an alienating ‘dis- 
tantiation’ which would be typical o f the objec
tifying m ethodologies o f traditional herm eneu
tics, and, o f course, of the positivism  o f natural 
science and some social sciences.34

According to Gadam er, the tem poral and 
or cultural space betw een text and interpreter 
need not represent alienation, but rather provide 
the continuity  through in tervening historical 
traditions that connect that than separate the hori
zons o f interpreter and text. Each consciousness is 
shaped by the effect o f history in a way that can 
never be com pletely appreciated or com pensated, 
but consciousness o f the effect o f  history needs to 
be reflected upon, or the effect takes place 
'b eh in d  o n e’s b a c k ’. All the structures o f 
G adam er’s version of primordial understanding: 
trad ition , prejudice , horizons, tex ts in the 
broadest sense, and consciousness itself, are 
entirely constituted in language. Language, in its 
broadest sense, is the matrix within all human 
understanding of the world is contained. It is only 
through language, says Gadam er, that we have a 
world at all.

A conflicting branch o f herm eneutics 
em anates from the Frankfurt School o f Critical 
Theory and is principally represented by Jurgen 
Haberm as. In H aberm as’s view  tradition and 
prejudice are aspects o f ideology that should not 
be accepted lightly, but should be subject to criti
cism. W e are all liable to false consciousness 
through distorting form s of com m unications, 
either as a result o f an ideology acting for a cer
tain interest, or from unconscious repression. 
Haberm as identifies a technological interest con
cerned with exploitation (representing the present 
dom inant ideology), a com m unicative interest 
concerned with ‘h istorical/herm eneutical’ human 
science, and an em ancipatory interest concerning 
the critical social sciences. False consciousness 
may be corrected by critical social sciences such

as psychoanalysis and the critique o f ideology. 
Haberm as aim s tow ards hum an em ancipation by 
means o f the critical exposure o f ideologies that 
work to distort com m unication through their u lti
mate recourse to violence. The goal o f em ancipa
tion would be the ideal discourse, free from all 
distortion. H aberm as sees interpretation as a c ri
tique of the ideology represented by the text, or as 
a ‘depth-herm eneutics’ in the case o f psycho
analysis, in w hich the desym bolisations that have 
resulted in sym ptom -form ation are retraced, and 
resym bolisation established.56

G adam er’s philosophical herm eneutics and 
H aberm as’s critical herm eneutics are both 
philosophies capable o f providing a response to 
the truth claim s o f a narrative or interpretative 
science. G adam er looks for truth in an ontology 
of understanding and Haberm as m easure truth 
according to em ancipatory power, but the trouble 
is that these two form s o f grounding appear to be 
widely divergent, if not antagonistic. How is one 
to make use o f such philosophies that diverge 
from each other, as well as from D ilthey’s more 
trad itional enterprise  o f  m ethodolog ical 
hermeneutics?

Paul R icoeur acknow ledges that philo
sophical and critical herm eneutics start from two 
very different standpoints -  G adam er from situa
tedness in tradition arising from  the past and 
Habermas from anticipation tow ards enhanced 
em ancipation in the future -  but that they have 
sufficient com m on ground to constitute together a 
useful philosophy for the hum an sciences.9

Ricoeur contends that there are m om ents 
of critique in G adam er’s situated interpretation 
and a traditioned, even ontological, basis for 
H aberm as’s critique o f ideology. He says that 
there can be no interpretation w ithout a degree of 
distance from the text. W hat is said achieves 
autonomy from  the circum stances o f the saying, 
from the intentions o f  the author and from the 
intended audience. There m ust be a degree of 
explanation in term s o f the structure o f a dis
course, even though it is read from an ever-chang- 
ing historical situatedness. Although the neutral 
subject is untenable and the se lf exists only by 
interpretation o f its world, the se lf is enlarged by 
appropriating the world unfolded in front o f the 
text. The change in the ego and de-reification of 
the self that takes place before the text has an 
affinity with H aberm as’s critique o f false con
sciousness.

According to Ricoeur. H aberm as’s ‘inter
ests’ must be dependent som ewhere upon a philo
sophical anthropology and ontology akin to 
Heidegger’s analysis o f  hum an being, that is, 
open to a theory about the fundam ental nature of 
the human relation to the world. H aberm as’s 
acknowledgem ent o f consciousness made finite 
by ideology has som ething in com m on with 
G adam er’s finitude o f  prejudice, both ideology 
and prejudice being open to m odification through 
reflection. The em ancipatory interest in free com 
munication would be empty w ithout a tradition 
from which to anticipate it, and the future projec
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tion o f an em ancipatory interest requires the abi
lity to interpret the past. Exposure o f  the dom i
nant technolog ical ideology and the way it 
achieves legitim ation through distorted com m u
nication requires the creative renew al o f cultural 
tradition. Finally, the appeal to critical reflection 
must em anate from a tradition. Critique is also a 
trad ition  that o f  the rational enligh tenm ent. 
Ricoeur concludes by questioning any fundam en
tal conflict betw een an ontology of prior under
standing (G adam er) and an eschatology of free
dom (H aberm as). Both philosophies work in 
com m on opposition to the instrumental, techno
logical and positivistic interest that tends to 
reduce truth to the status o f exploitable inform a
tion, and therein lies their implicit unity.

But o f w hat use is all this herm eneutics 
for our project o f  an interpretive science? Taken 
together, the insights o f D ilthey, Heidegger, 
Gadam er, Haberm as and Ricoeur indicate that we 
are released from the pursuit o f positive know 
ledge or certainty in the field o f  hum an studies. 
We are concerned with objects o f study about 
which we cannot be certain, positive or predic
tive. We may be persuaded with with Gadam er 
that the consciousness o f any interpreter is shaped 
by history, culture and tradition and begins in 
prejudice. This persuasion does not allow us to 
assume the existence of a neutral observer, nor 
even o f an autonom ous self, so every research 
project will need to include reflection upon the 
prejudiced consciousness from which it proceeds, 
and from w hich its data are interpreted.

If we accept the insights o f Haberm as we 
cannot avoid the obligation to be critical, not only 
of our own consciousness, but o f those ideologies 
and interests that underlie all enquiries and claims 
to knowledge. Ideology is bound to enter the 
m otivation for any research project as well as into 
the assum ptions from which its data became 
interpreted. In particular it is important to develop 
awareness o f the current dom inant ideology of 
technological exploitation and the ways in which 
it distorts com m unication towards the enhance
m ent o f its ow n legitim acy. A lthough Paul 
R icoeur’s struggle to achieve a degree o f com pa
tibility is som etim es hard to follow, it liberates us 
from the lim itations o f regional and antagonistic 
herm eneutic philosophies so that, in our actual 
practice, we can find ways o f applying herm eneu
tics as a w hole resource.

Finally, as an example o f herm eneuti
cally-inform ed research, I comm end to you a 
paper by N ancy Scheper-H ughes (1990) on 
‘M other-love and child-death in north east B razil’ 
in which she m akes a critical, anthropological 
study of a cu ltu re’s apparent com placency in the 
face o f heavy infant m ortality resulting from an

exploitative econom ical system . She says: ‘my 
theoretical and m ethodological approach is deri
ved from critical or M arxist phenom enology. It 
has its intellectual roots in European critical 
theory, particularly in the Frankfurt School ... I 
see my role as that o f the negative intellectual, the 
one who tries to turn received w isdom s on their 
heads and inside out . ..  The jester, the negative 
intellectual, w orks at the m argins, ‘pulling at 
loose threads’, deconstructing, looking at the 
world from a topsy-turvy position. Hence, the 
questions to be raised are the negative and oppo
sitional ones that point to contradictions, incon
sistencies and epistem ic breaks in the logic o f the 
established m oral and social o rders .’ Thus she 
launches her critique, but in doing so acknow 
ledges that she proceeds from pre-judgem ent, tra
dition and consciousness that shapes and m oti
vates her w ork.10

Scheper-H ughes’s paper is an exam ple of 
critical and narrative research, tow ards which a 
set o f integrated herm eneutic philosophies can 
probably offer the most appropriate evaluation. 
Surely general practice could develop from its 
special understandings a tradition o f narrative 
research whose truth and critical potential would 
be suited to the evaluational pow er o f herm eneu
tics.
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The Break In
Ian A. A. Tod 

General Practitioner, Cumbria.

‘C om e,’ pleaded the son
alarm  m ixed with resignation in the call
‘come, she can ’t manage through the n igh t.’

I went, resigned but not alarmed 
at this familiar rupture o f my dream s.
The dream s continue, you know, as you drive,
the story o f the self,
in the silent glim pses
fading from dream s into consciousness.

The old fell house was sm art, renewed, 
its worn stone staircase varnished.
A wom an laid alone in the large bed, 
straight and w hite in the linen sheets.

The room was ordered, ready, 
bare, m aybe a guest’s room.
She was ready, braided hair pulled tight
over her skull,
hands folded on her chest.

She said, ‘My doctor says it’s 
a hiatus hernia but it’s 
a tight angry feeling up here.’

‘A pain or a discom fort?’ 1 asked in hope.

‘Just a feeling up here under the ribs.’

‘Just a feeling,’ 1 echoed, 
woken up and suddenly weary.

‘My m other says,’ she said,
‘got to, the business. I just c an ’t, 
angry knot up here, 
all last night aw ake.’

I asked about weight loss and was she tender, 
establishing parameters, taking tem perature, 
pulse, reading the spines o f the books:
Nabokov, London, Beckett and Hesse,
Kerouac there but not Ibsen.

‘You are using words for em otions in your 
description of your pa in .’

This startled her and she asked, ‘Are you Doctor 
Fox?’

46

W ho did she think w ould com e into her home 
at 1.30 a.m. and put his hand 
on her belly?

1 raged and sw allow ed bile -  silence came 
1 am the D octor and I ’m here 
but I am also a man, axe in hand.

The inner adm onishm ents o f my seniors came 
uninvited:

‘Soothe and dissem ble, soothe and dissem ble. 
Stom ach w hat she cannot, your are the guest, 
sw allow  and smile, sw allow  and sm ile.’

Bitter milk, stringent nurture.

The books could tell her if she 
could listen, but this is her home; 
she is busy, her m other, the business, 
m ustn’t let them down or her visit will end.

The silence was there, a deficiency 
full o f unsupported ideas. Panicking 
she filled it again:
'T h is feeling of being ill, 
husband away, business to run, 
how difficult it all is.
1 m ustn’t . . . ’

I baled out, ‘Your doctor is right, 
it’s a mild hiatus hernia but 
your problem  is putting up with being ill 
and feeling you are failing your fam ily .’

Suddenly, freely she recognised 
me and perhaps a little of 
herself. As I left she raised herself up 
and loosely shook my hand.

Outside, going down the fam iliar valley,
I stopped, for the m oon and m ists 
were shifting, changing, 
creating new topography 
in shades o f  grey.

‘You see Mrs there’s 
being ill
and bearing being ill.’
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Obituary
Berthold Hermann, MD Vienna, LRCS Ed, LRFPS Glas, MRCGP 

05.02.1902-10.04.1995

A lthough  B ertho ld  H erm ann w as born  in 
Bukovina, Rum ania, he qualified in Vienna in 
1925, and when he started practising there as a 
physician, he had no intention of m oving, but 
w ith the rise o f  the Nazi party, his freedom  to 
practise becam e increasingly lim ited. As he had 
cured an SS officer o f gonorrhoea with the then, 
new  sulphonam ides in 1938, however, he was 
given an advanced w arning of his im pending 
arrest and was able to escape. W ith the help o f  an 
influential patient, he went to A lbania, where he 
became well respected for his w ork in the hospital 
at T irana. He soon had amongst his patients, both 
the prime m inister and the family o f King Zog. 
His fame was such, that a letter once reached him 
sim ply addressed to Dr. Herm ann, Albania.

His freedom  of access to the royal family 
led to opponents o f the king trying to persuade 
him to adm inister poison. He refused, then found 
him self under house arrest, only to be sum m oned 
urgently an hour later to treat the police c h ie fs  
granddaughter. W hen the Italian army invaded 
A lbania, he was invited to becom e the chief m edi
cal officer for the occupying army, provided he 
agreed to pretent to be Catholic. He refused, and 
decided it w ould be safer to m ove again.

One o f his sisters had been killed by the 
Nazis, but his other sister and her husband, both 
doctors, had left V ienna in 1936 for Edinburgh. 
They had reg iste red  him  as a studen t at 
Edinburgh, as a result o f  which he was able to 
obtain an entry visa to the UK. He arrived in 
August 1939, and was initially interned on the 
Isle o f Man as an enem y alien. A fter four m onths 
he was released. He requalified in Edinburgh and 
was sent to w ork in the hospital in Dum fries.

A fter the war, while awaiting British citi
zenship, he joined the United Nations R elief and 
R ehabilitation  A gency (U N R R A ) and, being 
G erm an speaking, w as sent to G erm any. 
Although he was offically working in cam ps and 
hospitals for D isplaced Persons (DPs), he found it 
impossible not to treat the local population as 
well. On one occasion, he had two children with 
m eningitis, one a DP, the other local. He was only 
given penicillin for the DP, and threatened to 
resign unless he was given penicillin for the local 
child as well. He was, and both recovered.

After 18 m onths, he returned to the UK, 
w here he estab lished  a general p ractice  in 
London, in partnership with the late Dr. Bill 
Munro, whom  he had met in Scotland. He ran the 
practice from 1948 until his retirem ent in 1986 at

the age o f 84; for the last 26 years, his surgery 
prem ises adjoined his house, allow ing him to be 
continuously accessible to his patients, som ething 
not always appreciated by his fam ily. One o f his 
daughters follow ed him into m edicine and joined 
him as a partner until her early death from  cancer 
at 39.

He was a thorough and conscientious 
clinician at dealing with physical ailm ents, but he 
was also an early believer in the im portance o f the 
psychological aspects o f illness. He becam e a 
m em ber o f the late Dr. M ichael B alin t’s first 
group, participating in its entire run. He was a 
naturally m odest man, but he was quietly proud of 
his involvem ent in the w ork w hich resulted in 
B a lin t’s now  c lassic  book, The D octor, h is  
P atient and the Illness. If  asked, he w ould show 
his copy of the first edition o f the book, signed by 
all the participants. W hen he was in his seventies, 
I becam e a m edical student and I was very proud 
o f my grandfather who had been practising holis
tic m edicine before the term was invented. Yet, in 
spite of this, he never seem ed to have lost touch 
with the physical and technological aspects o f 
m edicine. W henever I m et him, he w ould quiz me 
on recent advances on w hatever speciality I was 
studying at the time. This is well illustrated by a 
question he asked me in 1978, when I was 
attached to the oncology unit. ‘Have you seen any 
patients treated with cisp latin?’ I had only just 
heard o f the drug myself. Nor were his clinical 
skills any the less impressive. A  cousin o f mine, 
in his forties, com plained o f acute backache, and 
was referred to hospital w ith a correctly diag
nosed leaking abdom inal aneurysm . A nother 
patient was sent with the clinical diagnosis of 
favism; I, the up-to-date, inform ed student in the 
centre o f excellence, had never heard o f it and had 
to look it up! All this m akes him m em orable, but 
for me he is especially m em orable because he 
was my grandfather.

After his retirem ent, despite deteriorating 
eyesight, hearing and m obility, he m aintained a 
keen interest in medicine, as well as the activities 
o f his family, friends and form er colleagues, until 
his final illness, pneumonia. He is survived by his 
second daughter, a psychotherapist, ten step- 
grandchildren and grandchildren, one o f whom is 
an orthopaedic surgeon (me), and three great 
grandchildren

S t e p h e n  J K r ik l e r

(Consultant O rthopaedic Surgeon, Coventry)
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Obituary
Joseph Leopold Trent, MRCS Eng, LRCP Lond 

14.11.1912-01.12.1995

Joe, as he was to m any friends, attended prepara
tory school at Peterborough Lodge, Hampstead, 
London, and then at University College School, 
until he was ready to start his medical training at 
University College Hospital, where he was an 
enthusiastic m em ber o f the Row ing Club. He 
qualified in 1938, and after a series o f house jobs, 
he settled in general practice in Taunton. He 
joined the Royal A ir Force at the outbreak of the 
war, first serving as a medical officer in stations 
around England, then on a troop carrier for one 
year, follow ed by three years in India and Burma, 
where he became an Acting W ing Com mander.

He was discharged from the R.A.F. in 
1945, and settled in general practice in Kentish 
Town, London, just before the National Health 
Service was introduced. Here he rem ained until 
the change in the regulations concerning the age 
at which general practitioners should retire result
ed in his enforced retirem ent when he was seven

ty-nine years old. He did not feel he was ready to 
give up m edicine, and returned to private prac
tice, which he enjoyed until very shortly before 
his death at the age o f eighty-three years.

I first met Joe at a m eeting  o f the 
Huntarian Society, where he attended regularly.

He was an enthusiastic founder m em ber 
o f the B alint Society, and was a m em ber o f the 
W ednesday-afternoon Balint/group. He was well 
known and liked for his ready w it and ability to 
tell an appropriate joke to counter those moments 
when it was m ost needed! He was always very 
popular, and was affectionately called ‘Uncle 
Jo e ’.

He is sadly m issed by his devoted wife, 
M uriel who supported him so well through the 
last weeks o f his term inal illness, his three chil
dren, one o f whom  is a general practitioner in a 
group practice in Surrey, four grandchildren, and 
his many patients and friends.

P h il ip  H o p k in s

Balint Prize for the Field of Health and Nursing Care, 1997
To prom ote relationship-orientated care, based on the Ascona M odel (W HO), prizes will again be 
awarded for papers in 1997.

This model has its foundations in the work of M ichael Balint, in whose honour for the first last five 
years a prize has also been donated in the field o f health- and nursing-care and annually awarded in 
Ascona, M onte Verita.

The award of Sfr. 8,000 -  has been made available by the Foundation for Psychosom atic and Social 
M edicine in Ascona and by the Sw iss Red Cross.

Papers o f max. 20 pages (30 lines per page and 60 letters per line) will be judged according to the fo l
lowing criteria:

1) Exposition: Papers presented give an account of a personal experience within a nursing care rel- 
tionship to a patient and its possible development.

2) Reflection. The author should take into account in his/her reflections, his/her own feelings, fan
tasies (which are often suppressed) and m anner of behaviour as well as the relationship to co
workers, institutions and to the patient's relatives.

3) Action and Progression. The author points out the knowledge gained by the analysis o f the expe
rience and shows how this can be integrated into everyday care.

Closing date for entries: 31st Decem ber 1996.
Three copies o f  each paper in German, French, Italian or English should be subm itted to:
SW ISS RED CROSS, D epartm ent o f Vocational Training, P.O. Box 3001, Bern.
The awards will be presented on 12th A pril 1997 in the Monte Verita Centre, Ascona, Switzerland.
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Book Reviews
M IC H A E L  BALINT: O BJECT RELATIO NS  
PURE AND APPLIED. Harold Stewart. Pbk: 
160pp. £13.99. ISBN 0-415-1446603. London, 
Routledge, 1996.
This is the 25th title to be published in the New 
Library o f Psychoanalysis, which was launched 
in 1987, in association with the Institute o f 
Psycho-A nalysis. One o f its stated aims is ‘to pro
vide a forum for increasing m utual understanding 
betw een psychoanalysis and those working in 
other discip lines,’ and Harold Stewart certainly 
succeeds in doing just that, as we m ight well 
expect o f him, for he is no stranger to the Balint 
Society.

He gave the 9th Michael Balint Memorial 
Lecture in 1991 on Why Regression in P sycho
analytical Psychotherapy?  His very concise sur
vey of this difficult subject helped us to see the 
im portance o f understanding the underlying psy
chopathologies and the techniques associated 
with them , that the advances have come in deal
ing with regressed patients.1

It is this conciseness, w hich makes Dr. 
S tew art’s book so readable which is o f primary 
im portance for a non-psychoanalytical reader, 
w ith such a com plicated subject as that dealt with 
in P art 1 of his book. In it, Dr. Stewart exam ines 
B alin t’s theories o f hum an psychological deve
lopment, and defines such difficult concepts as 
prim ary love, ocnophilia and philobatism . These 
words may be awkward and difficult to rem em 
ber, but nevertheless, they are useful term s well 
worth understanding and is one of the very sound 
reasons for studying this book.

But more is to come. There is a brief bio
graphical sketch of B alin t's life, and an introduc
tion to his work in psychoanalysis, together with 
his work with general practitioners. Part II, is 
concerned w ith A p p lied  P sychoanalysis. Dr. 
Stewart describes how Balint, ‘from his early 
years as a psychoanalyst in Budapest, had always 
been a keen exponent o f  the value of the applica
tion o f psychoanalytic principles and insights to 
other fields o f m edical and social p rac tice ...’ 
(page 83), influenced no doubt by Freud’s and 
Ferenczi’s earlier interest in the psychological 
aspects in m edical practice. Ferenczi observed 
that. ‘... the personality o f the physician often has 
a greater effect on the patient that the medicine 
prescribed."

Indeed, on the first page of the first chap
ter in his book. Balint states how, in the first set
ting, 'T he discussion quickly revealed -  certainly  
not fo r  the fir s t time in the history o f  medicine  
(my italics) -  that by far the most frequently used 
drug in general practice was the doctor him self.' 
He continues how. ' . . .  this seemed to us a very 
elevating discovery, and we all felt rather proud 
and important about it.'

Even though this was over forty years ago. 
1 rem em ber the moment well, we felt exactly that
-  not because Balint told  us this was so, but 
because it was our first experience of his extra

ordinary facility for encouraging m em bers o f the 
group to discover, and to experience for ourselves 
these important phenomena.

The last three chapters also make fascinat
ing reading. Two of them  were written by Dr. 
Robert Gosling, who was form er director o f the 
Tavistock C linic and worked with him in the 
early developm ent o f  his groups, on The D evelop
m ent o f  the G en era l P ra c titio n er Training  
Schem e, and G eneral P ractitioner Training and  
Psychoanalysis.

The last chapter, M om ents o f  Change, was 
written by Dr. A ndrew  Elder, a general practi
tioner well versed in B alint-training, and a con
sultant in general practice and primary care at the 
Tavistock Institute, briefly outlines som ething of 
the intricacies and stresses o f  the w ork o f today’s 
general practitioners, as well as the benefits of 
attending a Balint-group.

Dr. Stew art is to be congratulated on his 
new book, and on the tim ing of its publication -  
when doctors all over the w orld are enthusiastic 
about, and very interested in B alin t’s ideas and 
training w hich all the evidence shows, are so 
helpful for doctors, especially at tim es o f stress -  
but are not attracting doctors to them  in the 
United Kingdom!

I cannot em phasise enough, ju st how use
ful this book should prove to be for all doctors, 
especially those who feel stressed, as well as 
those involved in training present-day medical 
students, our future doctors, and all who are 
involved in helping people in other fields of 
health and social care.

P h il ip  H o p k in s
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TH E C O G N IT IV E  N E U R O SC IE N C E S.
Edited bv M ichael S. Gazzaniga. (Hardback, 
pp. 1445. £64.95) ISBN 0-262 07157 6. The MIT 
Press, London & Cam bridge, Mass. 1995).
The sight o f this impressive volum e on your self 
will certainly jo lt the Vocational T raining Course 
Organiser into seeing you in a whole new way! It 
is also heavy enough, at 3.5 kg, to stun the occa
sional surgery burglar. But seriously -  this is a 
com prehensive new reference book, described by 
Richard Gregory FRS, as ‘physically huge and 
intellectually hugely successfu l.’ It provides a 
fascinating review  of up to date research into a 
rapidly evolving field -  the relationship between 
the structural and physiological m echanism s of 
the brain and nervous system  and psychological 
reality o f mind. We are living in exciting tim es in 
this respect, now researchers are getting nearer to
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providing expositions o f how  mem ory, em otion 
and imagery play their roles in the m ind/brain.

Perhaps we are approaching som e kind of 
m eeting place for ‘organic’ neurophysiology and 
analytical/psychological theory. It w ould be good 
to look  forw ard to a truly psychosom atic  
approach, and transcend all those sterile argu
m ents about drugs versus therapy.

Each section of the book grapples with the 
m ost fundam ental problem  of science -  the prob
lem o f  the explanatory gap. Topics covered 
include: physical reasoning in infancy; origins of 
hum an social com petence; som atic sensation; 
m ultiple memory system s; attention, intelligence 
and the frontal lobos; anatom ical basis o f mem ory 
disorders; imagery and mem ory; stressful experi
ence, brain and emotions; consciousness and the 
neurosciences, ph ilosophical and theoretical 
issues. It is really valuable to find a book that both 
cites Freud and discusses how  the unconscious 
affects conscious behaviour, and also describes 
how PET scans can make ‘pictures’ o f emotional 
activity in the brain.

TH ER A PISTS ON TH ERAPY. Edited by Bob 
M ullan. Paperback, pp. 402, £15.95. ISBN 1- 
85343 336 5. Free Association Books, London, 
1996.
This book contains interviews with twenty thera
pists from a wide and diverse range o f traditions: 
Jungian, existential, gestalt, rebirthing, psycho
synthesis, psychoanalytical, transpersonal, cogni- 
tive-behavioural, personal construct psychology, 
and neuro-linguistic program m ing.

Topics explored include the origins o f  the 
therapists’ own careers, the econom ics o f therapy, 
therapist ‘burn-out’, client/therapist dependency, 
‘false memory syndrom e,’ the theoretical basis of 
their work, and the outcom es of therapy.

The interviewees, some of them famous 
through their own books as well as their clinical 
work, are very open and frequently hum orous, 
critical o f sloppy practice in the profession, and 
refreshingly free from sectarian dogm atism . They 
display genuine enthusiasm  about their work and

their patients, ‘they had the m ost wonderful 
m etaphors . . . ’ ‘. ..  w e ’re all very, very good at 
talking about our own experience provided we 
feel the person w e’re talking to is actually 
interested . . . ’ ‘... The thing ... I think I’d be 
wanting to do is to show people how interesting 
their lives are . . . ’ Surely it is this enthusiasm  that 
is one of the powerful mutative factors in therapy.

This is an accessible book and I enjoyed 
reading it. It could also provide som e useful back
ground for the general practitioner choosing a 
practice counsellor, and discussing their on-going 
work.

TH E BRO AD SPECTRUM  P SY C H O T H E R 
APIST. By W yn Bramley. Paperback pp. 275, 
£15.95. ISBN 1-85343 327 6. Free A ssociation 
Books, London 1996.
This excellent and practical book addresses the 
needs o f psychotherapeutic provision for a wide 
range of patients. Therapists need to be increas
ingly versatile and flexible, adapting their tech
niques to different time frames, a m ultiplicity of 
diagnoses, and a variety o f settings. The author 
places great em phasis on extended assessm ent -  
providing a sound basis that would be especially 
helpful for therapists working in prim ary care set
ting. B ram ley’s approach is described as ‘opera
ting as GP to the m ind’ and is always realistic and 
humane. As she aptly writes, ‘som etim es the 
essence o f a treatm ent turns out to have been its 
m anagem ent,’ and she recognises that som etim es 
it is wise to ‘accept gifts o f hom e-m ade jam  as 
sincere expressions o f gratitude . . . ’ and ‘the GP 
to the mind has an educative function on top o f 
the interpretive one’. And ultim ately, ‘we thera
pists must try to preserve all the best aspects of 
the analytic tradition while adapting it to present- 
day conditions.’

Those interested in the Balintian tradition 
o f applied psychoanalysis will readily identify 
with that objective. This is a really well-w ritten 
book with vivid case-history ‘illustrations'.

S u e  H o p k in s
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International Michael Balint Centenary Congress, 1996 
10th International Balint Congress 

9th Hungarian National Balint Congress
The International B alint Centenary Congress was 
held in Budapest, Hungary, from  the 1st to the 5th 
M ay 1996. This C ongress was held to com m em o
rate the centenary of M ichael B alint’s birth in his 
hom e city o f Budapest. It was sim ultaneously the 
9th N ational C onference o f the H ungarian 
M ichael B alint Psychosom atic Society and the 
10th International C ongress o f the International 
B alint Federation. Three Conferences rolled into 
one: a m agnificent occasion! The program m e 
cover design show ed the Budapest Chain Bridge 
and L ondon’s Tow er Bridge, linking together to 
sym bolise friendship  betw een the two cities 
w hich M ichael B alint made his hom e. For those 
of us who knew only about his work in London it 
was especially m oving to be able to go back and 
celebrate his life in the city o f  his birth.

Now, let m e tell you about Budapest! It 
consists, as you probably rem em ber, o f two cities, 
the old town of B uda and the largely turn-of-the- 
century Habsburg baroque city o f Pest. They are 
separated by a broad sw eeping curve of the 
Danube river and linked together by a series o f 
beautiful bridges which, when illum inated at 
night look like so m any garlands o f pearls. Buda, 
high on its hills, is a place to wander round and 
savour the colour-washed 18th century houses 
interspersed with shops, m useum s and coffee 
houses. From the rom antic ramparts and towers of 
the F isherm an’s Bastion there is a superb view  of 
the neo-G othic parliam ent building (like the 
Palace of W estm inster with a dom e) and all the 
o th er bu ild ings o f  Pest w hich now  include 
m odern hotels fam iliar from the W est and the 
inevitable presence of M cDonalds and Burger 
King. W estern  cap italism  has arrived  but 
Budapest takes all invasions in her stride and sur
vives with independence and style.

Our conference took place in the com fort
able Hotel Agro, tucked away, high in the Buda 
hills. The air here is clean and fresh and the views 
of the City and the surrounding hills are enchant
ing. The conference was attended by 227 dele
gates, o f whom  56 were from the home country. 
The table shows the num bers and countries o f ori
gin o f the remainder:

It was also a pleasure to see about twenty m edical 
students from various countries: all full o f energy 
and overflow ing with youthful enthusiasm .

First evening: W ednesday
On the first evening there was a w elcom e party 
with a delicious buffet supper at the hotel. It was 
a great pleasure to m eet so m any old friends in 
quick succession. Nearly everyone in the w orld o f 
Balint seem ed to be there to greet us! And there 
were m essages from some of those who were 
unable to m ake it. I hope this report will give 
them  at least an impression o f w hat it was like to 
be at the C ongress in Budapest.

The first day: Thursday
On the first m orning, we assem bled in the hotel’s 
large and well equipped lecture theatre. M ost of 
the conference was conducted in English, but 
some speakers used their native Hungarian and 
there was sim ultaneous translation betw een the 
two languages. W e w ere w elcom ed by D r 
M arianne Szatm ari who has been a fervent advo
cate o f  B alint ideas in Hungary throughout her 
career as a family doctor, adviser to the Health 
Departm ent and Hungarian representative at the 
W orld Health Organisation. She told us that her 
m other and M ichael B alint used to attend Freud’s 
lectures together in Vienna before the first world 
war. Then we cam e even closer to the Balint 
family with the first plenary speaker o f the m orn
ing who was John B alint -  the son of M ichael and 
Alice. He is a form er gastroenterologist and now 
professor o f M edical Ethics in A lbany, New 
York. John described him self as ‘a conference 
ch ild ’ who was constantly being dragged around 
the medical and psychoanalytical congresses o f 
Europe by his parents. He is getting on a bit him 
self now (in his late 6 0 ’s at a guess) but he is still 
a passionate defender o f the doctor/patient rela
tionship which he sees as m ore im portant than 
ever, in view  of the changes w hich our health care 
system s are now undergoing.

The presiden t o f  the In ternational 
Federation, Professor Frank D ornfest spoke next. 
He was concerned that in passing the Balint 
method on from  one generation to the next we 
should be enriched by the valuable innovations 
but not encum bered by the distortions which 
would inevitably creep in. He shared with us his 
vision o f an accreditation process for leaders 
which would be a forum in w hich everyone could 
learn and from which no-one need be excluded. 
The next three speakers all shared with us their 
m em ories o f M ichael B alin t from  d ifferen t 
periods o f his life. Dr Endre Schnell, a general 
practitioner in Budapest for 40 years, talked about 
his life and work in Hungary with his first wife 
Alice, up to 1939 when he m oved to England. 
Taking up the story, Philip Hopkins (UK), a gene

C o u n try ; No.: C o u n try : N o.:
A rm enia 1 N etherlands 3
A ustria 1 Norway 1
Belgium 7 Poland 1
C roatia 39 Rom ania 28
D enm ark 1 Russian Federation 1
Finland 10 Slovak Republic 1
France 7 Slovenia i

G erm any 27 Sw eden 14
H ungary 56 Sw itzerland 6
Ireland 1 United Kingdom 12
Japan 9 United States o f A m erica 4
Latvia 1 T O T A L : 227
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ral practitioner in London for 47 years, took us 
back to the Tavistock Clinic in the 1950’s and the 
first B alint sem inar for general practitioners -  of 
w hich he was a founder member. Finally, D r Imre 
Zador (Hungary) gave an account o f his conver
sations with M ichael Balint over the course o f 30 
years and all over the world.

After the coffee break, we had a second 
group of speakers. Dr M ichael Courtenay (UK) 
described how M ichael Balint had helped family 
doctors to understand what was really going on in 
the doctor/patient relationship and how it m ight 
be used constructively. Part o f his genius lay in 
the way he was able to change the em phasis from 
form al psychotherapy to the use o f a psychothera
peutic approach to the everyday brief consulta
tion. And now, follow ing the work of Rudebeck 
in Sweden, we have the chance to move to a truly 
psychosom atic approach by the use o f ‘bodily 
em pathy’. John Salinsky (UK) then described the 
way in which his patients seemed to occupy a sort 
o f ‘inner hotel’ in his imagination, a place where 
he was able to give them sanctuary while he tried 
to offer them understanding. M ichelle M oreau- 
Ricaud (France), who is a psychoanalyst and 
Balint historian, traced the story of the Balint 
m ethod from the training of M ichael and Enid 
through the developm ent o f the Tavistock sem i
nars to the rapidly changing ideas o f today.

Next came Professor M uradif Kulenovic 
(Croatia) who organised the 8th International 
Balint Congress in Zagreb in 1993. He referred 
back to the recent and terrib le w ar in ex- 
Y ugoslavia and described the important role 
played by Balint-groups in helping both the v ic
tim s of war and those who were looking after 
them. He saw the Balint-group as, above all, a 
place where people can be heard and can share 
their experiences (however terrible) in order to 
grow stronger. Finally, Dr M aria Rohde described 
how she was able to make use of the group-analy
tical theory o f S. H. Foulkes in understanding the 
group process in a Balint-group. She ended her 
talk with a vivid account o f a case discussion 
which brought up uncomfortable feelings about 
the Holocaust in the m em bers of the group.

Now it was time for a leisurely lunch in 
the hotel dining room  and a chance to talk to 
friends old and new. The congress returned in the 
afternoon, with a dem onstration group led by 
Erica Jones and John Salinsky. The group had to 
struggle with the painful case o f a general practi
tioner colleague who had begun to abuse drugs 
and whose son had tragically comm itted suicide. 
Feelings were deeply divided about whether it 
m attered that the patient was also a doctor and 
whether the presenting doctor could ever pene
trate the defences o f such a deeply disturbed and 
withdrawn man. After the group had finished, the 
discussion was thrown open to the audience; they 
continued to be horrified and fascinated by the 
case and there was very little discussion of how 
the 'B ritish Balint sty le’ compared with other 
ways o f conducting a group. I thought this was a 
pity, because that is really the purpose o f dem on

stration groups,
A fter a coffee break there was a chance 

for everyone to participate in a small group with 
a choice o f  styles and languages (English, French, 
Germ an and Hungarian). Once you had chosen a 
group you were able to stay in it for three sessions 
on successive days so there was a real opportunity 
for group-m em bers to get to know  each other and 
w ork together creatively. Some o f the groups 
were a little crowded (the one led by Erica and me 
had about 18 people at one stage). But som ehow 
the group m agic still worked, and by the end of 
the third session we felt we had really begun to 
achieve som ething. All the group contained a 
potent m ixture o f  different ages, professions and 
nationalities. Ours included fam ily doctors from 
Sweden, Finland and Britain, psychotherapists 
from  Germ any, Sweden and Argentina and two 
students from  Rom ania. One o f the students p re
sented the case o f a form er classmate who had 
asked her to check his blood pressure and had 
then talked w ith alarm ing bravado about his suici
dal life style. I noticed that while her seniors were 
very ready to offer advice on this case, they had 
accepted her ideas about their own cases just as 
readily. There is no seniority or hierarchy in a 
B alint-group -  everyone from student to profes
sor is struggling with the same hum an problem s. 
That evening we were spiritually refreshed by a 
concert on the m agnificent organ of St. S tephen 's 
cathedral in Pest, culm inating in a wonderful per
form ance o f L iszt’s prelude and fugue on the 
notes m aking the name of BACH. (Bach being to 
music, w hat Balint is to the doctor/patient rela
tionship).

The second day: Friday
The first speaker o f the day w as Dr Imre 
Szecsody from  Stockholm . He described the 
supervision sem inars which he uses to give gene
ral practitioners a psychotherapeutic insight into 
their consultations. Next, Dr Ante Gilic (Croatia) 
show ed us how a psychiatrist could use patience 
and em pathy to help som eone with a psychoso
m atic problem . W e then heard some interesting 
accounts o f the grow th and developm ent o f 
Balint-w ork in a num ber o f different countries. 
Dr. Petter Knutsen described 10 years o f work 
with two B alint-groups in Norw ay, and Dr. 
V lad im ir V inokur (St. Petersburg , R ussian 
Federation) told us how the Balint philosophy 
was helping doctors adjust to the profound social 
and political changes in his country. Dr Dusan 
Zagar (Slovenia) brought a message from our old 
friend Dr. Ziata Kralj who was unable to be pre
sent because she is busy producing som ething 
even m ore im portant than a Balint conference 
paper. W ith the help o f her colleagues, she was 
nevertheless able to tell us about how Balint- 
groups are being used by a variety o f workers in 
the helping professions in Slovenia: including 
nurses, social workers, priests and prison welfare 
w orkers. T hen Drs A lbert and Eva V eress 
described the rapid growth of the Romanian 
Balint Society in Transylvania, and told us about
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some research they had been doing on the effects 
o f Balint-training on those who jo in  groups. 
Lastly we had a lecture from Professor Andre 
H aynal, a d istingu ished  B alin t doctor o f 
Hungarian origin who works in Switzerland.

A fter coffee, there was a ‘round table dis
cussion’ involving senior m em bers from various 
N ational B alin t Societies. In form ation  was 
exchanged about the kinds o f Balint activities 
currently to be found in the various countries. 
Some groups and some leaders seemed to be less 
‘orthodox’ than others, and Professor John Balint 
asked us not to be too strict in our judgem ents 
about what was or was not a Balint-group. ‘Make 
sure,’ he advised, ‘that you keep the tent big 
enough to contain everyone.’

In the afternoon the International Balint 
Federation held its General Assem bly. But before 
the Assem bly, there was a surprise appearance by 
Dr. Mihaly Kokeny, who presented Dr. Jack 
Norell (UK) with a special and well deserved 
award for his services to Hungarian m edicine in 
his capacity as Balint Federation A m bassador to 
Eastern Europe. The small groups in different lan
guages continued after coffee.

Then, in the evening, we were treated to a 
buffet-banquet in the am azing Art N ouveau 
am bience of the Gellert Hotel. There was music 
and dancing and singing, in particular from a 
vibrant baritone who bore a strange resem blance 
to a much loved professor.

The third day: Saturday
On the last m orning we started with a session 
devoted to the Ascona prizes for students and 
nurses. Dr. M argarethe Stubbe (Germ any) intro
duced the newly published collection of best 
prize-w inning essays o f  the last 20 years which 
she has edited with Professor Petzold. Students 
from Germ any, Poland, Slovenia and Rom ania 
then came to the m icrophone and told us how 
m uch they had enjoyed and valued their experi
ences in Balint-groups. It was very heart-w arm 
ing for us veterans to see and hear the enthusiasm  
for Balint o f these young representatives o f the 
future! Then the 1996 prize citations were read 
out and the prizes awarded by Professor Luban- 
Plozza. The first prize for students went to Tim 
Young from London, England. Well done, Tim! 
Unfortunately Tim  was not able to come to 
Budapest so I collected the award for him. I hope 
to be able to track him down in London and enrol 
him in our Society. Further award ceremonies fo l
lowed: Prof. Luban-Piozza and Prof. Haynal were 
m ade Honorary Consuls o f the Sem m elw eis 
University M edical School; and a num ber o f dele
gates from abroad were given honorary m em ber
ship  o f the H ungarian M ichael B alint 
Psychosom atic Society -  together with a hand
some silver medal to com m em orate the Congress.

After coffee, there was a choice o f three alter
native sessions. Professor Luban-Piozza chaired a 
discussion about M onteverita groups. Dr. Imre 
Szecsodv gave a dem onstration of his group 
supervision method for general practitioners and
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Dr. M argarethe Stubbe (assisted by Dr. Erica 
Jones) led a dem onstration group in English. 
After lunch, the conference m oved off in buses to 
the City centre and the house where M ichael 
B alint had lived and worked. A ddresses were 
made by Dr. Gyorgy V ikar and Dr. G abor Paneth 
and a wreath was placed on the com m em orative 
plaque in honour o f M ichael B alin t’s one hun
dredth birthday.

T hen back to the Hotel Agro, for the last 
o f the three small group sessions. Our group had 
bonded so well by this time that we were sorry we 
could not go on longer -  the life o f the group 
seem ed to be only beginning! But it was time to 
return for the closing session of the congress.

Closing session
Dr. Kornelia Bobay congratulated all those who 
had produced the excellent posters w hich had 
been on display throughout the Congress. She 
awarded the prize for the best poster to Dr. Albert 
and Eva Veress from Rom ania. Frank D ornfest 
then began the rather sad process o f bringing the 
C ongress to a close. W e had all enjoyed ourselves 
and were unw illing to depart. The m ood was 
lightened by the buoyant optim ism  of Dr. Peter 
Graham  (UK) who rem inded us that there was 
another International C ongress not far in the 
future and invited everyone to get ready for 
Oxford in 1998.

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

Dr. K ornelia Bobay w ith her w ell deserved bouquet.



A nd before that we should rem em ber the 
C onference in M iercurea-Ciuc, Rom ania in 1997
-  see page 24.

V otes o f thanks w ere offered  to the 
C ongress organisers, Andre Schnell, Boga Balint 
and, especially, Kornelia Bobay. ‘N ellie’ as she is 
affectionately known to her m any B alint friends 
all over the world has been the spirit o f the 
C ongress for all o f  us outside Hungary. She has 
been the person who travelled abroad to m eetings 
to tell us about the Congress, planned it with us 
and, together with her colleagues, m ade it all hap
pen. Her bouquet o f flowers was warm ly applau
ded and richly deserved. Thank you Nellie for 
inviting us to the beautiful city you love so much, 
and for giving us a wonderful time!

Postscript
On the last evening, about 50 o f us enjoyed a con
cert o f V iennese and Hungarian orchestral sugar
plums played with great panache and enthusiasm  
by a youthful orchestra in the delightful little 
rococo concert hall in Pest. Followed by an 
evening cruise up and down the floodlit Danube 
with a cham pagne buffet supper laid on. This 
event was entirely planned and m anaged by Dr. 
Heather Suckling and Dr. Lenka Speight from 
England. Thanks to both ‘Course O rganisers’ for 
a lovely finish to our visit to Budapest.

J o h n  S a l in s k y

Dr. K ornelia Bobay writes:
The International B alint Centenary C ongress was 
one o f the events w hich were organised as part of 
the M illecentenary o f Hungary. The high patron 
o f the C ongress was D r A rpad G oncz, the 
President o f the Hungarian Republic. The other 
patrons were Gyorgy Szabo, M inister o f  W elfare, 
D r B alin t M agyar, M inister o f  C ulture and 
E ducation; Dr. K aroly Lotz, M in ister o f 
Transport, Com m unication and W ater M anage
ment and Sandor Kalnoki Kis, President o f the 
Hungarian State R ailways Corporation, which 
sponsored the C ongress by providing half-price

railway tickets for participants who travelled 
from the Hungarian countryside.

The H ungarian  M ichael B alint 
Psychosom atic Society cast a B alint Centenary 
Plaque in Bronze and Silver. The Bronze was 
given to all delegates to the congress and will be 
presented to all new  Hungarian student Balint- 
group m em bers at future Hungarian annual Balint 
Conferences. The silver plaquette was given to 
delegates from  outside Hungary who helped the 
developm ent o f  the Balint m ovem ent in Hungary 
and in the neighbouring developing dem ocracies; 
it was also awarded to those Hungarian col
leagues who helped to develop B alin t’s ideas by 
organising postgraduate courses and student- 
groups. The silver plaquette was also the prize for 
the best poster displayed at the Congress.

The post Congress tour to the Danube 
Bend, took place by bus, on Sunday. The first 
stop was in Esztergom, a nice town on the 
Slovakian border. This was the first capital o f 
Hungary and the fortress o f the first Hungarian 
kings, the Arpads, eleven hundred years ago. The 
B asilica o f Esztergom  has been the seat o f the 
Hungarian Catholic Archbishops ever since that 
time. In the Basilica there is a wonderful jew el
lery with gothic and baroque m em orials and a 
beautiful baroque chapel in red m arble. The next 
stop was Visegrad, another fortress and citadel on 
the river Danube. The last stop was the attractive 
old Serbian-H ungarian country town o f Szen- 
tendre. This is one o f the leading centres of 
Hungarian fine arts and is full o f shops and 
m useum s displaying fine arts and folk arts. The 
w eather was bright and the w hole day was a very 
pleasant opportunity for visitors to get together 
and gather new and interesting experiences of 
Hungary.

Finally it has been a great pleasure for me 
that you felt good in my beloved m otherland and 
birth-city. I hope that everybody who was here 
becam e good friends and that you will continue to 
spread B alin t’s ideals all over the world.

N e l l ie  B o b a y

Nurses Balint Study-Day
16 May 1996

The Society held a m eeting for the benefit o f 
Practice Nurses again this year, at the Conference 
Centre o f the Hospital o f St. John & St. Elizabeth 
in St. John’s W ood, London.

It had been decided last year to invite only 
nurses, rather than a mixture o f doctors and nur
ses. Participants came only from practices with 
m em bers o f the Balint Society working in them, 
despite w ider advertising in the Nursing Tim es, to 
both Practice Nurses, District Nurses and Health 
Visitors. One group was formed with six nurses 
led by m yself and Mary Burd, psychologist in 
Tow er Hamlets, who worked for many years with 
Erica Jones on the London Hospital Vocational

Training Scheme G roup (which M ary and I con
tinue to lead). The group was very lively with a 
wide range of cases, both typical o f general prac
tice, and particularly to practice nursing.

In the plenary session, the participants 
hoped we could run another group sooner than 
next year, but agreed that participation m ight real
istically only be improved by word of m outh, 
both by them selves, the nurses who cam e last 
year, and by m em bers of the Balint Society.

D on’t be backward in encouraging your 
nurses to come along to the next Nurses Study 
Day!!

D a v id  W a i t
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The Oxford Balint Weekend
15th - 17th Septem ber 1995

This y ear’s Oxford W eekend took place again at 
Lincoln College. It was the largest m eeting for 
som e years, w ith 50 participants. R em arkable was 
the large num ber o f psychotherapists and psychi
atrists, giving each of five groups one therapist as 
a m em ber at least, as well as three groups co-led 
by psychoanalysts. Only one m edical student, 
T eng  Jin Ong, attended, from  D undee. His 
impression appears below . From abroad, Heide 
Otten, Secretary o f the Germ an Balint Society, 
attended, and two psychiatric colleagues from 
D enm ark who have worked there with Jon Sklar.

The form of the weekend was as before, 
with a dem onstration group, led by Jon Sklar, on 
Friday evening, follow ed by four group sessions 
spread over the weekend, with a very valuable 
break on Saturday afternoon for relaxation.

The plenary session was shortened, to the 
taste o f most people, to allow time for a General 
M eeting of the B alint Society at the end of 
Sunday m orning. This was to discuss m atters 
before 1996, when the Annual General M eeting 
of the Society will take place at this tim e.

Topics discussed included raising the sub
scription fees (positively received), the slight 
worry of dilution o f the general practitioner m em 
bership of the Society with the increasing interest 
in B alint-work from psychiatrists, and the general 
approval (to be voted on, in 1966) that attendance 
at a specified num ber o f w eekend m eetings could 
constitute enough group participation for full 
Society m em bership, thus allow ing a broadening 
of the m em bership base to those unable to take 
part in ongoing groups.

I hope m any m em bers will attend next 
year, both for a great conference and to attend the 
Annual General Meeting.

D a v id  W a t t

An introduction to the o th er  side o f M edicine
I arrived at Oxford on a wet Friday evening, w ith
out knowing what to expect from my first Balint 
meeting, and hoping that the depressing weather 
was not a prem onition of the sessions that were to 
follow. Even though my initial apprehension had 
evaporated when I discovered during the supper 
reception, how warm  Balintians were in w elcom 

ing novices and guests. A sm all degree of anxiety 
rem ained w ithin me as I w aited in anticipation of 
the group discussions. Later that evening, Dr. 
Sklar led an excellent dem onstration session that 
set the scene for the next day ’s work, w hich gave 
me an insight into an aspect o f m edical practice 
that is crucial and yet often overlooked.

The cases discussed during the four ses
sions were intriguing and varied; these reflected 
the heterogeneous m ake-up o f the ten-m em ber 
group to w hich I was assigned. As each case- 
study generated enthusiastic deliberation on the 
topic, with m ultitudes o f hypotheses, ideas, ques
tions and suggestions, it was with reluctance that 
every session had to be concluded, prim arily due 
to time constraints, and to  a lesser degree the 
sum ptuous m eals that aw aited  us. Lincoln 
College definitely lived up to its reputation as a 
college with delectable cuisine.

I was im pressed by the conviction held by 
Balint Society m em bers in their approach to the 
doctor/patient relationship, and the strategies em 
ployed in addressing potential controversies that 
were likely to arise. It was brought to my atten
tion also, that every encounter betw een the doctor 
and his/her patient is unique, and that the option 
of exercising psychological analyses to medical 
conditions should not be neglected. The group 
discussions dem onstrated clearly the underlying 
principles, and the trem endous support rendered 
to each m em ber were indeed com m endable.

An issue that puzzles me still, and perhaps 
others too, is regarding its (B alint-w ork) appeal to 
medical practitioners, particularly in the United 
Kingdom. Could our medical training be blamed 
for indoctrinating students with the concept of 
20th century M edicine , which stresses the im por
tance o f disease processes and sym ptom atic 
cures. I do no know w hether there will be a 
renaissance  in medical practice and philosophy 
as we approach the next century, but I am very 
grateful to the B alint Society for affording me the 
privilege to experience the forgo tten  art of the 
physician and the splendid hospitality at Oxford.

T e n g  J in  O n g  
4th-year m edical student, 

Dundee University.
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Programme of Meetings of the Balint Society 
for the Twenty-seventh Session 

1996-97
The following m eetings will take place at the R oyal College of General Practitioners,
14 Princes Gate, Hyde Park, London, SW 7, at 8.30 p.m., preceded by coffee at 8 p.m.

Dr. Jennifer JO NES, Psychoanalyst, London
(Title o f lecture to be announced) 22 O ctober 1996

Professor Lesley SOUTHGATE, W hittington Hospital, London
A ssessing the Consultation; can we do it, and should we?

Dr. Daphne LAM BERT, Jungian analyst, London, and C o-leader o f the 
C am bridge Balint-group 
(Title o f  lecture to be announced)

Dr. Andrew  ELDER, Consultant in general practice and primary care, 
at the Tavistock Clinic, London, NW 3 
(Full details to be announced)

Other Events
The O xford Balint W eekend, 1996 20-22 Septem ber 1996

Will take place at Lincoln College, Oxford: 
from Friday, at 6 p.m. to Sunday, at 1 p.m.

The Annual General M eeting o f the Society will 
take place at 12 noon on 22 Septem ber 1996.

London Balint-Day for Practice-nurses May 1997
at the Hospital o f St. John & St. E lizabeth, London.

(Full details to be announced)

Annual D inner, 1997 19 June 1997
(Full details to be announced)

The O xford Balint W eekend, 1997 Septem ber 1997
Will take place at Lincoln College, Oxford 
from Friday, at 6 p.m. to Sunday, at 1 p.m.

All m eetings are PG EA  approved.
Further information is available from Hon. Sec. Dr. David Watt.

Guidance for Contributors
M anuscripts and com m unications for publication in the Journal should be forwarded to Dr. Philip 
Hopkins.

Style
Articles should be typewritten on one side o f the paper only, double-spaced and with 4 cm margins. 

A bbreviations should be avoided.
Use approved, not proprietary names, when referring to drugs.

References
References should be num bered in the order in which they appear in the text, and appear in num erical 
order at the end of the article.

All references should give the names and initials o f  all authors; the title o f the article: the title of 
the journal abbreviated according to the style o f Index M edicus; year of publication; volume num ber; and 
the first and last page numbers.

We welcom e the subm ission o f docum ents on 3.5” com puter disk. IBM com patible files only 
please. If possible, please send files in M icrosoft W ord for W indow s version 6 or 2. O ther acceptable files 
are W ordPerfect versions 5.0, 5.1, or 5.2; W ordstar versions 3.3 to 5.5; W ord for M S-Dos 3.x to 5.x. 
Authors should supply the name of the file on disk. Please send one hard copy with your file.
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