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® Preface

Essentials of Psychiatry is a synopsis of the 2400 page Psychiatry
Second Edition also published by John Wiley and Sons. Psychia-
try has received exceptional reviews in the leading medical and
psychiatric journals within the United States and abroad. Essen-
tials of Psychiatry provides a broad overview to clinical psychia-
try for beginning psychiatry residents, nonpsychiatric physicians,
medical students, and people working in related mental health
disciplines such as psychology, social work, psychiatric nursing
and counseling. We hope that family members of patients may
find this abbreviated text accessible and helpful as well. Essentials
of Psychiatry differs from the comprehensive two-volume text in
that it does not include such an extensive discussion of the neural
and social sciences that underlie the practice of psychiatry.

The 112 chapters by more than 270 authors of the Psychia-
try Second Edition have been condensed by approximately 50%
for this new book. All chapters have been updated to include the
latest advances in psychopharmacology, psychopathology and
psychosocial treatment. Clinical vignettes, as well as DSM-IV™

and ICD 10 related material, have been retained from the original
book to preserve an international scope. As indicated in the ini-
tial chapters of the Essentials, we have also maintained the focus
on the centrality of the doctor—patient relationship.

The challenge of condensing a text as large as Psychiatry
Second Edition was daunting. We are indebted to all of our col-
leagues who wrote for the original work. We pay homage to these
authors at the start of this book. Since the two of us reviewed
all 112 chapters, we accept responsibility for any omissions. We
are also indebted to those who provided strong support for this
effort. At Wiley, this included our editor Deborah Russell and
her associate Andrea Baier. In Dr Kay’s and Dr Tasman’s offices,
Edward Depp and Joan Lucas, respectively, were invaluable to
the completion of this project.

JERALD KAY, MD

ALLAN TASMAN, MD
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CHAPTER

@ Listening to
the Patient

Listening: The Key Skill in Psychiatry

It was Freud who raised the psychiatric technique of examination—
listening — to a level of expertise unexplored in earlier eras. As
Binswanger (1963) has said of the period prior to Freudian influ-
ence: psychiatric “auscultation” and “percussion” of the patient
was performed as if through the patient’s shirt with so much of
his essence remaining covered or muffled that layers of meaning
remained unpeeled away or unexamined.

This metaphor and parallel to the cardiac examination is
one worth considering as we first ask if listening will remain
as central a part of psychiatric examination as in the past. The
explosion of biomedical knowledge has radically altered our
evolving view and practice of the doctor—patient relationship.
Physicians of an earlier generation were taught that the diagnosis
is made at the bedside — that is, the history and physical exami-
nation are paramount. Laboratory and imaging (radiological, in
those days) examinations were seen as confirmatory exercises.
However, as our technologies have blossomed, the bedside and/or
consultation room examinations have evolved into the method
whereby the physician determines what tests to run, and the tests
are often viewed as making the diagnosis. A cardiologist colleague
expresses the opinion that, given the growing availability of non-
invasive tests — echocardiograms, for example — he is not sure
this is a bad thing (Hillis, 2001, personal communication).

So can one imagine a time in the not-too-distant future
when the psychiatrist’s task will be to identify that the patient is
psychotic and then order some benign brain imaging study which
will identify the patient’s exact disorder?

Perhapsso, butwill thatobviatetheneed forthe psychiatrist’s
special kind of listening? Indeed, there are those who claim that
psychiatrists should no longer be considered experts in the doctor—
patient relationship (where expertise is derived from their unique
training in listening skills) but experts in the brain (Nestler, 1999,
personal communication). As we come truly to understand the
relationship between brain states and subtle cognitive, emotional,
and interpersonal states, one could also ask if this is a distinction
that really makes a difference. On the other hand, the psychiatrist
will always be charged with finding a way to relate effectively
to those who cannot effectively relate to themselves or to oth-
ers. There is something in the treatment of individuals whose
illnesses express themselves through disturbances of thinking,
feeling, perceiving and behaving that will always demand special
expertise in establishing a therapeutic relationship — and that is
dependent on special expertise in listening.

Essentials of Psychiatry Jerald Kay and Allan Tasman
© 2006 John Wiley & Sons, Ltd. ISBN: 0-470-01854-2

Clinical Vignette 1

A 28-year-old white married man suffering from paranoid
schizophrenia and obsessive—compulsive disorder did
extremely well in the hospital, where his medication had
been changed to clozapine with good effects. But he rapidly
deteriorated on his return home. It was clear that the

ward milieu had been a crucial part of his improvement,

so partial hospitalization was recommended. The patient
demurred, saying he didn’t want to be a “burden”.

The psychiatrist explored this with the patient and his

wife. Beyond the obvious “burdens” of cost and travel
arrangements, the psychiatrist detected the patient’s
striving to be autonomously responsible for handling his
illness. By conveying a deep respect for that wish, and then
educating the already insightful patient about the realities
of “bearing schizophrenia”, the psychiatrist was able to
help the patient accept the needed level of care.

Traditionally, this kind of listening has been called “listening
with the third ear” (Reik, 1954). Other efforts to label this difficult-
to-describe process have developed other terms: the interpretive
stance, interpersonal sensitivity, the narrative perspective (McHugh
and Slavney, 1986). All psychiatrists, regardless of theoretical
stance, must learn this skill and struggle with how it is to be defined
and taught. The biological or phenomenological psychiatrist listens
for subtle expressions of symptomatology; the cognitive—behav-
ioral psychiatrist listens for hidden distortions, irrational assump-
tions, or global inferences; the psychodynamic psychiatrist listens
for hints at unconscious conflicts; the behaviorist listens for covert
patterns of anxiety and stimulus associations; the family systems
psychiatrist listens for hidden family myths and structures.

This requires sensitivity to the storyteller, which integrates
a patient orientation complementing a disease orientation. The
listener’s intent is to uncover what is wrong and to put a label on
it. At the same time, the listener is on a journey to discover who
the patient is, employing tools of asking, looking, testing and clar-
ifying. The patient is invited to collaborate as an active informer.
Listening work takes time, concentration, imagination, a sense of
humor, and an attitude that places the patient as the hero of his or
her own life story. Key listening skills are listed in Table 1.1.

The enduring art of psychiatry involves guiding the de-
pressed patient, for example, to tell his or her story of loss in addi-
tion to having him or her name, describe, and quantify symptoms
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Table 1.1
Hearing Connotative meanings of words
Idiosyncratic uses of language
Figures of speech that tell a deeper story
Voice tones and modulation (e.g., hard edge,
voice cracking)
Stream of associations
Seeing Posture
Gestures
Facial expressions (e.g., eyes watering, jaw
clenched)
Other outward expressions of emotion
Comparing Noting what is omitted
Dissonances between modes of expression
Intuiting Attending to one’s own internal reactions
Reflecting Thinking it all through outside the

immediate pressure to respond during the
interview

of depression. The listener, in hearing the story, experiences the
world and the patient from the patient’s point of view and helps
carry the burden of loss, lightening and transforming the load. In
hearing the sufferer, the depression itself is lifted and relieved.
The listening is healing as well as diagnostic. If done well, the
listener becomes a better disease diagnostician. The best listen-
ers hear both the patient and the disease clearly, and regard every
encounter as potentially therapeutic.

The Primary Tools: Words, Analogies,

Metaphors, Similes and Symbols

To listen and understand requires that the language used
between the speaker and the hearer be shared — that the mean-
ings of words and phrases are commonly held. Common
language is the predominant factor in the social organization of
humanity (Chomsky, 1972) and is probably the single most im-
portant key to the establishment of an active listener/engaged sto-
ryteller dyad which the helping alliance represents. Indeed, the
Sapir—-Whorf hypothesis suggests that what we are able to think
is limited/determined by the language with which we are working
(Carroll and Whorf, 1956; Sapir, 2000). Patients are storytellers
who have the hope of being heard and understood (Edelson, 1993).
Their hearers are physicians who expect to listen actively and to
be with the patient in a new level of understanding. Because all
human beings listen to so many different people every day, we
tend to think of listening as an automatic ongoing process, yet
this sort of active listening remains one of the central skills in
clinical psychiatry. It underpins all other skills in diagnosis, alli-
ance building and communication. In all medical examinations,
the patient is telling a story only she or he has experienced. The
physician must glean the salient information and then use it in
appropriate ways. Inevitably, even when language is common,
there are subtle differences in meanings, based upon differences
in gender, age, culture, religion, socioeconomic class, race, re-
gion of upbringing, nationality and original language, as well as
the idiosyncrasies of individual history. These differences are
particularly important to keep in mind in the use of analogies,

similes and metaphors. Figures of speech, in which one thing is
held representational of another by comparison, are very impor-
tant windows to the inner world of the patient. Differences in
meanings attached to these figures of speech can complicate their
use. In psychodynamic assessment and psychotherapeutic treat-
ment, the need to regard these subtleties of language becomes the
self-conscious focus of the psychiatrist, yet failure to hear and
heed such idiosyncratic distinctions can affect simple medical
diagnosis as well.

Clinical Vignette 2

A psychiatric consultant was asked to see a 48-year-

old man on a coronary care unit for chest pain deemed
“functional” by the cardiologist who had asked the patient
if his chest pain was “crushing”. The patient said no.

A variety of other routine tests were also negative. The
psychiatrist asked the patient to describe his pain. He said,
“It’s like a truck sitting on my chest, squeezing it down”.
The psychiatrist promptly recommended additional tests
which confirmed the diagnosis of myocardial infarction.
The cardiologist may have been tempted to label the
patient a “bad historian”, but the most likely culprit of this
potentially fatal misunderstanding lies in the connotative
meanings each ascribed to the word “crushing” or to other
variances in metaphorical communication.

In psychotherapy, the special meanings of words become
the central focus of the treatment.

Clinical Vignette 3

A psychiatrist had been treating a 35-year-old man with

a narcissistic personality and dysthymic disorder for

2 years. Given the brutality and deprivation of the patient’s
childhood, the clinician was persistently puzzled by the
patient’s remarkable psychological strengths. He possessed
capacities for empathy, self-observation, and modulation
of intense rage that were unusual, given his background.
During a session the patient, in telling a childhood

story, began, “When [ was a little fella...”. It struck the
psychiatrist that the patient always said “little fella” when
referring to himself as a boy, and that this was fairly
distinctive phraseology. Almost all other patients will say,
“When I was young/a kid/a girl (boy)/in school”, designate
an age, etc. On inquiry about this, the patient immediately
identified “The Andy Griffith Show” as the source. This
revealed a secret identification with the characters of the
TV show, and a model that said to a young boy, “There

are other ways to be a man than what you see around

you”. Making this long-standing covert identification fully
conscious was transformative for the patient.

How Does One Hear Words in This Way?

The preceding clinical vignettes, once described, sound straight-
forward and easy. Yet, to listen in this way the clinician must
acquire specific yet difficult-to-learn skills and attitudes. It
is extremely difficult to put into words the listening processes



embodied in these examples and those to follow, yet that is what
this chapter must attempt to do.

Students, when observing experienced psychiatrists in-
terviewing patients, often express a sense of wonder such as:
“How did she know to ask that?” “Why did the patient open up
with him but not with me?” “What made the diagnosis so clear
in that interview and not in all the others?” The student may
respond with a sense of awe, a feeling of ineptitude and doubt
at ever achieving such facility, or even a reaction of disparage-
ment that the process seems so indefinable and inexact. The key
is the clinician’s ability to listen. Without a refined capacity
to hear deeply, the chapters on other aspects of interviewing
in this textbook are of little use. But it is neither mystical nor
magical nor indefinable (though it is very difficult to articulate);
such skills are the product of hard work, much thought, intense
supervision, and extensive in-depth exposure to many different
kinds of patients.

Psychiatrists, more than any other physicians, must simul-
taneously listen symptomatically and narratively/experientially.
They must also have access to a variety of theoretical perspec-
tives that effectively inform their listening. These include be-
havioral, interpersonal, cognitive, sociocultural and systems
theories. Symptomatic listening is what we think of as traditional
medical history taking, in which the focus is on the presence or
absence of a particular symptom, the most overt content level
of an interview. Narrative—experiential listening is based on the
idea that all humans are constantly interpreting their experi-
ences, attributing meaning to them, and weaving a story of their
lives with themselves as the central character. This process goes
on continuously, both consciously and unconsciously, as a run-
ning conversation within each of us. The conversation is between
parts of ourselves and between ourselves and what Freud called
“internalized objects”, important people in our lives whose im-
ages, sayings, and attitudes become permanently laid down in
our memories. This conversation and commentary on our lives
includes personal history, repetitive behaviors, learned assump-
tions about the world and interpersonal roles. These are, in turn,
the products of individual background, cultural norms and val-
ues, national identifications, spiritual meanings and family
system forces.

Clinical Vignette 4

A 46-year-old man was referred to a psychiatrist from a
drug study. The patient had both major depression and
dysthymic disorder since a business failure 2 years earlier.
His primary symptoms were increased sleep, decreased
mood, libido, energy and interests. After no improvement
during the “blind” portion of the study, he had continued

to show little response once the code was broken, and

he was treated with two different active antidepressant
medications. He was referred for psychotherapy and further
antidepressant trials. The therapy progressed slowly with
only episodic improvement. One day, the patient reported
that his wife had been teasing him about how, during

his afternoon nap, his snoring could be heard over the

noise of a vacuum cleaner. The psychiatrist immediately
asked additional questions, eventually obtained sleep
polysomnography and, after appropriate treatment for sleep
apnea, the patient’s depression improved dramatically.
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It seems that three factors were present that enabled the
psychiatrist in the above vignette to listen well and identify an
unusual diagnosis that had been missed by at least three other ex-
cellent clinicians who had all been using detailed structured in-
terviews that were extremely inclusive in their symptom reviews.
First, the psychiatrist had to have readily available in mind all
sorts of symptoms and syndromes. Secondly, he had to be in a
curious mode. In fact, this clinician had a gnawing sense that
something was missing in his understanding of the patient. There
is a saying in American medicine designed to focus students on
the need to consider common illnesses first, while not totally ig-
noring rarer diseases: when you hear hoofbeats in the road, don’t
look first for zebras. We would say that this psychiatrist’s mind
was open to seeing a “zebra” despite the ongoing assumption that
the weekly “hoofbeats” he had been hearing represented the eve-
ryday “horse” of clinical depression. Finally, he had to hear the
patient’s story in multiple, flexible ways, including the possibility
that a symptom may be embedded in it, so that a match could be
noticed between a detail of the story and a symptom. Eureka!
The zebra could then be seen although it had been standing there
every week for months.

Looking back at Clinical Vignette 3, we see the same phe-
nomenon of a detail leaping out as a significant piece of missing
information that dramatically influences the treatment process.
To accomplish this requires a cognitive template (symptoms and
syndromes; developmental, systemic and personality theories;
awareness of cultural perspectives), a searching curious stance,
and flexible processing of the data presented. If one is able to
internalize the skills listed in Table 1.1, the listener begins auto-
matically to hear the meanings in the words.

Listening as More Than Hearing

Listening and hearing are often equated in many people’s minds.
However, listening involves not only hearing and understand-
ing the speaker’s words, but attending to inflection, metaphor,
imagery, sequence of associations and interesting linguistic
selections. It also involves seeing — movement, gestures, facial
expressions, subtle changes in these — and constantly compar-
ing what is said with what is seen, looking for dissonances, and
comparing what is being said and seen with what was previously
communicated and observed. Further, it is essential to be aware of
what might have been said but was not, or how things might have
been expressed but were not. This is where clues to idiosyncratic
meanings and associations are often discovered. Sometimes, the
most important meanings are embedded in what is conspicuous
by its absence.

It was Darwin (1955) who first observed that there appears
to be a biogrammar of primary emotions that all humans share
and express in predictable, fixed action patterns. The mean-
ing of a smile or nod of the head is universal across disparate
cultures. This insight was lost until the late 1960s when several
researchers from different fields (Tiger and Fox, 1971; Tomkins
and McCarter, 1964) returned to it and demonstrated empirically
the cross-cultural consistency of emotional expression. LeDoux
(1996) has been a leader in identifying the neurobiological sub-
strate for these primary emotions. Leslie Brothers (1989), using
this work and her own experiments with primates, developed a
hypothesis about the biology of empathy based on seeing as well
as hearing. Both she and Damasio (1994) have identified the amy-
gdala and the inferior temporal lobe gyrus as the neurobiological
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substrate for recognition of and empathy for others and their
emotional states. Further research has identified that these parts
of the brain are, on the one hand, prededicated to recognizing
certain gestures, facial expressions, and so on, but require effec-
tive maternal-infant interaction in order to do so (Schore, 2001).
The “gleam in the mother’s eye” of Mahler and colleagues (1975)
is literally translated into the reflection of the mother’s fovea as
she gazes at her infant, stimulating the nondominant orbital fron-
tal cortex which, in turn, completes the key temporal circuits.

All of this is synthesized in the listener as a “sense” or
intuition as to what the speaker is saying at multiple levels. The
availability of useful cognitive templates and theories enables the
listener to articulate what is heard.

Clinical Vignette 5

A 38-year-old Hispanic construction worker presented
himself to a small-town emergency department in the
Southwest, complaining of pain on walking, actually
described in Spanish-accented English as “a little pain”.

His voice was tight, his face was drawn, and his physical
demeanor was burdened and hesitant. His response to the
invitation to walk was met by a labored attempt to walk
without favor to his painful limb. A physician could have
discharged him from the emergency department with a
small prescription of ibuprofen. The careful physician in the
emergency department responded to the powerful visual
message that he was in pain, was beaten down by it, and had
suffered long before coming in. This recognition came first
to the physician as an intuition that this man was somehow
more sick than he made himself sound. A radiograph of

the femur revealed a lytic lesion that later proved to be
metastatic renal cell carcinoma. To hear the unspoken,

one had to be keenly aware of the patient’s tone and how

he looked, and to keep in mind, too, the cultural taboos
forbidding him to give in to pain or to appear to need help.

As has been implied, not only must one affirmatively
“hear” all that a patient is communicating, one must overcome a
variety of potential blocks to effective listening.

Common Blocks to Effective Listening

Many factors influence the ability to listen. Psychiatrists come
to the patient as the product of their own life experiences. Does
the listener tune in to what he or she hears in a more attentive
way if the listener and the patient share characteristics? What
blocks to listening (Table 1.2) are posed by differences in sex,
age, religion, socioeconomic class, race, culture, or nationality
(Kleinman, 2001; Comas-Diaz and Jacobsen, 1991; Kochman,
1991)? What blind spots may be induced by superficial similari-
ties in different personal meanings attributed to the same cultural
symbol? Separate and apart from the differences in the develop-
ment of empathy when the dyad holds in common certain fea-
tures, the act of listening is inevitably influenced by similarities
and differences between the psychiatrist and the patient.

Would a woman have reported the snoring in Clinical Vi-
gnette 4 or would she have been too embarrassed? Would she
have reported it more readily to a woman psychiatrist? What
about the image in Clinical Vignette 2 of a truck sitting on some-
one’s chest? How gender and culture bound is it? Would “The

Table 1.2
Patient—psychiatrist Race
dissimilarities Sex
Culture
Religion

Regional dialect
Individual differences
Socioeconomic class

Superficial May lead to incorrect assumptions of
similarities shared meanings
Countertransference  Psychiatrist fails to hear or reacts

inappropriately to content reminiscent
of own unresolved conflicts

External forces Managed care setting
Emergency department

Control-oriented inpatient unit

Attitudes Need for control

Psychiatrist having a bad day

Andy Griffith Show”, important in Clinical Vignette 3, have had
the same impact on a young African-American boy that it did on
a Caucasian one? In how many countries is “The Andy Griffith
Show” even available, and in which cultures would that model
of a family structure seem relevant? Suppose the psychiatrist in
that vignette was not a television viewer or had come from an-
other country to the USA long after the show had come and gone?
(Roughly 50% of current residents in psychiatry in the USA are
foreign born and trained [American Psychiatric Association,
2001].) Consider these additional examples.

Clinical Vignette 6

A female patient came to see her male psychiatrist for their
biweekly session. Having just been given new duties on
her job, she came in excitedly and began sharing with her
therapist how happy she was to have been chosen by her
male supervisor to help him with a very important project
at their office. The session continued with the theme of the
patient’s pride in having been recognized for her attributes,
talents and hard work. At the next session, she said that

she had become embarrassed after the previous session

at the thought that she had been “strutting her stuff”.

The therapist reflected back to her the thought that she
sounded like a rooster strutting his stuff, connecting her
embarrassment at having revealed that she strove for the
recognition and power of men in her company, and that she,
in fact, envied the position of her supervisor. The patient
objected to the comparison of a rooster, and likened it more
to feeling like a woman of the streets strutting her stuff.
She stated that she felt like a prostitute being used by her
supervisor. The psychiatrist was off the mark by missing
the opportunity to point out in the analogous way that the
patient’s source of embarrassment was in being used, not
so much in being envious of the male position.

It is likely that different life experiences based on gen-
der fostered this misunderstanding. How many women easily



identify with the stereotyped role of the barnyard rooster? How
many men readily identify with the role of a prostitute? These are
but two examples of the myriad different meanings our specific
gender may incline us towards. Although metaphor is a powerful
tool in listening to the patient, cross-cultural barriers pose poten-
tial blocks to understanding.

Clinical Vignette 7

A 36-year-old black woman complained to her therapist
(of the same language, race, and socioeconomic class) that
her husband was a snake, meaning that he was no good,
treacherous, a hidden danger. The therapist, understanding
this commonly held definition of a snake, reflected back

to the patient pertinent, supportive feedback concerning
the care and caution the patient was exercising in divorce
dealings with the husband.

In contrast, a 36-year-old Chinese woman, fluent in
English, living in her adopted country for 15 years and
assimilated to Western culture, represented her husband
to her Caucasian, native-born psychiatrist as being like a
dragon. The therapist, without checking on the meaning of
the word “dragon” with her patient, assumed it connoted
danger, one of malicious intent and oppression. The
patient, however, was using “dragon” as a metaphor for her
husband — the fierce, watchful guardian of the family — in
keeping with the ancient Chinese folklore in which the
dragon is stationed at the gates of the lord’s castle to guard
and protect it from evil and danger.

Even more subtle regional variations may produce similar
problems in listening and understanding.

Clinical Vignette 8

In a family session, a psychiatrist from the South referred
to the mother of her patient as “your mama”, intending

a meaning of warmth and respect. The patient instantly
became enraged at the use of such an offensive term toward
her mother. Although being treated in Texas, the patient
and her family had recently moved from a large city in New
Jersey. The use of the term “mama’” among working class
Italians in that area was looked upon with derision among
people of Irish descent, the group to which the patient

was ethnically connected. The patient had used the term
“mother” to refer to her mother, a term the psychiatrist had
heard with a degree of coolness attached. What she knew
of her patient’s relationship with her mother did not fit in
with a word like mother, hence almost out of awareness she
switched terms leading to a response of indignation and
outrage from the patient.

Psychiatrists discern meaning in that which they hear
through filters of their own — cultural backgrounds, life expe-
riences, feelings, the day’s events, their own physical sense of
themselves, nationality, sex roles, religious meaning systems
and intrapsychic conflicts. The filters can serve as blocks or as
magnifiers if certain elements of what is being said resonate with
something within the psychiatrist. When the filters block, we call
it countertransference or insensitivity. When they magnify, we
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call it empathy or sensitivity. One may observe a theme for a long
time repeated with a different tone, embellishment, inflection, or
context before the idea of what is meant comes to mind. The “lit-
tle fella” example in Clinical Vignette 3 illustrates a message that
had been communicated in many ways and times in exactly the
same language before the psychiatrist “got it”. On discovering a
significant meaning that had been signaled before in many ways,
the psychiatrist often has the experience, “How could I have been
so stupid? It’s been staring me in the face for months!”

Managed care and the manner in which national health sys-
tems are administered can alter our attitudes toward the patient
and our abilities to be transforming listeners. The requirement
for authorization for minimal visits, time on the phone with uti-
lization review nurses attempting to justify continuing therapy,
and forms tediously filled out can be blocks to listening to the
patient. Limitations on the kinds and length of treatment can lull
the psychiatrist into not listening in the same way or as intently.
With these time limits and other “third party payer” considera-
tions (i.e., need for a billable diagnostic code from the Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition
[DSM-IV-TR] or the International Classification of Diseases,
10th Revision [ICD-10]), the psychiatrist, as careful listener,
must heed the external pressures influencing the approach to the
patient. Many health benefits packages will provide coverage in
any therapeutic setting only for relief of symptoms, restoration
of minimal function, acute problem solving, and shoring up of
defenses. In various countries, health care systems have come up
with a variety of constraints in their efforts to deal with the costs
of care. Unless these pressures are attended to, listening will be
accomplished with a different purpose in mind, more closely

Clinical Vignette 9

An army private was brought to the emergency room in
Germany by his friends, having threatened to commit
suicide while holding a gun to his head. He was desperate,
disorganized, impulsive, enraged, pacing and talking
almost incoherently. Gradually, primarily through his
friends, the story emerged that his first sergeant had
recently made a decision for the entire unit that had a
particularly adverse effect on the patient. He was a fairly
primitive character who relied on his wife for a sense of
stability and coherence in his life. The sergeant’s decision
was to send the entire unit into the field for over a month
just at the time the patient’s wife was about to arrive, after
a long delay, from the USA. After piecing together this
story, the psychiatrist said to the patient, “It’s not yourself
you want to kill, it’s your first sergeant!” The patient at
first giggled a little, then gradually broke out into a belly
laugh that echoed throughout the emergency room. It

was clear that, having recognized the true object of his
anger, a coherence was restored that enabled him to feel
his rage without the impulse to act on it. The psychiatrist
then enlisted the friends in a plan to support the patient
through the month and to arrange regular phone contact
with the wife as she set up their new home in Germany. No
medication was necessary. Hospitalization was averted, and
a request for humanitarian dispensation, which would have
compromised the patient in the eyes of both his peers and
superiors, was avoided as well. And, with luck, the young
man had an opportunity to grow emotionally as well.
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approximating the crisis intervention model of the emergency
room or the medical model for either inpatient or outpatient care.
In these settings, the thoughtful psychiatrist will arm himself or
herself with checklists, inventories, and scales for objectifying
the severity of illness and response to treatment: the ear is tuned
only to measurable and observable signs of responses to therapy
and biologic intervention.

With emphasis on learning here and now symptoms that
can bombard the dyad with foreground static and noise, will the
patient be lost in the encounter? The same approach to listen-
ing occurs in the setting of the emergency department for crisis
intervention. Emphasis is on symptom relief, assurance of ca-
pacities to keep oneself safe, restoration of minimal function,
acute problem solving and shoring up of defenses. Special atten-
tion is paid to identifying particular stressors. What can be done
quickly to change stressors that threw the patient’s world into a
state of disequilibrium? The difference in the emergency room
is that the careful listener may have 3 to 6 hours, as opposed to
three to six sessions for the patient with a health maintenance
organization or preferred provider contract, or other limitations
on benefits. If one is fortunate and good at being an active lis-
tener—bargainer, the seeds of change can be planted in the hope
of allowing them time to grow between visits to the emergency
department. If one could hope for another change, it would be
for a decrease in the chaos in the patient’s inner world and outer
world.

Crucial Attitudes that Enable

Effective Listening

The first step in developing good listening skills involves coming
to grips with the importance of inner experience in psychiatric
treatment and diagnosis. The Diagnostic and Statistical Man-
ual of Mental Disorders, Fourth Edition (American Psychiatric
Association, 1994) and International Classification of Diseases,
10th Revision (World Health Organization, 1992) have been enor-
mous advances in reliability and accuracy of diagnosis, but their
emphasis on seemingly observable phenomena has allowed the
willing user to forget the importance of inner experience even in
such basic diagnoses as major depressive disorder. Consider the
symptom “depressed mood most of the day” or “markedly dimin-
ished interest or pleasure” or even “decrease or increase in appe-
tite”. These are entirely subjective symptoms. Simply reporting
depression is usually not sufficient to convince a psychiatrist that
a diagnosis of depression is warranted. In fact, the vast majority
of psychiatric patients are so demoralized by their illnesses that
they often announce depression as their first complaint. Further,
there are a significant number of patients who do not acknowl-
edge depression yet are so diagnosed. The clinician might well
comment, “Sitting with him makes me feel very sad”.

The psychiatrist must listen to much more than the pa-
tient’s overt behavior. There are qualities in the communica-
tion, including the inner experiences induced in the listener, that
should be attended to. The experienced clinician listens to the
words, watches the behavior, engages in and notices the ongo-
ing interaction, allows himself/herself to experience his/her own
inner reactions to the process, and never forgets that depression
and almost all other psychiatric symptoms are exclusively pri-
vate experiences. The behavior and interactions are useful inso-
far as they assist the psychiatrist in inferring the patient’s inner
experience.

Therefore, to convince a clinician that a patient is de-
pressed, not only must the patient say she/he is depressed, but the
observable behavior must convey it (sad-looking face, sighing,
unexpressive intonations, etc.); the interaction with the inter-
viewer must convey depressive qualities (sense of neediness, sad-
ness induced in the interviewer, beseeching qualities expressed,
etc.). In the absence of both of these, other diagnoses should be
considered, but in the presence of such qualities, depression
needs to remain in the differential diagnosis.

Even when we make statements about brain function
with regard to a particular patient, we use this kind of listen-
ing, generally, by making at least two inferences. We first listen
to and observe the patient and then infer some aspect of the pa-
tient’s private experience. Then, if we possess sufficient scien-
tific knowledge, we make a second inference to a disturbance
in neurochemistry, neurophysiology, or neuroanatomy. When
psychiatrists prescribe antidepressant medication, they have in-
ferred from words, moved into inner experiences, and come to
a conclusion that there is likely a dysregulation of serotonin or
norepinephrine in the patient’s brain.

As one moves towards treatment from diagnosis, the con-
tent of inner experience inferred may change to more varied states
of feelings, needs, and conflicts, but the fundamental process of
listening remains the same. The psychiatrist listens for the mean-
ing of all behavior, to the ongoing interpersonal relationship the
patient attempts to establish, and to inner experiences as well.

Despite all of the technological advances in medicine in
general and their growing presence in psychiatry, securing or
eliciting a history remains the first and central skill for all physi-
cians. Even in the most basic of medical situations, the patient is
trying to communicate a set of private experiences (how does one
describe the qualities of pain or discomfort?) that the physician
may infer and sort into possible syndromes and diagnoses. In
psychiatry, this process is multiplied, as indicated in Figure 1.1.
William Styron (1990), a prizewinning novelist, had to go to ex-
traordinary lengths in his eloquent attempt to convey the “searing
internal mental pain” that he experienced when suffering from a
major depression.

The qualitative aspects of private experience remain, to
this day, a major problem in philosophy. It was the basis of Rene
Descartes’ (1991) philosophical doubting that became the fun-
damental intellectual underpinning of Western thought for so
long. Edmund Husserl (1977) used it as the basis for an entire
philosophical system, phenomenology, which was a forerunner
of existentialism, which was so influential in both American and
European psychiatry in the 1950s and 1960s (May et al., 1958;
Binswanger, 1963).

Silvano Arieti (1967) hypothesized that cognitive devel-
opment produces changes over time in the inner experience of
various affects. Does a person with borderline personality disor-
der experience “anxiety” in the same qualitative and quantitative
manner in which a neurotic person does? What is the relationship
between sadness and guilt and the empty experiences of depres-
sion? This perspective underlies the principle articulated in text
after text on interviewing that emphasizes the importance of es-
tablishing rapport in the process of history taking. It is incredibly
easy for the psychiatrist to attribute to the patient what she/he
would have meant and what most people might have meant in
using a particular word or phrase. The sense in the narrator that
the listener is truly present, connected, and with the patient enor-
mously enhances the accuracy of the story reported.
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Figure 1.1  Finding the patient.

Words that have been used to describe this process of
constant attention to and inference of inner experience by the
listener include interest, empathy (Rogers, 1951; Kohut, 1991;
Truax, 1963), attentiveness and noncontingent positive regard
(Truax, 1963). However, these are words that may say less than
they seem to. It is the constant curious awareness on the listener’s
part, that she/he is trying to grasp the private inner experience of
the patient, and the storyteller’s sense of this stance by the psy-
chiatrist that impels the ever more revealing process of history
taking. This quality of listening produces what we call rapport,
without which psychiatric histories become spotty, superficial
and even suspect. There are no bad historians, only patients who
have not yet found the right listener.

In treatment, we even find empirical data to support this
perspective. The two most powerful predictors of outcome in
any form of psychotherapy are empathy and the therapeutic al-
liance (Horvath and Luborsky, 1993; Greenson, 1978). This has
been shown again and again in study after study for dynamic
therapy, cognitive therapy, behavior therapy and even medica-
tion management (Elkin et al., 1989). This led some researchers
and theorists to propose that the power of psychotherapy can be
understood solely as a remoralization phenomenon based on sup-
port and empathy (Frank, 1973; Omer and London, 1989). The
truth of this can be seen in the remarkable therapeutic success
of the “clinical management” cell of the National Institutes of
Mental Health Collaborative Study on the Treatment of Major
Depression. Although the Clinical Management Cell was not

as effective as the cells that included specific drugs or specific
psychotherapeutic interventions, 35% of patients with moder-
ate to severe major depressive disorder improved significantly
with carefully structured supportive clinical management alone
(Elkin et al., 1989).

Helpful psychiatric listening requires a complicated atti-
tude toward control and power in the interview (see Table 1.3).
The psychiatrist invites the patient/storyteller to collaborate as an
active informer. He is invited, too, to question and observe him-
self. This method of history taking remains the principal tool of
general clinical medicine. However, as Freud pointed out, these
methods of active uncovering are more complex in the psychic

Attitudes Important to Listening

The centrality of inner experience

There are no bad historians

The answer is always inside the patient

Control and power are shared in the interview

It is OK to feel confused and uncertain

Objective truth is never as simple as it seems

Listen to yourself, too

Everything you hear is modified by the patient’s filters
Everything you hear is modified by your own filters

There will always be another opportunity to hear more clearly




10 Part | « Approaches to the Patient

realm. The use of the patient as a voluntary reporter requires that
the investigator keep in mind the unconscious and its power over
the patient and listener. Can the patient be a reliable objective wit-
ness of himself or his symptoms? Can the listener hold in mind
his own set of filters, meanings, and distortions as he hears? The
listener translates for himself and his patient the patient’s articu-
lation of his experience of himself and his inner world into our
definition of symptoms, syndromes, and differential diagnoses
which make-up the concept of the medical model.

Objective—descriptive examiners are like detectives clos-
ing in on disease. The psychiatric detective enters the inquiry
with an attitude of unknowing and suspends prior opinion. The
techniques of listening invoke a wondering and a wandering with
the patient. Periods of head scratching and exclamations of “I’'m
confused”, or “I don’t understand”, or “That’s awful!” or “Tell
me more”, allow the listener to follow or to point the way for
the dyad. Finally, clear and precise descriptions are held up for
scrutiny, with the hope that a diagnostic label or new information
about the patient’s suffering and emotional pain is revealed.

It is embarking on the history taking journey together —
free of judgments, opinions, criticism, or preconceived notions —
that underpins rapport. Good listening requires a complex
understanding of what objective truth is and how it may be found.
The effective psychiatrist must eschew the traditional medical
role in interviewing and tolerate a collaborative, at times me-
andering, direction in which control is at best shared and some-
times wholly with the patient. The psychiatrist constantly asks:
What is being said? Why is it being said at this moment? What
is the meaning of what is being said? In what context is all this
emerging? What does that tell me about the meaning and what
does it reflect about the doctor—patient relationship?

Theoretical Perspectives on Listening
Listening is the effort or work of placing the therapist where the
patient is (“lives”). Greenson (1978) would call it “going along
with”; Rogers (1951) “centering on the client”. The ear of the
empathic listener is the organ of receptivity — gratifying and, at
times, indulging the patient. Greenson would say that it is better
to be deceived going along with the patient than to reject him/her
prematurely and have the door slammed to the patient’s inner
world. That is what is meant by the suspension of beliefs for the
discovery of the true self. Harry Stack Sullivan, the father of in-
terpersonal psychiatry, would remind us to heed those shrewd,
small questions: “What is he up to?” “Where is he taking us?”
Every human being has a preferred interpersonal stance, a set
of relationships and transactions with which she or he is most
comfortable and feels most gratified. The problem is that for most
psychiatric patients they do not work well. This is the wisdom
that Sullivan (1953) was articulating.

Beyond attitudes that enable or prevent listening there is
a role for specific knowledge. It is important to achieve the cog-
nitive structure or theoretical framework and use it with rigor
and discipline in the service of patients so that psychiatrists can
employ more than global “feelings” or “hunches”. In striving to
grasp the inner experience of any other human being, one must
know what it is to be human; one must have an idea of what is
inside any person. This provides a framework for understand-
ing what the patient — who would not be a patient if he fully
understood what was inside of him — is struggling to communi-
cate. Personality theory is absolutely crucial to this process.

Whether we acknowledge it or not, every one of us has
a theory of human personality (in this day and age of porous
boundaries between psychology and biology, we should really
speak of a psychobiological theory of human experience) which
we apply in various situations, social or clinical. These theories
become part of the template alluded to earlier that allow certain
words, stories, actions, and cues from the patient to jump out
with profound meaning to the psychiatrist. There is no substitute
for a thorough knowledge of many theories of human functioning
and a well disciplined synthesis and internal set of rules to decide
which theories to use in which situations.

Different theoretical positions offer slightly different and
often complementary perspectives on listening (Table 1.4). The
basic tools of therapeutic power and diagnostic acumen spring
from the following:

1. Freud’s associative methods (Brill, 1938) and ego psychology
(Freud, 1946), in which one listens for the associative trends
and conflicts.

2. Melanie Klein’s (1975) and Harry Stack Sullivan’s (1953) ob-
ject relations theory. The former discovered the story through
inner world exploration and recognized the introjected

Table 1.4
Focus of
Theory Attention Listening Stance

Ego psychology Stream of Neutral, hovering

associations attention

Object relations Introjects Neutral, hovering

(internalized attention
images of others

within the

patient)

Interpersonal What relationship ~ Participant
is the patient observer
attempting to
construct?

Existential Feelings, affect Empathic
identification
with the patient

Self-psychology Sense of self from  Empathic

others mirroring and
affirmation

Patient centered Content control by Noncontingent

patient positive regard,
empathy

Cognitive Hidden Benign expert

assumptions and
distortions

Behavioral Behavioral Benign expert

contingencies

Family systems Complex forces Neutral intruder

maneuvering who forces
each member imbalance in the
system



persons of the past who live within the patient’s mind, com-
prising the person’s psychic structure; the latter discovered
the knowing through the interpersonal experience of the ther-
apeutic dyad (Greenberg and Mitchell, 1983).

3. Binswanger’s (1963) understanding of the condition of empa-
thy, in which the listener gives up his or her own position for
that of the storyteller.

4. Kohut’s (1991) self-psychology, which emphasizes the use of
vicarious introspection to reflect (mirror) back to the patient
what is being understood. This mirroring engenders in the
storyteller a special sense of being “found”, that is, of being
known, recognized, affirmed, and heard. This feeling of be-
ing heard helps to undo the sense of aloneness so common in
psychiatric patients.

Each of the great schools of psychotherapy places the psy-
chiatrist in a somewhat different relationship to the patient. This
may even be reflected in the physical placement of the therapist
in relation to the patient. In a classical psychoanalytic stance, the
therapist, traditionally unseen behind the patient, assumes an ac-
tive, hovering attention. Existential analysts seek to experience
the patient’s position and place themselves close to and facing the
patient. The interpersonal psychiatrist stresses a collaborative
dialogue with shared control. One can almost imagine the two
side by side as the clinician strives to sense what the storyteller
is doing to and with the listener. Interpersonal theory stresses the
need for each participant to act within that interpersonal social
field.

In the object relations stance, the listener keeps in mind
the “other people in the room” with him and the storyteller, that
is, the patient’s introjects who are constantly part of the internal
conversation of the patient and thus influence the dialogue within
the therapeutic dyad. In connecting with the patient, the listener
is also tuned in to the fact that parts and fragments of him or
her are being internalized by the patient. The listener becomes
another person in the room of the patient’s life experience, within
and outside the therapeutic hour. Cognitive and behavioral psy-
chiatrists are kindly experts, listening attentively and subtly for
hidden assumptions, distortions, and connections. The family
systems psychiatrist sits midway among the pressures and forces
emanating from each individual, seeking to affect the system so
that all must adapt differently.

Referring again to Clinical Vignette 3, we can see the
different theoretical models of the listening process in the dis-
covery of the meaning of “little fella”. Freud’s model is that the
psychiatrist had listened repeatedly to a specific association and
inquired of its meaning. Object relations theorists would note that
the clinician had discovered a previously unidentified, powerful
introject within the therapeutic dyad. The interpersonal psychia-
trist would see the shared exploration of this idiosyncratic man-
ner of describing one’s youth; the patient had been continually
trying to take the therapist to “The Andy Griffith Show”. That
is, the patient was attempting to induce the clinician to share
the experience of imagining and fantasizing about having Andy
Griffith as a father.

Existentialists would note how the psychiatrist was
changed dramatically by the patient’s repeated use of this phrase
and then altered even more profoundly by the memory of Andy
Griffith, “the consummate good father” in the patient’s words.
The therapist could never see the patient in quite the same way
again, and the patient sensed it immediately. And Kohut would
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note the mirroring quality of the psychiatrist’s interpreting the
meaning of this important memory. This would be mirroring at
its most powerful, affirming the patient’s important differences
from his family, helping him to consolidate the memories. The
behavioral psychiatrist would note the reciprocal inhibition that
had gone on, with Andy Griffith soothing the phobic anxieties in
a brutal family.

A cognitive psychiatrist would wonder whether the pa-
tient’s depression resulted from a hidden assumption that any-
thing less than the idyllic images of television was not good
enough. The family systems psychiatrist would help the patient
see that he had manipulated the forces at work on him and actu-
ally changed the definition of his family.

The ways and tools of listening also change, according
to the purpose, the nature of the therapeutic dyad. The ways of
listening also change depending upon whether or not the psy-
chiatrist is preoccupied or inattentive. The medical model psy-
chiatrist listens for signs and symptoms. The analyst listens for
the truth often clothed in fantasy and metaphor. The existentialist
listens for feeling, and the interpersonal theorist listens for the
shared experiences engendered by the interaction. Regardless of
the theoretical stance and regardless of the mental tension be-
tween the medical model’s need to know symptoms and signs and
the humanistic psychiatrist’s listening to know the sufferer, the
essence of therapeutic listening is the suspension of judgment be-
fore any presentation of the story and the storyteller. The listener
is asked to clarify and classify the inner world of the storyteller at
the same time he is experiencing it — no small feat!

Using Oneself in Listening

Understanding transference and countertransference is crucial
to effective listening. Tomkins, LeDoux, Damasio and Brothers
have given us a basic science, biological perspective on this proc-
ess. However one defines these terms, whatever one’s theoretical
stance about these issues, Harry Stack Sullivan (1969) had it right
when he said that schizophrenics are more human than anything
else. To know ourselves is to begin to know our patients more
deeply. There are many ways to achieve this. Personal therapy is
one. Ongoing life experience is another. Supervision that empha-
sizes one’s emotional reactions to patients is still a third. Once
we have started on the road to achieving this understanding by
therapy, supervision, or life experience, continued listening to
our patients, who teach us about ourselves and others, becomes a
lifelong method of growth.

To know oneself is to be aware that there are certain com-
mon human needs, wishes, fears, feelings and reactions. Every
person must deal in some way with attachment, dependence,
authority, autonomy, selfthood, values and ideals, remembered
others, work, love, hate and loss. It is unlikely that the psychia-
trist can comprehend the patient without his own self-awareness.
Thus, Figure 1.1 should really look like Figure 1.2. The most psy-
chotic patient in the world is still struggling with these universal
human functions.

In this case, the psychiatrist was able to connect with
a patient’s inner experience in a manner that had a fairly dra-
matic impact on the clinical course. That is the goal of listen-
ing. The art is hearing the patient’s inner experience and then
addressing it empathically, enabling the patient to feel heard and
affirmed. There are no rules about this, and at any given point
in a clinical encounter there are many ways to accomplish it.
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Figure 1.2

Words >

Nonverbal cues

Clinical Vignette 10

A young man with paranoid schizophrenia had been
admitted in 1979 to the hospital following a near lethal
attack on his father. When asked about this incident, he
became frankly delusional, speaking of the Arab-Israeli
conflict, the preciousness of Jerusalem, how the Israelis
must defend it at all costs. Unspoken was his conviction that
he was like the Israelis, with the entire world attacking and
threatening him. He believed his father had threatened and
attacked him when, in fact, his father had done little more
than seek to be closer, more comforting and advising with
the patient. The psychiatrist understood the patient to be
speaking of that core of selfhood that we all possess, which,
when threatened, creates a sense of vulnerability and panic,
a disintegrating anxiety unlike any other. The psychiatrist
spoke to the patient of Anwar Sadat’s visit to Jerusalem

and engaged him in a discussion of how that had gone,

what the outcome had been, had the threat been lessened

or increased? The patient, although still delusional, visibly
relaxed and began to speak much more directly about
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his own sense of vulnerability and uncertainty over his
personal integrity and its ability to withstand any closeness.
He still required neuroleptic medication for his illness;
however, his violent thoughts and behaviors reduced
dramatically. He was able to begin interacting with his
father, and his behavior on the ward changed as well.

There are also many ways to respond that are unhelpful and even
retraumatizing. The skilled psychiatrist, just as she/he never for-
gets that it is the patient’s inner experience that is to be heard,
also never stops struggling to find just the right words, gestures,
expressions and inflections that say to a patient, “you have been
understood”. The most clever diagnostician or insightful inter-
preter who cannot “connect” with the patient in this manner will
miss valuable information. This issue has been addressed by
writers who have pointed out how little understood are the con-
cepts of support and empathy (Peteet, 1982).

Being human is also to be a creature of habit and pattern
in linguistic, interpersonal, and emotional realms. The skilled
psychiatrist listens with this ever in mind. What we see in the



interview, what we hear in interactions, may be presumed to
be repetitions of many other events. The content may vary, but
the form, motive, process and evolution are generally universal
for any given individual. This, too, is part of listening. To know
what is fundamentally human, to have a well-synthesized rigor-
ous theory, and to hear the person’s unique but repetitive ways of
experiencing are the essence of listening. These skills “find” the
patient in all his/her humanity, but then the psychiatrist must find
the right communication that allows the patient to feel “found”.

To Be Found: The Psychological Product
of Being Heard

Psychiatric patients may be lonely, isolated, demoralized, and
desperate, regardless of the specific diagnosis. They have lost
themselves and their primary relationships, if they ever had any.
Stanley Jackson (1992) makes the point that before anything else
can happen, they must be found, and feel found. They can only be
found within the context of their own specific histories, cultures,
religions, genders, social contexts, and so on. There is nothing
more healing than that experience of being found by another. The
earliest expression of this need is in infancy and we refer to it as
the need for attachment. Referring to middle childhood, Harry
Stack Sullivan spoke of the importance of the pal or buddy. Kohut
spoke of the lifelong need for self-objects. In lay terms, it is of-
ten subsumed under the need for love, security, and acceptance.
Psychiatric patients have lost or never had this experience. How-
ever obnoxious or destructive or desperate their overt behavior,
it is the psychiatrist’s job to seek and find the patient. That is the
purpose of listening.

If we look back to Clinical Vignette 3, wherein the phrase
“little fella” bespoke such deep and important unverbalized
meaning, the patient’s reaction to the memory and recognition by
the psychiatrist was dramatic. He had always known he was dif-
ferent in some indefinable ways from his family. That difference
had been both a source of pride and pain to him at various devel-
opmental stages. However, the recognition of the specific source,
its meaning, and its constant presence in his life created a whole
new sense of himself. He had been found by his psychiatrist, who
echoed the discovery, and he had found an entire piece of himself
that he had enacted for years, yet which had been disconnected
from any integrated sense of himself.

Sometimes objectifying and defining the disease/disorder
enables the person to feel found. One of the most challenging
patients to hear and experience is the acting out, self-destructive,
demanding person with borderline personality disorder. Even as
the prior sentence conveys, psychiatrists often experience the di-
agnosis as who the patient is rather than what she suffers. The
following case conveys how one third year resident was able to
hear such a patient, and in his listening to her introduce the idea
that the symptoms were not her but her disorder.

Gender can play a significant role in the experience of feel-
ing found. Some individuals feel that it is easier to connect with a
person of the same sex; others, with someone of the opposite sex.
Clinical Vignette 6 is an excellent example of this. In these days
of significant change in and sensitivity to sex roles, a misinterpre-
tation such as that early in treatment could result in a permanent
rupture in the alliance. Psychiatrists vary in their sensitivity to
the different sexes. Some may do better with those who have cho-
sen more traditional roles; others may be more sensitive to those
who have adopted more modern roles.
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Clinical Vignette 11

He was working the midnight Friday to 11 AM Saturday
shift in a Psychiatric Emergency Room. The patient was

a 26-year-old woman brought in by ambulance after
overdosing on sertraline following an argument with her
boyfriend. She had been partying with him and became
enraged at the attention he was paying to the date of a
friend who was accompanying them. After being cleared
medically, the patient was transferred to psychiatry for
crisis intervention. It was about 4 Am when she arrived.
She was crying and screaming for the psychiatric staff to
release her. In the emergency department she had grabbed
a suture scissors attached to the uniform of the charge
nurse. The report was given to the psychiatric resident that
she had been a “management problem” in the medicine ER.

The psychiatrist sat wearily and listened to the patient tell
her story with tears, shouts, and expletives sputtered through
clenched teeth. She stated that she did not remember ever
being happy, that she frequently had thoughts of suicide,
and that she had overdosed twice before, following a divorce
from her first husband at the age of 19 and then 8§ months
prior to this episode when she had been fired from a job for
arguing with her supervisor. Her parents had kept her 6-year-
old and 7-year-old sons since her divorce. She was currently
working as a file clerk and living with her boyfriend of
2 months. She stated that she felt like there was a cold ice
cube stuck in her chest as she watched her boyfriend flirting
with the other woman. She acknowledged that she felt empty
and utterly alone even in the crowded bar. She created an
unpleasant scene and they continued to argue until they got
home. Then he had laughed at her and left, stating that he
would come back when she had cooled down.

The resident sat quietly and listened. He looked dreary.
The night had been a busy one. She looked at him and
complained, “Don’t let me and my problems bore you!”

He looked at her and said, “Quite the contrary. I’ve been
thinking as you speak that I know what disorder you suffer
from”. With that statement, he pulled out the DSM-IV

and read with her the description of the symptoms and
signs of borderline personality disorder. She had been in
therapy off and on since she was 16 years old. No one had
ever shared with her the name of the diagnosis but instead
had responded to her as if the disorder was the definition
of who she was. In his listening, he was able to hear her
symptoms as a disorder and not the person. And in his
ability to separate the two, he was able to allow her to
distance herself from the symptoms, too, and see herself in
a new light with her first inkling of her own personhood.

We now know that just as there is a neurobiological basis
for empathy and countertransference, there is a similar biologi-
cal basis for the power of listening to heal, to lift psychological
burdens, to remoralize and to provide emotional regulation to
patients who feel out of control in their rage, despair, terror, or
other feelings (Table 1.5). Attachment and social support are psy-
chobiological processes that provide the necessary physiological
regulation to human beings. This has been shown by the work
of Hofer (1996), Cobb (1976), Meaney (2001), Nemeroff (Heim
and Nemeroff, 2001), and many others. Additional work of Paul
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Table 1.5

Neurobiology of primary affects

Universality of certain affective expressions

Neurobiology of empathy

Biological need for interpersonal regulation

Psychobiology of attachment

Biological impact of social support

Environmental impact on central nervous system structure
and function

Ekman (1992) supports the notion of the patient’s capacity to
perceive empathy through the powerful nonverbal, universally
understood communication of facial expressions. His research
in basic human emotions sets forth the idea of their understand-
ing across cultures and ages. It further supports the provocative
idea that facial expressions of the listener may generate auto-
nomic and central nervous system changes not only within the
listener but within the one being heard, and vice versa. Indeed,
the evidence is growing that new experiences in clinical interac-
tions create learning and new memories, which are associated
with changes in both brain structure and function (Kandel, 1999;
Gabbard, 2000; Mohl, 1987; Liggan and Kay, 1999). When we
listen in this way, we are intervening not only in a psychological
manner to connect, heal, and share burdens but also in a neuro-
biological fashion to regulate, modulate and restore functioning.
When patients feel found, they are responding to this psychobio-
logical process.

Listening to Oneself to Listen Better

To hold in mind what has been said and heard after a session and
between sessions is the most powerful and active tool of listen-
ing. It is a crucial step often overlooked by students and those new
at listening. It is necessary to hear our patients in our thoughts
during the in-between times in order to pull together repetitive
patterns of thinking, behaving, and feeling, giving us the clos-
est idea of how patients experience themselves and their world.
In addition, many of our traumatized patients have not had the
experience of being held inmind, of being remembered, and their
needs being thought of by significant others. These key experi-
ences of childhood affirm the young person’s psychological be-
ing. It is important to distinguish this kind of “re-listening” to the
patient — an important part of the psychiatrist’s ongoing process-
ing and reprocessing of what has been heard and experienced —
from what some may leap to call countertransference. One way
of identifying this distinction would be to differentiate listening
to oneself as one reviews in one’s mind the patient’s story versus

Clinical Vignette 12

A second year resident, rotating through an inpatient
unit which serves the psychiatric needs of very severely
ill psychotic patients with multiple admissions, dual
diagnoses, homelessness, criminal records, significant
histories of medical noncompliance, and, in some,
unremitting psychosis, was particularly struggling with
a 33-year-old white woman admitted for the 11th time

since age 19. The patient invariably stopped medications
shortly after discharge, never kept follow-up appointments,
and ended up on the streets psychotic and high on crack
cocaine. She would then be involuntarily committed

for restabilization. And so the cycle would repeat itself.
The resident would see the patient on daily rounds. The
patient’s litany was the same day after day: “I’'m not sick.

I don’t need to be here. I don’t need medicines”. And
regularly she refused doses.

The resident spoke often of her patient to other residents
in her class and often found herself ruminating about the
patient’s abject lostness. She began her regular supervision
hours either frustrated or feeling hopeless that anything
would change with this patient because the patient flatly
refused to acknowledge her disorder. The patient’s level
of denial was of psychotic proportions. Shortly after a
particularly difficult encounter with the patient concerning
her refusal to take an evening dose of haloperidol, the
resident came to supervision with the report that she had
awakened terrorized by dreaming the night before that
she had been diagnosed with schizophrenia. She had
been intensely affected by overwhelming pain, confusion
and despair as she heard the diagnosis in her dream. “IT
CAN’T BE!” she screamed, waking herself with a shaking
start. “I'M NOT SICK! I DON’T NEED TO BE HERE!

I DON’T NEED MEDICINE!” The words of her patient
echoed in her mind as her own echoed in her ears. She had
taken the patient’s story and words home with her and kept
them in mind at an unconscious level to be brought up in
her dream, the ultimate identification with the patient. How
more intensely can one be empathic with her patient than to
dream as if she is experiencing the same horrifying reality?
The patient and resident continued to struggle, but after the
dream the resident was able to approach the patient and her
story from a position of understanding the patient’s need

to maintain a lack of awareness or absence of insight. To
acknowledge the presence of the disorder was more than
the patient’s already fragmented ego could bear. And now
the resident “heard” it.

becoming preoccupied and stuck with one’s thoughts and feel-
ings about a particular aspect of a patient.

As the verbal interaction with the patient occurs, psychi-
atrists may find themselves expressing thoughts and feeling in
ways that may be quite different from their usual repertoire. The
following case is an example.

Clinical Vignette 13

A 45-year-old divorced white woman, being followed

for bipolar disorder and borderline personality traits

and stable for several years on lithium, was in weekly
psychotherapy. During the prior weekend she had moved
into another apartment closer to her work. On the day

of the move, she overslept and woke up with a start. The
admonition to herself as she awoke was, “You lazy bitch!
You can never manage on your own”. She had earlier, as
a child, experienced a mother who was needy, engulfing,
punishing, hostile, critical and dependent upon the patient.
Her therapist, having some knowledge of the patient and



her background, said, “Your mother is still with you. It

was she in your head continuing to bombard you with
derogatory statements”. The same patient was often 10 or
15 minutes late for sessions, and her therapist found herself
irritated at the patient’s habitual tardiness. To her own
surprise and enlightenment, the therapist also found herself
thinking, “What a chaotic woman! She’ll never manage

to be here on time”. She, too, had heard the voice of her
patient’s mother. In the next session she wondered with her
patient if she found herself wishing to place her therapist in
the position of her mother, wanting at once to be engulfed
and punished.

Clinical Vignette 14

A psychiatrist was treating a 40-year-old man who was in
the process of recognizing his own primary homosexual
orientation. In the course of treatment he became enraged,
suicidal, and homicidal. After one session, the psychiatrist,
while driving home, experienced the fantasy that when he
got home he would find his patient already there, having
taken the psychiatrist’s family hostage. The psychiatrist
became increasingly terrified, even outright paranoid

that this fantasy might actually come to pass. The patient
was a computer expert who had indeed discovered the
unlisted phone number and address of his therapist. But the
psychiatrist realized that this fantasy was far out of keeping
with his own usual way of feeling and the patient’s way of
behaving and viewing him. On arriving home to discover
his family quite safe, the psychiatrist called the patient and
scheduled him as his first for appointment the following
morning. When the patient arrived, the psychiatrist said,
“You know, I think I’'m only now beginning to appreciate
just how terrified and desperate all of this makes you”. The
patient slumped down into his chair, heaved a sigh, and
said, “Thank God!”

This sort of listening to oneself in order to understand the
patient requires a good working knowledge of projective iden-
tification (Ogden, 1979). Projective identification, first defined
by Melanie Klein, describes a defense mechanism in which the
patient, in an effort to master intolerably terrifying emotions,
unconsciously seeks to engender them in the therapist and to
identify with the psychiatrist’s ability to tolerate and handle the
feelings.

Listening in Special Clinical Situations

Children

Listening to younger children often involves inviting them to
play and then engaging them in describing what is happening
in the play action. The psychiatrist pays careful attention to the
child’s feelings. These feelings are usually attributed to a doll,
puppet, or other humanized toy. So if a child describes a stuffed
animal as being scared, the psychiatrist may say, “I wonder if
you, too, are scared when...” or “That sounds like you when...”.
The following case is an example.
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Clinical Vignette 15

A 4-year-old boy was brought in for psychiatric evaluation.
He and his father had come upon a very serious automobile
accident. One person had been thrown from the car and
was lying clearly visible on the pavement with arms and
legs positioned in grotesque angles, gaping head wound,
obviously dead. The child’s father was an off duty police
officer who stopped to assist in the extraction of two other
people trapped in the car. The father kept a careful eye on
the youngster who was left in the car. The child observed
the scene for about 30 minutes until others arrived on the
scene and his dad was able to leave. That night and for
days to come, the child preoccupied himself with his toy
cars which he repetitiously rammed into each other. He
was awakened by nightmares three times in the ensuing
weeks. During his evaluation in the play therapy room

he engaged in ramming toy cars together. In addition, he
tossed dolls about and arranged their limbs haphazardly.
As he was encouraged to put some words to his action, he
spoke of being frightened of the dead body and of being
afraid to be by himself. He was afraid of the possibility of
being hurt himself. He came in for three more play sessions
which went much the same way. His preoccupation with
ramming cars at home diminished and disappeared as did
the nightmares. The content of his play was used to help
him put words and labels on his scare.

Geriatric Patients

Working with the elderly poses its own special challenges. These
challenges include not only the unique developmental issues they
face but also the difficulty in verbalizing a lifetime of experience
and feelings and, commonly, a disparity in age and life experi-
ence between the clinician and the patient.

Clinical Vignette 16

A psychiatrist was asked to examine an 87-year-old white
man whom the family believed to be depressed. They
stated that he was becoming increasingly detached and
disinterested in the goings-on around him. When seen, he
was cooperative and compliant, but he stated that he didn’t
believe he needed to be evaluated. The patient had faced
multiple losses over the past few years. After retiring at
the age of 65, he had developed the habit of meeting male
friends at a coffee shop each morning at 7 am. Now, all but
he and one other were dead, and the other was in a nursing
home with the cognitive deficits of primary dementia of the
Alzheimer’s type, preventing his friend from recognizing
him when visiting. The patient’s wife had died 15 years
before after many years of marriage. He had missed her
terribly at first but then after a year or so he got on with his
life. Several years later, he suffered a retinal detachment
that impaired his vision to the point that he was no longer
able to drive himself to get about as he once had. What he
missed most was the independence of going places when
it suited him, rather than relying on his son or grandson

to accommodate him within their busy schedules. He had
taken to watching televised church services rather than
trouble his son to drive him to church. His mind
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Clinical Vignette 16 continued

remained sharp, he said, but his body was wearing out,
and all the people with whom he had shared a common
history had died. His answers were “fine” and “all

right” when questions of quality of sleep and mood were
asked — despite the fact that he had experienced significant
nocturia. When questioned about his ability to experience
joy, he retorted, “Would you be?”” His youngest sister had
died the year prior to the evaluation. She was 76 years old
and had been on home oxygen for the last 18 months of her
life for end-stage chronic obstructive pulmonary disease.
He had been particularly close to her because she had been
only 3 years old when their mother had died. He had been
her caretaker all her life.

Although he denied feelings of guilt, he said that it
“wasn’t right” that he had outlived the youngest member
of his family. His family said that he had taken her death
especially hard and was tearful and angry. The focus of his
anger during the final stages of her illness was at the young
doctors whom he perceived as having given up on her.
After her death, it fell to him to dispose of her accumulated
possessions as she had no children and her husband had
preceded her in death many years before. At first he said
that he couldn’t face the task. Finally, some 2 months
later, he was able to close her estate. During that period of
time, he had significant sleep disturbance, reduced energy
and his family often experienced him as crotchety and
complaining. They and the patient attributed it to mourning
her loss. However, recently he was emotionally detached,
not very interested in life around him, and they found it
particularly alarming that he had said to his son that he was
“ready to die”. What did all this mean? Was he depressed?
Was he physically ill, creating the sense of apathy and
disinterest? Was he grieving? He was not suicidal. He did
not suffer negative thoughts about his own personhood.

He was not having thoughts that he had let anyone down.
Together, he and the psychiatrist decided that he was
indeed grieving. This time, he was grieving for his own
decline and imminent death. He, in fact, was in the final
acceptance phase of that process. In a family meeting, in
the discussions about the feelings of each member of the
family, it became apparent that he was facing the end of
life, which evoked many emotions in those who loved him.

It is challenging to elicit the elements of a story especially
when they span generations. The elderly are often stoic. In the
face of losses that mark the closing years of life, denial often
becomes a healthy tool allowing one to accept and cope with de-
clining abilities and the loss of loved ones. The psychiatrist must
appreciate that grief and depression can often be similar in some
respects.

Chronically Mentally Il

Listening to the chronically mentally ill can be especially chal-
lenging, too. The unique choice of words characteristic of many
who have a thought disorder requires that the physician search for
the meanings of certain words and phrases that may be peculiar
and truly eccentric. Clinical Vignettes 1, 10 and 12 are examples
of this important challenge for the psychiatric listener.

Clinical Vignette 17

A young man with schizotypal personality disorder and
obsessive—compulsive disorder presented for months using
adjectives describing himself as “broken and fragmented”.
Only after listening carefully, not aided by the expected or
normal affect of a depressed person, was the psychiatrist
able to discern that his patient was clinically depressed

but did not have the usual words to say it or was unable to
discuss it.

Clinical Vignette 18

A 32-year-old black woman who had multiple
hospitalizations for schizophrenia and lived with her
mother was seen in the community psychiatric center

for routine medication follow-up. Her psychiatrist found
her to have an increase in the frequency of auditory
hallucinations, especially ones of a derogatory nature.
The voices were tormenting her with the ideas that she
was not good, that she should die, that she was worthless
and unloved. Her psychiatrist heard her say that she had
wrecked her mother’s car 2 weeks previously. The streets
had been wet and the tires worn. She had slid into the
rear of a car that had come to an abrupt stop ahead of her
on a freeway. Although her mother had not been critical
or judgmental, the patient felt overwhelming guilt as she
watched her mother struggle to arrange transportation for
herself each day to and from work.

Chronically psychiatrically disabled patients may have a
unique way of presenting their inner world experiences. Some-
times the link to the outer world is not so apparent. The psychia-
trist is regularly challenged with making sense of the meanings
of the content and changes in intensity or frequency of the psy-
chotic symptoms.

Physically Ill Patients

In consultations with a colleague in a medical or surgical special-
ity one is evaluating a patient who has a chronic or acute physical
illness. The psychiatrist must listen to the story of the patient but
also keep in mind the story as reflected in the hospital records
and medical and nursing staff. Then the psychiatrist serves as
the liaison not only between psychiatry and other medical col-
leagues, but also between the patient and his caregivers.

Clinical Vignette 19

A 35-year-old woman was hospitalized for complications
of a pancreas/kidney transplant that was completed

20 months previously. Prior to surgery she had been

on dialysis for over a year awaiting a tissue match for
transplantation. That year she had been forced to take a
leave of absence from her job as a social worker with a
local child and adolescent community center. At the time
of this hospitalization, she had been back at work for only
8 months when she developed a urinary tract infection that
did not respond to several antibiotics. Her renal function
was deteriorating and her doctors found her to be paranoid,



hostile and labile. Her physicians dreaded going into her
room each morning and began distancing themselves from
her.

Psychiatric consultation was sought following a
particularly difficult interaction between the patient and
her charge nurse, the leader of the transplant team and
the infectious disease expert. She was hostile, blaming,
agitated, circumstantial, refused further medications
and pulled out her intravenous lines. The consultation
requested assistance in hospital management.

When interviewed, the patient was lying quietly in bed
but visibly stiffened when the psychiatrist introduced
herself. She very quickly exhibited the symptoms
described in the consultation. This patient had struggled
with juvenile onset diabetes since the age of nine. Despite
the fact that she consistently complied with diet and
insulin, control of blood sugars had always been difficult.
As complication after complication occurred, she often
developed the belief that her physicians thought that she
was a “bad” patient. And now, the hope that her life would
normalize to the point that she could carry on with her
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Every insight is colored by what the listener has known. It is
impossible to know that which is not experienced. The psy-
chiatrist comes with his own experiences and the experiences
he has had with others. To listen in the manner we are describ-
ing here is another way of truly experiencing the world. The
experiences include the imaginings of how it must be to be 87
years old as a patient when one is a 35-year-old doctor just fin-
ishing residency; to be female when one is male; to be a child
again; to grow up African-American in a small white suburb of
a large city; to be an immigrant in a new country; to be Middle
Eastern when one is Western European, and so on. One comes
to know by listening with imagination, allowing the words of
the patient to resonate with one’s own experiences or with what
one has come to know through hearing with imagination the
stories of other patients or listening to the thoughts or insights
of supervisors.

The best psychiatrists continue all their professional lives
to learn how to listen better. This may be thought of not only as
a matter of mastering countertransference but of self-education.
One must learn to recognize when there are impasses in the treat-
ment and to seek education, from a colleague or, perhaps, even
from the patient. Consider these two examples.

career was dashed. She felt misunderstood and alone in her
struggle with long-term, chronic illness. The psychiatrist
resonated with the story emotionally and listened for

ways to address symptoms from a biological standpoint as
well. The patient felt reassured that someone was there to
appreciate the tragic turn that her life had taken.

Growing and Maturing as a Listener
Transference/countertransference influence not only relation-
ships in traditional psychotherapy but also interactions be-
tween all physicians and patients and is always present as a
filter or reverberator to that which is heard. However, even the
most experienced of listeners are not always aware of the ways
in which their patients’ stories are impacted by countertrans-
ference. Patients come, too, with tendencies and predisposi-
tions to experience the listener, the other person in the thera-
peutic dyad, in familiar but distorted fashion. The patient may
idealize and adapt to interpretations. She/he may be hostile
and distrustful, identifying the psychiatrist in an unconscious
way with one who has been rejecting in the past. Listening to
the “flow of consciousness”, the psychiatrist discerns a thread
of continuity and purposefulness in the patient’s communica-
tions. As the psychiatrist becomes more and more familiar with
his patient, he will discover the connections between threads
and the meaning will become apparent. This awareness may
come as a sign and symptom, fantasy, feeling, or fact.

There is an increasing recognition that to be a healing
listener one must be able to bear the burden of hearing what is
told. Like the patient, we fear what might be said. A patient’s
story may be one of rage in response to early childhood attach-
ment ruptures or abuse, of sadness as losses are remembered, or
of terror in response to disorganization during the experience
of perceptual abnormalities accompanying psychotic breaks.
The patient’s stories invariably invoke anger, shame, guilt, ab-
ject helplessness, or sexual feelings within the listener. These
feelings, unless attended to, appreciated and understood will
block the listening that is essential for healing to take place.

Clinical Vignette 20

A Jewish resident was treating an 8-year-old Catholic boy
who came in one day and mentioned offhandedly that he
was about to go to his first confession. The psychiatric
resident made no particular note of the issue and kept on
listening to the boy’s play and its themes. He noted that
guilt, which had been an ongoing theme, was prominent
again. When he presented the session in supervision the
supervisor wondered about the connection. It emerged that
there was a large gulf between the therapist and the boy.
Jewish concepts of sin and atonement are different from
Christian ones, and the rituals surrounding them have
rather different intentions and ideas of resolution. The
resident had missed the opportunity to explore the young
boy’s first introduction, within his religious context, to the
belief in a forgiving God, a potentially important step in
helping the child to resolve his ongoing struggles with guilt
over his own greedy impulses.

Clinical Vignette 21

A psychiatrist began treating a Nigerian native who was
suffering from post traumatic stress disorder (PTSD)
after being assaulted at work. After several sessions,

the psychiatrist felt a sense of being at a loss in terms of
what the patient was expecting out of their work and how
the therapist was being seen by the patient. He then took
several sessions to inquire of the patient about his tribe,
its structure, family roles, definitions of healing, ideas
of illness and wellness, etc. After this exploration, the
psychiatrist adopted a different stance with the patient,
heard the patient’s communications very differently,
and the therapy proceeded much more smoothly and
comfortably to a successful conclusion.
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How can the psychiatrist’s demeanor convey to the patient
that he is safe to tell his story, that the listener is one who can be
trusted to be with him, to worry with him, and serve as a helper?
Much is written about the demeanor of the psychiatrist. The air,
deportment, manner, or bearing is one of quiet anticipation — to
receive that which the patient has come to tell and share in the
telling. Signals of anticipation and curiosity may be conveyed by
such statements as “I’ve thought about what you said last time,”
“How do you feel about...?” “What if...?”

Efforts of clarification often serve as bridges between ses-
sions and communicate that the listener is committed to a fuller
understanding of the patient. Patients have the need to experience
the psychiatrist as empathic. Empathy describes the feeling one
has in hearing a story which causes one to conjure up or imagine
how it would have been to have actually have had an experience
oneself. How does one integrate all this so that it is automatic but
not deadened by automaticity? How does the psychiatrist con-
tinue to hear the “same old thing” with freshness and renewal?
How does one encourage the patient with consistency, clarity, and
assurance in the face of uncertainty and occasional confusion?
Not by assurance that everything will be all right when things
might probably not be. Not by attempting to talk the patient into
seeing things the clinician’s way but rather by the psychiatrist’s
having the capacity to hear things his patient’s way, from the pa-
tient’s perspective.

Psychiatry is one of those rare disciplines where the expe-
rience of listening over and over again allows the listener to grow
in their capacities to hear and to heal. Hopefully, we get better
and better as the years advance, become smoother, and develop
a style which blends with our personality and training. We are
renewed by the shared experiences with our patients.

To hear stories of the human condition reminds the psychi-
atrist that he, too, is human. There is time to make discoveries in
the patient’s stories from previous times, and maybe in previous
patients. Patients will always endeavor to tell their stories. The
psychiatrist continues to grow by being the perpetual student,
always with the ear for the lesson, the remarkable life stories of
his patients.
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CHAPTER

The Cultural Context
of Clinical Assessment

Introduction: The Cultural Matrix of Psychiatry
Although it has long been recognized that the mode of expressing
psychological distress and behavioral disturbances varies with cul-
tural beliefs and practices, a growing body of evidence shows that
the effects of culture are more far-reaching. Research has clearly
demonstrated that the causes, course and outcome of major psychi-
atric disorders are influenced by cultural factors (Kleinman, 1988;
Kirmayer, 2001; Leff, 2001; Lopez and Guarnaccia, 2000). Wide
variations in the prevalence of many psychiatric disorders across
geographic regions and ethnocultural groups have been documented
with current standardized epidemiological survey methods (Canino
et al., 1997; Kirmayer and Groleau, 2001). In addition, social and
cultural factors are major determinants of the use of health care
services and alternative sources of help (Rogler and Cortes, 1993).

For all of these reasons, careful assessment of the cultural
context of psychiatric problems must form a central part of any clin-
ical evaluation (GAP, 2002). Beyond this, culturally based attitudes
and assumptions govern the perspectives that both patient and cli-
nician bring to the clinical encounter. Lack of awareness of impor-
tant differences can undermine the development of a therapeutic
alliance and the negotiation and delivery of effective treatment.

The changing demography of North America and around the
world has made the recognition and response to cultural diversity in-
creasingly important in psychiatric practice (GAP, 2002). The over-
arching ideology took for granted that newcomers would gradually
become just like all others through a process of cultural assimilation
(Portes and Rumbaut, 1996; Susser and Patterson, 2001). However,
sociological research has shown a high degree of retention of ethnic
culture with the persistence of religious practices, family life-cycle
rituals and ethnic enclaves in many cities. Added to this is the rec-
ognition of the importance of maintaining and renewing ethnoc-
ultural identity to combat the legacy of racial discrimination. This
has led to rethinking the notion of assimilation to take into account
other modes of acculturation including the development of multi-
ple cultural identities. More recent waves of global migration from
south to north and east to west have brought together new mixes of
peoples with greater differences in their cultural assumptions, with
corresponding challenges for intercultural clinical work.

These changes, along with larger forces of globalization, have
encouraged a fresh look at culture in every area of psychiatry. In
clinical practice, “cultural competence” has become the rubric under
which to advance a broad range of skills and perspectives pertinent to
working with a culturally diverse clinical population (GAP, 2002). In
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the sections that follow, we will summarize some of the concepts and
approaches that can inform culturally competent clinical practice.

What Is Culture?

There is a famous saying to the effect that we do not know who
discovered water but it was not the fish. So it is with culture: we are
immersed in our own cultural worlds from birth, and consequently
our culture is largely implicit and unexamined. Just as we are un-
conscious of many of our own motivations and patterns of thought
and behavior until they are reflected back to us by others, so too
are we unconscious of our cultural background knowledge and
assumptions. Bringing the cultural unconscious to light may be
more difficult than facing the individual unconscious because in-
stitutions and others around us may reinforce our assumptions and
resist any attempt to question them. Our explicit appreciation of
culture usually comes from intercultural encounters, which make
us suddenly aware of culture through difference. More formally,
anthropological research comparing different cultures allows us to
see the tacit assumptions of our own worldviews. There is no sub-
stitute for this sort of systematic reflection on cultural difference,
which should extend to the critical analysis of the construction of
psychiatric knowledge (Lock and Gordon, 1988; Young, 1995).

Older views of culture were based on ethnographic studies
of relatively isolated small-scale societies. Many accounts tended
to assume that cultures were finely balanced systems and that, as
a result, everything was for a purpose and had an adaptive func-
tion for the group (if not always for the individual). The outsider
was thus cautioned not to pass judgment on cultural differences
or to see pathology where there was simply difference. This is
still wise advice. However, it is clear that cultures are not homeo-
static systems in a steady state or equilibrium but are constantly
shifting and evolving systems. They may be riven by conflict and
create maladaptive circumstances not only for disadvantaged in-
dividuals but for specific groups or even the society as a whole.
Thus, while refraining from prejudging specific cultural values
or practices, the clinician must nevertheless consider that every
culture encompasses practices that may help or hinder patients,
and aggravate or ameliorate any given type of psychopathology.
Each society tends to cultivate blind spots around the specific
forms of social suffering that it produces (Kleinman et al., 1997).
Openness, respect and capacity for collective self-criticism are
thus key elements of any transcultural clinical encounter.



At the same time, anthropologists have come to recognize
the high level of individual variability within even small cultural
groups and the active ways in which individuals and groups make
use of a variety of forms of knowledge to fashion an identity and
a viable way of living. In urban settings where many cultures
meet, individuals have a wide range of options available and can
position themselves both within and against any given ethnoc-
ultural identity or way of living. This has led anthropologists to
rethink the notion of culture or even to suggest that it has outlived
its usefulness.

Indeed, the modern world includes forms of electronic com-
munication and rapid transportation that have begun to weave the
whole globe together in new ways. This results in the intermixing
of cultural worlds and the creation of new ethnocultural groups and
individuals with multiple or hybrid identities. Many people now
see themselves as transnational, with networks of affiliation and
support that span great distances. The mental health implications
of these new forms of identity and community have been little ex-
plored and will be an increasingly important issue for psychiatry in
the years to come (Bibeau, 1997; Kirmayer and Minas, 2000).

As this brief discussion makes clear, the notion of culture
covers a broad territory. It is useful precisely because of this
breadth, but to apply it to clinical practice we need to make some
further specifications and distinctions. In the North American
context, it is useful to distinguish notions of race, ethnicity and
social class from culture.

Race is a term used to mark off groups within and be-
tween societies. Racial distinctions generally reflect a few
superficial physical characteristics and hence have little correla-
tion with clinically relevant genetic variation. The boundaries
of any racial group are socially defined and have no biological
reality (Graves, 2001). Race is usually ascribed by others and
cannot readily be changed or discarded unless larger social
criteria change. Race is significant as a social category that is
employed in racist and discriminatory practices. Racism is clini-
cally important because of its effects on mental and physical
health and the challenge it presents to both individual and col-
lective self-esteem.

Ethnicity refers to the collective identity of a group based
on common heritage, which may include language, religion, geo-
graphic origin and specific cultural practices. Ethnic identity is
often constructed vis-a-vis others and a dominant society. Hence,
it is sometimes assumed that “foreigners” or minorities have
ethnicity while the dominant group (e.g., Americans of British
or northern European extraction) does not. This obscures the
fact that everyone may become aware of an ethnic identity in
the right context (in China, an American clearly has a distinct
ethnicity). Ethnicity may be chosen or ascribed by others. For ex-
ample, the US census defined five ethnoracial blocs: White, Af-
rican-American, Hispanic, Asian-American and Pacific Islander,
and American Indian and Alaska Native. These are heterogene-
ous categories variously based on race, language, geographic
origin and ethnicity. Although the categories are fictive, they
have acquired practical and political reality because they have
been used to present epidemiological findings and define health
service needs (Hollinger, 1995). Nevertheless, the clinician must
recognize that to meet the patient on a common ground requires
a much more fine-grained notion of ethnocultural identity than
afforded by these crude categories.

Finally, social class reflects the fact that most socie-
ties are economically stratified and individuals’ opportunities,
mobility, lifestyle and response to illness are heavily constrained
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by their economic position. Issues of poverty, unemployment,
powerlessness and marginalization may overshadow cultural
factors as causes of illness and influences on identity and help-
seeking behavior. Violence is a particularly striking example in
North American society of the overlap of exclusion, poverty, dis-
crimination and intergenerational transmission of trauma.

The notion of culture is sometimes extended to speak of
various subcultures or the cultures of professions. In this sense,
we can speak of the cultures of biomedicine and of psychiatry.
Each of these systems of knowledge includes a wide range of
behavioral norms and institutional practices that may be famil-
iar to clinicians but novel and confusing to patients. However,
familiar cultural notions of self and personhood underwrite these
technical domains, which therefore serve to reinforce larger cul-
tural ideologies (Lock and Gordon, 1988). This becomes clear
when we consider alternative systems of medicine such as tra-
ditional Chinese medicine or Indian Ayurveda, which are based
on different notions of the person (ethnopsychology), the body
(ethnophysiology), different roles for patient and healer, and,
indeed, different epistemologies (Leslie and Young, 1992). Even
the understanding and practice of biomedicine may differ across
countries, so the clinician should not assume that familiar terms
always refer to the same practice.

Culture and Gender

Gender refers to the ways in which cultures differentiate and
define roles based on biological sex or reproductive func-
tions. Because of this link with physical aspects of sex, there
is a tendency to view gender differences as biological givens.
However, while some distinctions may be closely related to the
physiological differences between males and females, most are
assigned to the sexes on the basis of specific cultural beliefs and
social organization (Comas-Diaz and Greene, 1994).

Men and women do have some fundamentally different
experiences of their bodies, of their social worlds and of their life
course. It has been suggested that women are more in touch with
their bodies because of the experiences of menstruation, child-
bearing, childbirth, breast-feeding and menopause. These differ-
ences may be as substantial as any between disparate cultures. At
the same time, there is much evidence that these bodily grounded
experiences vary substantially across cultures. For example, the
anthropologist Margaret Lock (1993) has shown that Japanese
women report fewer bodily symptoms of menopause and do not
think of the end of menstruation as a distinctive “change of life”
in the same terms as many women in North America.

There are also important gender differences in styles of
emotional expression, symptom experience, and help-seeking. In
epidemiological surveys in the USA, women tend to report more
somatic symptoms as well as more emotional distress and they are
more likely to seek help for psychological or interpersonal prob-
lems. However, the gender difference in symptom reporting var-
ies significantly cross-nationally (Piccinelli and Simon, 1997).

In North America, important differences have been docu-
mented in male and female styles of conversation that are rel-
evant to the clinical context (Tannen, 1994). In general, women
tend to give more frequent acknowledgments that they are listen-
ing to a speaker. They may give signs of assent simply to indicate
they are following the conversation. Men tend to be more taciturn
and, if they signal assent, it usually means they actually agree
with the speaker. These differences in communication style may
lead to systematic misunderstandings between men and women
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that are further aggravated by cultural differences in gender roles
and etiquette.

Clinical Vignette 1

When an ultra-orthodox Jewish family arrives for their
consultation, the female psychiatrist, who is dressed in a
short skirt, welcomes them offering her hand to the father in
greeting. He is confused and offended, avoiding eye contact
and reluctant to proceed with the session. The female
doctor’s style of dress and friendly handshake were viewed
as disrespectful or as indicating her lack of familiarity with
norms of conduct with observant orthodox families.

In many societies, gender is associated with marked dif-
ferences in power and social status. For example, in patriarchal
societies, men have specific power and privileges that give them
a measure of control over the lives of women. This is often
coupled with responsibilities for maintaining family honor and
well-being. In recent years, North American society has es-
poused social and political equality in gender roles. From this
egalitarian point of view, patriarchal families may seem oppres-
sive to women. However, women may accept and participate in
cultural definitions of their roles that appear restrictive by North
American cultural norms but that make family life meaningful.
Any judgment as to whether a given family’s relationships are
oppressive or pathological must not only take into account social
norms and practices but also explore the meaning of issues and
events for the individuals involved.

Clinical Vignette 2

A 29-year-old East Indian woman, in the US for 6
months, presents with symptoms of depression and PTSD.
Throughout the initial evaluation, the patient looks away
from the male psychiatrist, never making eye contact. The
interviewer is concerned that he may have offended the
woman in some way. The female interpreter explains that
the patient is showing respect by not looking directly at a
male in authority.

Differences in cultural definitions of gender roles may be-
come sources of conflict after migration. Culturally prescribed
patterns of marriage and child bearing may be central to the
social status, identity and self-esteem of men and women even
when they are not given the same importance in the dominant
culture.

Clinical Vignette 3

A 28-year-old woman from South Asia has an arranged
marriage with an older man from the same religious
community, who has lived all of his life in the USA. The
couple has been unable to conceive for 5 years and is in

the midst of extensive infertility treatments. The husband
complains that she is paranoid and does not want to work

or go out of the house. The woman tearfully relates that she
feels depressed and ashamed because of her predicament and
fears that her marriage will end if she cannot bear children.

Table 2.1

identity of the individual

explanations of the illness

psychosocial environment and levels of functioning
relationship between the individual and the clinician
overall assessment with implications for diagnosis and
care

Reprinted with permission from the Diagnostic and Statistical Manual
of Mental Disorders, Fourth Ed, Text revision. Copyright 2000,
American Psychiatric Association.

The Cultural Formulation

In an effort to address the cultural dimensions of clinical assess-
ment, DSM-IV-TR introduced an outline for a cultural formulation
(Table 2.1). This outline covers major areas that a clinician should
explore in a comprehensive evaluation. These are integrated in a
formulation that helps to account for symptomatology, diagnosis,
prognosis and appropriate treatment (Lewis-Fernandez, 1996;
see also Chapter 21). The formulation may go well beyond the
DSM-IV-TR categories to consider many sorts of problems and
predicaments relevant to the patient’s well-being.

The cultural formulation is merely intended as a check-
list or reminder to encourage the clinician to perform the needed
exploration and integration of a broad range of relevant social and
cultural information. Clearly, cultural considerations may apply
to every aspect of the clinical assessment and interview and must
not be used only as an afterthought to the standard psychiatric
interview.

Ethnocultural Identity

The first dimension of the cultural formulation involves ethnoc-
ultural identity. This includes the individual’s ethnic or cultural
reference groups and the position of these groups vis-a-vis the
larger society. Certain groups have a specific ethnocultural iden-
tity ascribed to them by others; this may have an impact on indi-
viduals® everyday experience and narratives of identity whether
or not they are explicitly aware of it.

In a world of mass migration and intermingling of peoples
over generations, identity is very often hybrid, multiple and fluid
(Bibeau, 1997). For immigrant and ethnic minorities it is impor-
tant to understand the degree of involvement with both the culture
of origin and the host culture. Ethnic identity may be situational
and shift with social context. The ethnocultural and religious
groups with which the patient most identifies may depend on
who asks the question and in what context. For example, whether
someone self-identifies as Canadian, West Indian or Trinidadian
may depend on the perceived identity of the interviewer and the
setting where the interview takes place.

Language is central to identity for many people and has
a profound effect on clinical encounters. Individuals who speak
multiple languages, learned at different stages in their life,
may have different memories, affect and interpersonal sche-
mas associated with the use of each language. Languages may
be associated with developmentally important relationships and
tied to specific areas of conflict or mastery. Personal and political
allegiances within the family and community may be expressed
through choice of language.



Language is the medium through which experience is ar-
ticulated; hence, the assessment of higher cognitive functions,
complex emotions and experiential symptoms of pathology all
depend on the clinician’s access to the patient’s language. Pa-
tients who are hobbled in a second language may be misjudged
as less intelligent or competent than they are in fact; wishing to
avoid such bias, clinicians may be overly generous in their as-
sessment and miss significant problems or pathology.

Even where patients have a moderate level of facility in
the clinician’s preferred language, they may not express them-
selves fully in a second language so that important details are not
conveyed. The use of a second language not only affects doctor—
patient communication, it also influences individuals’ ability to
reflect about themselves. When patients are forced to formulate
their problems in a language in which they are not proficient,
they may be less creative and effective as problem solvers. When
patients are able to use their own best language, their accounts
of experience become much richer, more complex and nuanced;
their thinking is subtler; they can express a wider range of affect
and engage in playful therapeutic exchanges.

Multilingual people sometimes report that they feel and
think differently when using a second language. In part, this is
due to the cognitive effort of having to find words in a language
in which one is not totally fluent. Since each language favors cer-
tain modes of expression and ways of thinking, bilingual speak-
ers may report that they feel like a different person in their other
language. It follows that aspects of the history and experience of
a patient can be less accessible in a clinical evaluation if patients
are not able to express themselves in the appropriate language. Of
course, use of a second language may also afford the patient some
distance from intense emotions and painful memories, and so
assist in coping and affect regulation. Careful attention to spon-
taneous or strategic shifts in use of language in a multilingual
assessment can provide the clinician with important information
about areas of conflict and strengths. Often this requires the use
of a trained interpreter, as discussed later in this chapter.

Religion is another key marker of identity. For many indi-
viduals and communities, it may structure the moral world more
strongly than ethnic or national identity. The term “spirituality”
has gained currency to acknowledge the fact that many individu-
als maintain deeply held personal beliefs about God, the meaning
of life and what happens after death, without being formally af-
filiated with one religion or another. Religious affiliation is also a
frequent source of discrimination.

Despite the ubiquity of religious and spiritual experience,
it is frequently neglected during routine psychiatric evaluation.
A thorough cultural formulation requires consideration of the
patient’s religion and spirituality. Areas to cover include reli-
gious identity, the role of religion in the family of origin, cur-
rent religious practices (attendance at services, public and private
rituals), motivation for religious behavior (i.e., religious orienta-
tion), and specific beliefs of individuals and of their family and
community.

lliness Explanations and Help-seeking

The second major dimension of the cultural formulation concerns
cultural explanations of symptoms and illness. Cultures provide
systems of diagnosis and treatment of illness and affliction that may
influence patients’ experience of illness and help-seeking behavior.
People label and interpret their distress based on these systems
of knowledge, which they share with others around them. Much
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Table 2.2

. What do you call your problem?

. What causes your problem?

Why do you think it started when it did?

How does it work?

. What is going on in your body?

. What kind of treatment do you think would be best for
this problem?

7. How has this problem affected your life?

8. What frightens or concerns you most about this problem

or treatment?

[NV I NONVE R CRr

Source: Kleinman A, Eisenberg L and Good B (1978) Culture, illness,
and care: Clinical lessons from anthropologic and cross-cultural
research. Ann Intern Med 88, 251-258. Reproduced by permission of
American College of Physicians.

research in medical anthropology has developed the idea of ex-
planatory models, which may include accounts of causality, mecha-
nism or process, course, appropriate treatment, expected outcome
and consequences. Not all of this knowledge is related directly to
personal experience — much of it resides in cultural knowledge
and practices carried by others. Hence, understanding the cultural
meanings of symptoms and behavior may require interviews with
other people in the patient’s family, entourage, or community.

Table 2.2 provides questions for eliciting patients’ explan-
atory models. These questions should be modified based on the
patient’s responses. For example, the origins of problems may
be located not in the body but in the workings of the mind, the
family, the community, the realms of ancestors or spirits, or in
mythological accounts that explain the social and moral order.

In many cases, particularly with acute illness, patients
may not have well-developed explanatory models. Instead, they
reason by analogy on the basis of past experiences of their own
or other prominent prototypes encountered in family, friends, or
mass media. Once an explanatory model is evoked in conver-
sation, however, patients may give formulaic accounts that ac-
cord with that cultural model or script. Therefore, to obtain more
complete information about the cognitive and social factors that
are actually influencing the patients’ illness experience and be-
havior, it is useful to begin with an open-ended interview that
simply aims to reconstruct the events surrounding symptoms and
the illness experience. This will reveal idiosyncratic temporal
patterns of contiguity and association that may not fit any explicit
cultural model. Following this, the clinician can ask about proto-
types (Have you ever had anything like this before? Has anyone
you know ever had anything like this before?) This will uncover
salient models of illness that may shape illness experience and
be used to reason analogically about the current episode. Finally,
it is important to inquire into explicit cultural models using the
sorts of questions devised for the explanatory model interview.

The ethnomedical systems described in anthropological
texts often are idealized and complex portraits pieced together
by working with cultural experts. In clinical practice, patients
usually have only partial or fragmentary knowledge of the tradi-
tional explanations and treatment for their problem. Depending
on the knowledge and attitudes of family and kin, and on the
availability of practitioners of traditional medical systems, pa-
tients may be influenced by larger cultural systems to which they
themselves do not fully subscribe.
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Clinical Vignette 4

A family from Nigeria consults for developmental delay

in their 4-year-old son. Problems had become evident
when they attempted to integrate the child into a preschool
program. The child presents a classical profile of pervasive
developmental disorder. The parents comment that their
family doctor raised the possibility of autism but that they
did not consider that what he described applied to their son.
They explain that the migration process, when the child
was two, had hindered his acquisition of speech and social
activities. After a few sessions it becomes apparent that the
child’s difficulties had already been recognized in Nigeria
but were attributed by both the maternal and the paternal
lineage to sorcery on the other side of the family because
they were in conflict.

In everyday life, people use culturally prescribed idioms
to discuss their problems. These cultural idioms of distress cut
across specific diagnostic categories. They may be used to talk
about ordinary problems as well as to shape the expression of
distress associated with major psychiatric disorders. For exam-
ple, many cultures have notions of “nerves” (in Spanish, nervios),
which signal emotional distress that may range from mild upset
with life events to disabling anxiety or psychosis. Appendix I of
DSM-IV-TR provides a list of some common idioms of distress.
The same appendix also lists some well-described culture bound
syndromes, culturally distinctive clusters of symptoms that may
be of pathological significance. Many culture-specific terms,
however, do not refer to syndromes or idioms of distress but
are actually symptoms or illness attributions that reference folk
models of causality. For example, susto, a term used in Central
and South America, attributes a wide range of bodily symptoms
and diseases (including infectious diseases and congenital mal-
formations) to the damaging effects of sudden fright.

Many cultural idioms of distress use bodily metaphors
for experience. In seeking medical help, patients usually try to
present the sort of problems they believe the clinician is com-
petent to treat. Consequently, in biomedical settings patients
tend to emphasize physical symptoms. This pattern of clinical
presentation combined with the wide currency of somatic idioms
of distress has led to a characterization of many ethnocultural
groups as prone to somatize their distress (Kirmayer, 2001). The
social stigma commonly associated with psychiatric symptoms
and disorders, as well as with substance abuse, antisocial behav-
ior and various other behaviors also may prevent patients from
acknowledging such problems and events. However, with clear
communication and a respectful stance, the clinician may be able
to build sufficient trust over time for patients to disclose shame-
ful or potentially stigmatizing information.

Similarly, people commonly use multiple remedies or con-
sult various healers for their symptoms, and may be reluctant to
disclose treatments they think the clinician will not understand
or accept. They may also omit mention of preparations they view
as “natural” or as foods and hence not included under the rubric
of medications or drugs. Commonly used remedies like ginseng,
St John’s Wort and Gingko biloba have significant effects on
pharmacokinetics and drug metabolism (see Chapter 76) and are,
therefore, important for their potential impact on physiology as
well as their role in patients’ belief systems and sense of control
over their illness. A nonjudgmental inquiry by the clinician will

enable patients more freely to discuss their use of traditional and
alternative treatments.

Psychosocial Environment and Levels

of Functioning

Cultural factors have a dual influence on the psychosocial en-
vironment: they determine life circumstances and, at the same
time, provide interpretations of their meaning and significance
for the individual. This dual effect of culture means that the cli-
nician must explore both events and their personal and cultural
meanings to understand the impact of the social environment.

There are wide cultural variations in the composition and
functioning of families including the variety of people living to-
gether in a household (not always identical to the family or kin);
who is considered close or distant kin; hierarchy, power structure
and economic arrangements; age and gender roles; organization
of household activities and routines; styles of expression of emo-
tion and distress; body practices (arrangements and procedures
for sleeping, eating, washing, dressing, recreation and use of
physical remedies for ailments); conflict management strate-
gies; and the relationship of family to larger social networks and
communities.

Social support must be assessed with attention to cultural
configurations of the family and community. Extended multigen-
erational families, tightly knit religious and ethnocultural com-
munities, and transnational networks all may provide specific
forms of instrumental and emotional support. Often these sup-
ports are inextricably intertwined with interpersonal obligations
and demands that may constitute burdens for the individual. This
complex relationship of burden and support may have crucial im-
plications for clinical interventions.

Clinical Vignette 5

A woman from South Asia appears to have a severe
depression with vegetative symptoms and persistent
suicidal ideation. She does not respond to trials of several
antidepressant medications. On reassessment with a
clinician who speaks her language, she reveals that her
husband has an unpaid debt of honor to her daughter’s
husband’s family, and she is suffering from the ongoing
feud, which has barred her from seeing her daughter and
grandchildren. When this is addressed in a series of family
therapy sessions, her “depression” lifts dramatically.

Similarly, levels of functioning and disability must be
assessed against culturally determined notions of social roles
and values. It is important to recognize that the clinician’s pri-
ority may not be the most important issue for patients or their
families.

In addition to these general cultural considerations, cer-
tain social situations present specific stressors with which the
clinician must become familiar. All immigrants and refugees
have arrived in the host country after a migration experience.
For some, migration is a personal choice taken in the hope of bet-
tering personal and family prospects; for others the experience
is borne of extreme difficulty and is only taken under threat of
harm or death. Many new arrivals face bleak job prospects, are
isolated from family and cultural institutions, and have an uphill
battle as they adapt to a new language and unfamiliar social rules



and obligations. Furthermore, the path that some immigrants
take prior to arriving at their final destination is often lengthy,
circuitous and costly, in addition to being dangerous. It is crucial,
therefore, to take into account the migration experience when
evaluating immigrants and refugees. Questions must be care-
fully phrased and asked in a judicious manner, as not all patients
will be ready to discuss their reasons for leaving their homeland.
Important points to cover include the premigration lifestyle of
the patient, the context of migration, the experience of migration,
the postmigration experience, and the “aftermath” of migration,
or the long-term adjustment and acculturation to the host society
(Beiser, 1999).

The stresses experienced by refugees may include the
confusion and disorientation of unplanned flight and exile; loss
of social status, wealth, security and community; and worry
about the safety of family left behind and still in peril. Refugee
claimants or asylum seekers usually face a stressful period of
uncertainty while waiting to have their status determined. The
refugee review process itself may be traumatic because it often
occurs in an adversarial atmosphere that questions the veracity
of the refugee’s story even as it foregrounds traumatic memory
(Silove et al., 2000). Individuals who have endured war-related
trauma, torture, or other forms of organized violence have spe-
cial needs to insure the safety of the clinical setting and relation-
ship (Silove, 1999).

Clinical Vignette 6

A 35-year-old professional from Peru visited the emergency
room because of high fever caused by pneumonia. While
waiting to be seen, he suddenly became agitated and fled
the hospital, breaking through the parking lot barrier. After
his arrest the judge ordered a psychiatric assessment. The
patient explained that on seeing the medical instruments

in the ER he was reminded of his torture in Peru and felt
convinced that he was back there and that his life was in
danger. The combined effects of fever and reminders of the
trauma had triggered a dissociative episode.

The growing number of undocumented people around the
world also presents ethical and pragmatic challenges to the medi-
cal profession. These illegal immigrants and families may have
particular mental health needs, which are largely unrecognized
because there is almost no funded research or services to address
them.

Clinician—Patient Relationship
The roles of healer, helper and physician differ across cultural
contexts, and patients may have correspondingly different ex-
pectations of their relationship with clinicians, including the
duration, level of disclosure, formality and emphasis on techni-
cal competence. These expectations often need to be explored,
with opportunities for patients and clinicians to negotiate or
explain limits to the roles they are able and willing to adopt.
Once these differing perspectives are made explicit, a culturally
appropriate and professionally acceptable relationship and work-
ing alliance can be negotiated.

Clinicians must become aware of their own ethnocultural
background and identity and reflect on how it is perceived by
patients from their own and different backgrounds. The terms
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“cultural transference” and “cultural countertransference” have
been used to acknowledge that both patient and clinician may
have fantasies and responses to the other that are based on earlier
relationships with others from that culture or on culturally rooted
associations to the other, rather than to strictly personal charac-
teristics (Adams, 1996; Comas-Diaz and Jacobsen, 1991).

Clinical Vignette 7

Sent by her 8-year-old son’s school, a university-educated
woman from Somalia consults for his conduct problems
which are not responding to stimulant medication
prescribed by a pediatrician for attention deficit
hyperactivity disorder. She is obviously reticent about

the assessment process. The white clinician explicitly
addresses the difficulty of being a black, veiled woman in
North America because of the strong prejudices against
both Islam and Africa. The woman visibly relaxes and
begins to explain that she feels that she is being treated as
though she is intellectually handicapped or as a child by the
school. They use a loud voice and simplistic formulations
when they speak to her, and she finds this very humiliating.
Later in the interview, after further strengthening of the
alliance with the clinician, she discloses the war trauma to
which the boy was exposed.

Overall Assessment

The aim of the cultural assessment is to integrate all of the perti-
nent elements of the cultural context of the patient’s identity, ill-
ness and social context in a formulation that can guide diagnosis
and treatment (Hays, 2001; Tseng and Streltzer, 1997). Factors
associated with one aspect of the formulation may have an impact
that cuts across many dimensions of illness experience and be-
havior. The salient aspects of culture vary across cases and may
reflect issues in the dominant society as much as any intrinsic
characteristics of the patient’s ethnocultural group.

For example, cultural notions of race and racism may
profoundly affect every aspect of the cultural formulation
(Pinderhughes, 1989; Patel et al., 2000; GAP, 2002). Racial cat-
egories may impose a disvalued identity on the patient; this may
be resisted by reconstructing identity in a fashion that imbues
one’s background with dignity and “cultural capital” (Comas-
Diaz and Greene, 1994; Kareem and Littlewood, 1992). Race
may figure in explanations of the nature of illness. For example,
some Native peoples have come to view alcoholism, diabetes and
other conditions as “white man’s illnesses”, which they suffer in
large numbers precisely because of the history of colonization
and racist practices. High blood pressure among African-Ameri-
cans has been linked to the stresses of racial prejudice and related
economic and educational disparities (Dressler ef al., 1998). In-
stitutionalized racism may have a powerful impact on the level of
stress and social support for individuals, families and communi-
ties, which may fracture or unite around this issue. The legacy
of racism may define the clinician—patient relationship, where it
may influence the transference and undermine rapport.

Cultural Competence

Recent years have seen the development of professional stand-
ards for training and quality assurance in cultural compe-
tence (Lopez, 1997; Sue, 1998). This term stands for a range of
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Table 2.3

® Present an open, friendly face of the institution (have
the diversity of the community represented within the
diversity of the institution, with attention to not simply
reproducing the class structure of the society in the
institutional hierarchy).

® Make explicit the clinician’s position and identity, explain
goals and methods, use self-disclosure appropriately.

® Ask for clarification of unfamiliar terms or key terms that
may be mistakenly assumed to be familiar.

® Ask for detailed description of practices related to health,
illness and coping.

® Have the patient compare situation with previous events
or experiences of others from similar background.

® [nterview other family members and patient’s entourage
to obtain normative framework and identify consensus
and conflicting perspectives.

® Consult knowledgeable clinicians, culture-brokers,
interpreters, anthropologists and ethnographic literature.

approaches aimed at improving the delivery of appropriate serv-
ices to a culturally diverse population. Cultural competence may
involve both culture-specific and generic strategies to address a
range of practical issues in intercultural work (Okpaku, 1998).
This includes the clinician’s ability to elicit cultural informa-
tion during the clinical encounter (Table 2.3), to understand how
different cultural worlds of patients and their families influence
the course of the illness, and to develop a treatment plan that
empowers the patient by acknowledging cultural knowledge and
resources while allowing appropriate psychiatric intervention.

Clinical Vignette 8

A 16-year-old girl from Haiti presents with disorganized
schizophrenia, which began around age 14 years. Her
family has not been compliant with treatment and this had
led to several hospitalizations of the patient in a dehydrated
state. During the third hospitalization, the clinical team
decide to explore the family’s interpretation of the illness.
A grand-aunt insists on sending the girl to Haiti for a
traditional diagnosis. The traditional healer indicates that
the problem is due to an ancestor’s spirit in the mother’s
family and that for this reason it will be a prolonged
illness. This explanation helps to restore cohesion in the
extended family by rallying people around the patient,
and her family receives much support. The traditional
interpretation and treatment has broken the family sense
of shame and isolation and promoted an alliance with

the medical team and the acceptance of antipsychotic
medication.

Specific cultural competence has to do with knowledge
and skills pertaining to a single cultural group, which may in-
clude history, language, etiquette, styles of child-rearing, emo-
tional expression and interpersonal interaction as well as cultural
explanations of illness and specific modalities of healing. Often,
it is assumed that specific cultural competence is assured when
there is an ethnic match between clinician and patient (e.g., a

Hispanic clinician treating a client from the same background).
However, ethnic matching without explicit training in models
of culture and intercultural interaction may not be sufficient to
ensure that clinicians become aware of their tacit cultural knowl-
edge or biases and apply their cultural skills in a clinically effec-
tive manner.

Ethnic matching can occur at the level of the individual,
the technique, the institution, or any combination of these levels
(Weinfeld, 1999). At the level of the individual, it may be easier
to establish rapport when clinician and patient share a common
background. However, there is a risk that some issues may be
left unexplored because they are taken for granted, or are taboo
and awkward to approach. There is also difficulty when the pa-
tient’s expectations of a fellow community member are not met
because the clinician applies the rules and limits dictated by pro-
fessional training. This may include expectations of receiving
special treatment, of being cured quickly, of becoming friends,
or intervening inappropriately on behalf of other family or com-
munity members.

In many cases, however, ethnic matching is only crude or
approximate. For example, the term Hispanic covers a broad ter-
ritory with many cultural, educational and social class differences
that transcend language. Indeed, there is enormous intracultural
variation and no one person carries comprehensive knowledge of
his or her own cultural background, so there is always the need to
explore local meanings with patients.

In the course of professional training, clinicians may dis-
tance themselves from their own culture of origin and become
reluctant or unable to use (or understand the impact of) their
tacit cultural knowledge in their clinical work. Clinicians from
ethnic minority backgrounds may resent being pigeon-holed and
expected to work predominately with a specific ethnocultural
group. Patients may have complex reactions to meeting a clini-
cian from the same background. These issues require attention
and sensitive exploration just as much as the feelings evoked by
meeting someone from a different background.

At the level of technique, the clinician familiar with a spe-
cific ethnocultural group learns to modify his or her approach
to take advantage of culturally supported coping strategies. For
example, religious practices, family and community supports,
and appeals to specific cultural values may all provide useful
strategies for symptom management and improved functioning.
Traditional diagnostic and treatment methods may be used in
concert with conventional psychiatric treatments. The clinician
may use his or her own person differently in recognition of cul-
tural notions of healing relationships, adopting a more authorita-
tive stance, making selective use self-disclosure, or participating
in symbolic social exchanges with patients and their extended
families to establish trust and credibility.

At the level of institutions, ethnic match is represented
in the organization of the clinical service, which should reflect
the composition of the communities it serves (Kareem and
Littlewood, 1992). This is not merely a matter of hiring prac-
tices but also involves creating structures that allow a measure
of community feedback and control of the service institution.
When people feel a sense of ownership in an institution, they
will evince a higher level of trust and utilization. It is important,
therefore, for clinicians to understand how the institutional set-
ting in which they are working is seen by specific ethnocultural
communities.

Increasingly, clinicians work in settings where there is
great cultural diversity that precludes reaching a high level of



specific competence for any one group. Changes in migration
patterns and new waves of immigrants and refugees lead to cor-
responding changes in patient populations. For all of these rea-
sons, it is crucial to supplement specific cultural competence
with more generic competence that is based on a broad theoreti-
cal understanding of culture and ethnicity. Generic cultural com-
petence abstracts general principles from specific examples of
cultural differences. The core of generic competence resides in
clinicians’ understanding of their own cultural background and
assumptions, some of which are related to ethnicity and religion
and many of which derive from professional training and the con-
text of practice. Appreciating the wide range of cultural variation
in gender roles, family structures, developmental trajectories,
explanations of health and illness, and responses to adversity
allows the clinician to ask appropriate questions about areas that
would otherwise be taken for granted. The culturally competent
clinician has a keen sense of what he or she does not know and
a solid respect for difference. While empathy and respectful in-
terest allow the clinician gradually to come to know another’s
world, the clinician must tolerate the ambiguity and uncertainty
that comes with not knowing. In the end, patients are the experts
on their own experiential worlds and cultural context must be
reconstructed simultaneously from the inside out (through the
patient’s experience) and from the outside in (through an appre-
ciation of the social matrix in which the patient is embedded).

The wide range of specific and generic skills needed for
competent intercultural work means that most clinicians will find
it helpful to work in multidisciplinary teams that contain cultural
diversity that reflects the patient population. A variety of models
for such teamwork have been developed (Kareem and Littlewood,
1992; Kirmayer et al., 2003).

Working with Interpreters

and Culture-brokers

A key skill which has not been addressed in many training pro-
grams concerns how to work with interpreters (Table 2.4). In
the absence of familiarity with this technique and quality assur-
ance standards insisting on appropriate use of interpreters, many
clinicians simply try to avoid the situation, relying on patients’
sometimes limited command of the clinician’s language. This is
unfortunate and may lead to errors in diagnosis and management
as well as the failure to engage and help many patients.

There are several models of working with interpreters
(Westermeyer, 1989). Medical interpreters have adopted a code
of ethics and model of working that owes much to forensic and
political interpreting. Their goal is to provide accurate, complete
and literal translation of the statements of patient and physician.
This model tends to portray the interpreter as providing a trans-
parent window or conduit of communication between clinician
and patient. In this approach, the clinician addresses the patient
directly as though the interpreter is not present. The interpreter
may speak in the first person for the patient and for the clinician
alternately. The model assumes that it is possible to achieve com-
plete and accurate translation of message in both directions and
treats the interpersonal triad of doctor—interpreter—patient as if it
was a dyad. To do so assumes that the interpreter does not have
an independent relationship with patient or clinician. Of course,
this is certainly not the case in any clinical encounter that goes
on for a time or involves repeated meetings. Indeed, at the level
of transference it is never the case because the mere presence of
another person immediately evokes distinctive thoughts, feelings
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Table 2.4

Before the Interview

® Explain the goals of the interview to the interpreter

® (larify the roles of interpreter and clinician, and the
conduct of the interview

® Discuss the interpreter’s social position in country of
origin and local community as it may influence the
relationship with the patient

® Explain the need for literal translation in the Mental
Status Examination (e.g., to ascertain thought disorder,
emotional range and appropriateness, and suicidality)

® Ask for feedback when something is hard to translate

® Discuss etiquette and cultural expectations

After the Interview

® Debrief the interpreter to address any of their own
emotional reactions and concerns

® Discuss the process of the interview, any significant

communication that was not translated, including

paralanguage

Assess the patient’s degree of openness or disclosure

Consider translation difficulties, misunderstandings

Plan future interviews

Work with same interpreter/culture-broker for the same

case whenever possible

and fantasies. Then too, the presence of the interpreter inevitably
changes a dyad into a triadic social system with its own complex
interpersonal dynamics. These dynamics are complicated by the
ethnocultural background of the interpreter and his or her own
cultural assumptions.

The very idea of literal translation is also problematic.
Across languages, words and phrases with similar denotation
often have different sets of connotations. Every translation, there-
fore, is an interpretation that emphasizes some potential mean-
ings while muting or eliding others. Interpreters tend to smoothe
out fragmentary, incomplete, or incoherent statements and so
may mask thought disorder or other idiosyncrasies of speech
with diagnostic relevance. The clinician needs to understand the
choice of alternatives made by the interpreter in order to appre-
ciate the connotations of the patient’s words and to convey his
or her own nuanced meanings. These requirements place much
higher demands on interpreting in mental health setting than in
other medical or legal settings.

A slightly different model views the interpreter as a “go-
between”. In this approach, the interpreter takes turns interact-
ing with clinician and patient to clarify what is being said and
to find a means of conveying it. This model acknowledges the
interpreter as an active intermediary and allows the interpreter
some autonomy. The sequential dyadic interaction puts greater
time and distance between clinician and patient. This demands
that the interpreter have a high degree of clinical knowledge and
interpersonal skill, which is possible when the interpreter has
been trained as a clinician. Taking this autonomy further, the in-
terpreter may be viewed as a cotherapist. In this approach, the
interpreter with clinical skills develops his or her own working
alliance with the patient. The interpreter may respond independ-
ently to the patient and initiate interventions. This sometimes



28 Part | « Approaches to the Patient

happens because of language barriers, when patients may contact
the interpreter to ask for help with practical issues.

Given the complexities of interpreting, we prefer to view
the interpreter as a culture-broker who works to provide both
the patient and the clinician with the cultural context needed
to understand each other’s meanings. To do this, the interpreter
must understand something of the perspectives, cultural back-
ground and social positions of both patient and clinician and
appreciate the goals of the clinical task. Based on this knowl-
edge, the culture-broker can enhance patient and clinician un-
derstanding of each other and can help negotiate compromises
when there are widely divergent understandings of a problem
and its solutions.

Despite increasing recognition of the importance of ad-
equate interpretation, many clinicians or institutions use lay in-
terpreters who are directly available at no cost, usually family
members (even children) or other workers within the institution.
Except in emergency situations, this practice should be avoided
because it exerts a strong censorship on what may be disclosed in
the encounter and because it may damage relationships that are
very important to the patient by transgressing certain social and
familial taboos.

Both interpreters and culture brokers need training to per-
form competently, and clinicians need training, in turn, to work
with these allied professionals. The clinician must take a sys-
temic approach, understanding the other people in the room as
part of an interactional system. Clinicians must also understand
the interpreter’s position in the larger community. Some of this
training can go on when clinicians have an opportunity to work
repeatedly with the same interpreters, who thus become part of
a treatment team.

Clinical Vignette 9

A 42-year-old man from the Congo is referred for
psychiatric consultation because of concern that he is
depressed following chemotherapy for leukemia. The
patient lies in bed staring out the window and complaining
of poor appetite, headache and fatigue. At first he says little
to the Euro-Canadian interviewer. After a few minutes

of stilted conversation, the culture-broker, a psychologist
from central Africa, stands at the foot of the bed and
delivers a lecture full of exhortations to the patient. He
explains that the doctor has come to help, urges the patient
to cooperate with the doctor and insists that he must try to
get better. After this intervention, the patient speaks more
openly, clarifying that his fatigue and poor appetite are not
due to depression or the lingering effects of chemotherapy
but stem from the absence of appropriate African foods in
his diet and the fear that he will die an improper death, far
from home. His symptoms improve markedly once suitable
food is arranged by contacting supportive members of his
cultural community.

Conclusion: The Limits of Culture

The cultural formulation and the basic strategies of cultural com-
petence represent useful initial approaches to exploring clinically
relevant dimensions of patients’ cultural backgrounds. However,
to apply these tools successfully, the clinician must avoid some
biases implicit in psychiatric assessment and in the concept of
culture itself.

Psychiatric diagnosis tends to be individual-centered,
locating problems inside the individual, in their psychology, or
neurophysiology. Cultural psychiatry, in agreement with family
theory and therapy, recognizes that many problems are systemic
and reside in interpersonal interactions or social contexts.

In the cultural formulation, culture tends to appear as
something distinctive of patients who come from ethnocultural
minorities, migrants, or indigenous peoples. The clinician too
has a culture that is distinctive from the patients’ point of view.
Indeed, culture also constitutes the larger social matrix in which
the clinical encounter is embedded. The cultural critique of psy-
chiatric theory and practice are important correctives to this view
of culture as something only possessed by the “other”.

Talk of culture tends to reify and essentialize it as a fixed
set of traits or characteristics shared by all members of a group.
However, there is enormous diversity and individual variation
within any cultural group, and many divergent perspectives.
The integrated whole of culture then appears to be a fiction or
idealization. Contemporary anthropologists have argued for en-
tirely dispensing with the notion of culture or else viewing it as
an abstraction for a shifting set of perspectives, discourses and
resources used by individuals and groups to construct and po-
sition socially viable selves. This perspective recognizes that
cultures are flexible frameworks that provide both opportunities
and constraints but do not wholly determine the trajectories of
individual lives.

With these caveats in mind, the clinician can apply the
cultural formulation by approaching each case as unique, with
a focus on the social and cultural context of the behavior and
experience of the identified patient and his or her family. Cultural
competence involves using one’s knowledge of culture, language
and etiquette as modes of inquiry rather than as a priori answers
to the dilemmas of a specific case. With the help of cultural
experts, the clinician can appreciate the range of variation in a
cultural group and its significance for individuals and the com-
munity. In this way, it is possible to recognize when culture is a
camouflage for problems at other levels and when it is constitutive
of problems itself. In assessment the aim is to formulate cultural
dynamics as part of a comprehensive process model of pathology.
This can then be used to design interventions to address the most
flexible or accessible level of the individual, family, or social sys-
tem. Whenever possible, clinical interventions should mobilize
and work with the family and ethnocultural community, who will
have their own strategies and resources for problem solving and
coping with adversity.

Cultural competence is based on respect for and interest
in difference. It requires that clinicians become familiar with
and comfortable talking about cultural differences rather than
attempting to “treat everyone the same” in a misguided sense of
“colorblindness” or “neutrality”; lack of recognition of important
differences results in ethnocentrism, seeing the world strictly
from one’s own cultural point of view. Instead, the clinician must
learn to de-center, to encounter the other on a more equal footing
that allows some questioning of cultural assumptions relevant to
psychiatric practice.

Mainstream care cannot respond adequately to the needs
of'a diverse population unless it gives explicit attention to cultural
issues. The ethnocultural diversity of mental health professionals
represents an invaluable resource. Training programs must rec-
ognize this and make it safe for clinicians to explore their own
ethnocultural background and assumptions as a path to more sen-
sitive and responsive work with others.
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CHAPTER

@ The Psychiatric Interview:
Settings and Techniques

The interview is the principal means of assessment in clinical
psychiatry. Despite major advances in neuroimaging and neuro-
chemistry, there are no laboratory procedures as informative as
observing, listening to, and interacting with the patient, and none
as yet are more than supplementary to the information gathered
by the psychiatric interview. This chapter deals with the inter-
view as a means of assessing the patient and developing an initial
treatment plan in clinical situations.

Psychiatric interviews are analogous to the history and
physical in a general medical assessment, and they share the ma-
jor features of other types of medical interviews (Mackinnon and
Yudofsky, 1986); they systematically survey subjective and objec-
tive aspects of illness, and generate a differential diagnosis and
plan for further evaluation and treatment. They differ from other
medical interviews in the wide range of biological and psychoso-
cial data which they must take into account, and in their attention
to the emotional reactions of the patient and the process of inter-
action between the patient and interviewer. The nature of the in-
teraction is informative diagnostically and is a means of building
rapport and eliciting the patient’s cooperation, which is especially
important in psychiatry (Reiser and Schroder, 1980). The style and
content of a psychiatric interview are necessarily shaped by the in-
terviewer’s theory of psychopathology (Lazare, 1973). Thus, a bio-
logical theory of illness leads to an emphasis on signs, symptoms
and course of illness; a psychodynamic theory dictates a focus on
motivations, attitudes, feelings and personal interactions; a behav-
ioral viewpoint looks at antecedents and consequences of symp-
toms or maladaptive behaviors. In past times, when these and other
theories competed for theoretical primacy, an interviewer might
have viewed exploration from a particular single perspective as
adequate. However, modern psychiatry views these perspectives
as complementary rather than mutually exclusive, and recognizes
the contributions of biological, intrapsychic, social and environ-
mental factors to human behavior and its disorders (Leigh and
Reiser, 1992b). The interviewer, therefore, faces the task of under-
standing each of these dimensions, adequately surveying them in
the interview, and making informed judgments about their relative
importance and treatment implications (Shea, 1990).

The written psychiatric database, the mental organization
which the interviewer maintains during the interview, and the
structure of the interview itself may differ considerably from one
another. The written psychiatric database is an orderly exposition
of information gathered in the interview, presented in a relatively
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fixed format. The mental organization of the interviewer consists
of questions and tentative hypotheses. It evolves flexibly over the
course of the interview, and is determined by the goals of the in-
terview and emerging information which indicates needed areas
of focus (Lazare, 1976).

The third structure is that of the interview itself. While
guided by general principles of interviewing, this structure is the
most flexible of the three, being determined not only by the purpose
of the interview and the type of problem which the patient presents,
but also by the patient’s mode of communication and style of inter-
action with the interviewer. Thus, the interviewer must hold his/her
own structure in mind while responding flexibly to the patient.

Goals of the Psychiatric Interview

The interviewer may be thought of as seeking the answers to
several basic questions about the patient and the presenting prob-
lems. These questions provide the mental framework of the inter-
view (although not its explicit form). They begin with triaging of
patients into broad categories of type and severity and progress
to inquiry about details in each salient area. Table 3.1 lists the
questions which the interview addresses and the implications of
each for understanding and treating the patient. The answers to
the questions in Table 3.1 are presented here in greater detail.

Does the Patient Have

a Psychiatric Disorder?

This is the most basic question which the psychiatrist is called
upon to answer, and determines whether or not there is any need
for further psychiatric assessment or treatment.

How Severe Is the lliness?

The answer to this question determines the necessary level of
treatment, ranging from hospitalization with close observation
to infrequent outpatient visits. The main determinants of severity
are dangerousness to self and others and impairment in ability to
care for oneself and function in social and occupational roles.

What Is the Diagnosis?

In psychiatry, as in the rest of medicine, descriptive information
about signs, symptoms and course over time is used to assign
a diagnosis to the presenting problem. Not all psychiatric diag-
noses have well-established validity, but most convey knowl-
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Issues to be Addressed in a Psychiatric Assessment

Question

Implications

Does the patient have a psychiatric
disorder?

How severe is the disorder?

Are there abnormalities of brain
function?

What is the diagnosis?

What is the patient’s baseline level of
functioning?

What environmental issues contribute to
the disorder?

Need for treatment

Need for hospitalization
Need for structure or assistance in daily life
Ability to function in major life roles

Degree of dysfunction of major mental processes such as perception, cognition,
communication, regulation of mood and affect

Responsivity of symptoms to environmental and motivation features

Responsivity of symptoms to biological treatment

Description of the illness Prognosis and treatment response

Determination of onset of illness
State vs. trait pathology

Goals for treatment

Capacity for treatment

Prediction of conditions which may trigger future episodes of illness

Need for focus on precipitating stressors

Prevention of future episodes through amelioration of environmental stressors and/or
increased environmental/social support

What biological factors contribute to the
disorder?

What psychological factors contribute to
the disorder?

What is the patient’s motivation and Decision to treat

capacity for treatment?

Need for biological therapy
Place of biological factors in explanation of illness presented to the patient
Focus on biological factors as part of ongoing therapy

Responsivity of the symptoms to motivational, interpersonal, reinforcement factors
Need to deal with psychological or interpersonal issues in therapy

Choice of treatment

edge of prognosis, comorbidity, treatment response, occurrence
in family members, or associated biological or psychological
findings (Tischler, 1987). Even in the case of poorly understood
entities, our present system of diagnosis using specific criteria
maximizes uniformity in the description and naming of psychi-
atric disorders.

One important implication of diagnoses is whether there
may be reduced plasticity of brain functioning due to anatomi-
cal or physiological abnormalities. Symptoms, deficits and be-
haviors which stem from such abnormalities vary less in re-
sponse to environmental and motivational factors than those
behaviors which arise in the context of normal brain function.
For example, mood swings in a patient with bipolar disorder, a
condition for which there is strong evidence of a biological—ge-
netic etiology, typically recur at regular time intervals, often
independently of the patient’s life situation. By contrast, mood
swings in a patient with narcissistic personality disorder are
much more likely to be triggered by interactions with other
people. Furthermore, when brain function is impaired, biologi-
cal treatments are more likely to be necessary, and verbal, in-
terpersonal, or environmental interventions are less likely to
be sufficient. Thus, the likelihood of altered brain function has
major implications for understanding and treating the patient’s
problems.

Although the question of brain abnormalities is basic to
psychiatric triaging, we do not yet have a clearcut biological

ctiology for any disorder outside of those historically classi-
fied as “organic”. Standard laboratory studies (such as brain
imaging or electroencephalography) are not generally diag-
nostic of psychopathology; however, there is research-based
evidence of altered brain function in many psychiatric dis-
orders. Table 3.2 presents an overview of the current state of
knowledge of brain abnormalities in psychiatric disorders,
along with known responses to biological and psychosocial
treatments.

What Is the Patient’s Baseline Level

of Functioning?

Determining what the patient has been like in his/her best or
most usual state is a vital part of the assessment. This informa-
tion allows the interviewer to gauge when the patient became
ill, and how he/she is different when ill versus well. Environ-
mental, biological and psychological factors that contribute
to low baseline levels of functioning may also predispose a
patient to the development of psychiatric disorders. Thus, in-
formation about baseline functioning provides clues about the
patient’s areas of vulnerability to future illness as well as his/
her capacity to benefit from treatment. It is also an important
guide to realistic goals and expectations for such treatment.
Table 3.3 lists major components of functioning with examples
of elements of each.
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Brain Dysfunction in Psychiatric Disorders

Evidence for
Brain Dysfunction

Response to
Biological Treatments

Response to Psychosocial

Disorder Treatments

Delirium, dementia, Well established
amnestic and cognitive

disorders (Popkin 1994;

Lipowski 1984; Lishman

1978; Leigh and Reiser,

1992a)

Schizophrenia (Carpenter
and Buchanan, 1994;
Kotrla and Weinberger,
1995; Davis, 1975; Bellack
and Mueser, 1993; Sensky

Reversible causes respond
to appropriate treatment,
neuroleptics, anxiolytics,
antidepressants, lithium and
anticonvulsants. Beta-blockers
may be helpful

Environmental support and
supportive psychotherapy
may be helpful

Strong evidence Most respond to antipsychotics;
antidepressants, mood stabilizers,
and anxiolytics may be helpful

adjunctively

Environmental support,
supportive psychotherapy,
cognitive—behavioral
therapy, family therapy,
and skills training are

et al.,2000) helpful
Delusional disorder (Maber  Little evidence — few studies ~ Poor to fair response to psychotics ~ Poor response to
1992; Manschreck, 1996) psychotherapy

Not well established. Similar
range of treatments as
for schizophrenia may be
helpful

Schizoaffective disorder
(Kendler, 1991; Winokur
et al., 1996; Keck et al.,
1996)

Evidence for relationship to
schizophrenia and mood
disorders

Most respond to combinations of
antipsychotics, antidepressants,
mood stabilizers, carbamazepine,
ECT

Brief psychotic disorder Little evidence — few studies ~ Not well established
(Susser et al., 1995;

Jorgensen et al., 1996)

Environmental support and
supportive psychotherapy
helpful

Supportive and educative
psychotherapy and family
therapy helpful

Bipolar disorder (Goodwin
and Jaminson, 1990,
Janowsky et al., 1974;
Tsuang and Faraone, 1990)

Strong evidence Most respond to lithium,

antidepressants, anticonvulsants,
neuroleptics, or ECT

Major depressive disorder Evidence suggestive — Often responds to antidepressants ~ Less severe cases respond to

(Siever and Davis, 1985;
Thase and Howland, 1995;
Elkin et al., 1989)

Panic disorder (Barlow,
1988; Barlow et al., 2000;
Goddard and Charney,
1997; Milrod et al., 2000)

Generalized anxiety disorder
(Blazer et al., 1991)

Simple phobia (Fyer ef al.,
1990; Marks, 1987)

Post traumatic stress disorder
(Heim et al., 2000; Marks
et al., 1998; Katz et al.,
1996)

Obsessive—compulsive
disorder (Baxter
etal., 1992; Insel, 1992;
Abramowitz, 1997)

Somatization disorder
(Cloninger et al., 1986;
Min and Lee, 1997)

considerable heterogeneity

Evidence suggestive

Little evidence

Little evidence

Evidence suggestive

Evidence suggestive

Preliminary evidence

or ECT

Most respond to anxiolytics or
antidepressants

Variable. Anxiolytics may be
helpful

Medications not usually helpful

Variable. Antidepressants and mood

stabilizers may be helpful

Most respond to selective serotonin

reuptake inhibitors

Poor. Medication for comorbid

depression or anxiety may help

cognitive, interpersonal
and psychodynamic
psychotherapy

Variable.
Cognitive — behavioral
therapy more effective than
psychodynamic

Variable. Psychodynamic,
or cognitive—behavioral
psychotherapies are often
helpful

Most respond to behavioral
therapy

Psychotherapy with
exploratory, supportive,
and behavioral features
usually helpful

Rituals but not obsessive
thoughts respond to
behavioral therapy

Poor. Supportive
psychotherapy may help

Continues
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Brain Dysfunction in Psychiatric Disorders Continued

Disorder

Evidence for
Brain Dysfunction

Response to

Biological Treatments

Response to Psychosocial
Treatments

Conversion disorder (Lazare,
1981; Ford and Foulks,
1985)

Hypochondriasis (Kellner,
1987; Ford, 1995)

Dissociative disorders
(Brenner and Marmer,
1998; Kluft and Fine,
1993)

Alcoholism (Prescott and
Kendler, 1999; Merlett,
1998)

Psychoactive substance use
disorders (Banmohl and
Jaffe, 1995; Nesse and
Berridge, 1997)

Sexual disorder (LoPiccolo,
1985; Marshall and
Barbaree, 1990)

Eating disorders (Johnson
and Connors, 1987; Halmi,
1992)

Adjustment disorders
(Andreasen and Hoevk,
1982; Greenberg et al.,
1995)

Personality disorders:
Cluster A (Kendler et al.,
1984; Siever et al., 1991)

Personality disorders: Cluster
B (Coccaro and Kavoussi,
1997; Tarnepolsky and
Berlowitz, 1987; Bateman
and Fonagy, 2001;
Zuckerman, 1996

Personality disorders:
Cluster C (Cloninger et al.,
1993; Cloninger, 1987,
Millon, 1996)

None known

None known

None known

Strong evidence in subgroups

Little evidence — some
subgroups

May be due to metabolic
disorders; otherwise little
evidence

Evidence suggestive

None known

Evidence for relationship of
schizotypal personality to
schizophrenia; otherwise
none known

Evidence suggestive for
antisocial and borderline
personalities; otherwise
none known

None known

Amytal interview may help;

otherwise not indicated

Most respond to
psychotherapy with

exploratory, expressive and
behavioral features. May
remit spontaneously

No direct response. Medications
may help for treatment of
comorbid depression and anxiety

Variable. Supportive—
educative psychotherapy
may be helpful

No direct response. Medications
may help for treatment of
comorbid depression and anxiety

Variable. Many respond to
expressive—exploratory
psychotherapy

No well-demonstrated direct effects. Group and individual
Opiate antagonists may be helpful ~ psychotherapies most
common treatment
modalities. Response
variable, relapse high

No well-demonstrated direct effects Group and individual
psychotherapies most
common treatment
modalities. Response
variable, relapse high

Medications for underlying medical Sexual dysfunctions often
conditions may be necessary. respond to behavior
Antiandrogens or serotonergic therapy. Couples therapy
antidepressants may be helpful or exploratory therapy may

for paraphilias

Antidepressants may help
ameliorate symptoms

Medications may alleviate
symptoms of anxiety or

also be helpful

Expressive exploration,
family and behavioral
therapy often helpful

Supportive psychotherapy
often helpful

depression

Schizotypal patients may improve
on antipsychotic medication;
otherwise not indicated

Poor. Supportive
psychotherapy may help

Antidepressants, antipsychotics,
mood stabilizers may help for
borderline personality; otherwise
not indicated

Poor in antisocial personality.
Variable in borderline,
narcissistic and histrionic
personalities

Most common treatment for
these disorders. Response
variable

No direct response. Medications
may help with comorbid anxiety,
depression
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Table 3.3

Component

Examples

Level of symptoms Depression

Anxiety Obsessions and compulsions

Delusion

Hallucinations
Sexual relationships and marriage

Interpersonal relations

Quality and longevity of friendships
Capacity for intimacy and commitment

Work adjustment

Employment history

Level of responsibility
Functioning in nonpaid roles, e.g., homemaker, parent
Satisfaction with work life

Leisure activities

Hobbies and interests

Group and social activities

Travel

Ability to take pleasure in nonwork activities

Ego functions

Talents, skills, intelligence

Ability to cope; reality testing

Control over affects and behaviors

Ability to formulate and carry through plans
Stable sense of self and others

Capacity for self-observation

What Environmental Factors Contribute

to the Disorder?

Environmental contributions to the presenting problem are
factors external to the patient. They may be acute events which
precipitate illness, or longstanding factors which increase
general vulnerability. Loss, change and traumatic events are
very common acute precipitants (Paykel, 1978). Longstand-
ing environmental stressors may predispose the patient to the
development of illness and may also worsen the outlook for
recovery.

It is important to identify adverse environmental influ-
ences which can be modified, and to help the patient or family
make necessary changes. For example, a patient with recurrent
paranoid psychosis needed yearly hospitalization as long as she
worked in an office with many other people. However, she no
longer suffered severe relapses when she was helped to find work
which she could do in her own home. However, even irreversible
precipitants, such as death of a loved one, must be identified and
dealt with in the treatment plan.

What Biological Factors Contribute

to the Disorder?
Biological factors may contribute to psychiatric disorders directly
by their effects on the central nervous system and indirectly
through the effects of pain, disability, or social stigma. Thus,
biological factors must be assessed through both the psychiatric
history and diagnosis, and the general medical history.
Biological factors affecting the central nervous system
may be genetic, prenatal, perinatal, or postnatal. There is strong
evidence of genetic contributions to schizophrenia, bipolar dis-
order and alcoholism, among others (Carpenter and Buchanan,
1994; Jorgensen et al., 1996; Kluft and Fine, 1993); conditions
such as maternal substance abuse or intrauterine infections may

affect fetal brain development; birth complications may cause
cerebral hypoxia with resultant brain damage. In postnatal life,
the entire range of diseases which affect the brain may alter men-
tal function and behavior, as may exposure to toxins at work,
in the environment, and through substance abuse. In addition,
medical conditions which do not directly affect brain functioning
may have profound effects on the patient’s state of mind and
behavior.

Biological factors may both predispose to and precipi-
tate episodes of illness. Thus, a patient with a genetic vulner-
ability to schizophrenic illness may have an episode of acute
psychosis precipitated by heavy cocaine use. Similarly, a pa-
tient with borderline low intellectual capacity due to hypoxia
at birth may have marginal ability to care for herself. An
accident resulting in a fractured arm might overwhelm this
person’s coping capacity and precipitate a severe adjustment
disorder.

What Psychological Factors Contribute

to the Disorder?

Psychological factors are mental traits which the patient brings to
life situations. While they interact with social and environmen-
tal factors, they are intrinsic to the individual, and not readily
changed by outside influences.

Psychological factors predisposing to illness include both
general and focal deficits in coping adaptability. General defi-
cits encompass the entire range of ego functioning, including
poor reality testing, rigid or maladaptive psychological defense
mechanisms, low ability to tolerate and contain affects, impulsiv-
ity, poorly formed or unstable sense of self, low self-esteem and
hostile, distant, or dependent relationships with others (Valliant,
1977). Patients with such deficits generally meet diagnostic crite-
ria for one or more personality disorders and are at increased risk
for episodes of acute psychiatric illness. An example of general



deficits in psychological functioning is illustrated by the follow-
ing case.

Clinical Vignette 1

A 30-year-old married woman suffers from chronic

low mood and lack of enjoyment of life. She is highly
dependent on her husband for practical and emotional
support, although she frequently flies into rages at him,
feeling that he is cold and uncaring. She has had a series
of secretarial jobs which she begins enthusiastically, but
soon comes to feel that her employers are highly critical
and belittling, whereupon she resigns. Her friendships
are limited to people with whom she can have very
special, exclusive relationships. She deals poorly with
change or loss, which frequently trigger episodes of acute
dysfunction. When a friend is not sufficiently available
to her, she feels betrayed and worthless, her mood
plummets, she becomes lethargic, has eating binges, and
is unable to work or pursue her usual routine for up to
weeks at a time.

Focal psychological issues may also contribute to mental
disorders. These issues, which typically involve conflicts between
opposing motivations, may affect the patient in certain specific
areas of function or life situations, leaving other broad areas of
function intact (Nemiah, 1961a). Such conflicts are most likely to
cause maladaptive behaviors or symptoms when the patient is not
clearly aware of them.

Clinical Vignette 2

A patient functions well in a responsible job and has had

a long-standing, stable marriage. However, he is driven
by the need to be liked and accepted by all who know
him, and has a deep-seated, but not conscious, belief that
he must continually fulfil the wishes of others in order to
accomplish this. At the same time, he has a chronic feeling
of powerlessness and an unarticulated wish to be able to
say no. At times of increased demands by family members
or coworkers, he develops flu-like symptoms and stays
home from work “recuperating”, relieved of responsibility
for fulfilling the expectations of others.

The meaning of an event in the context of the patient’s life
course is another focal issue which may contribute to illness.

Clinical Vignette 3

A young woman became acutely depressed upon receiving
her acceptance to medical school. She was the oldest of
four children and had been expected to assume a major
caretaking role with her younger siblings. Her mother,

a busy physician, wished for her daughter to have a
similar career. To the patient, entering medical school
meant accepting a lifelong role as a caretaker and forever
relinquishing her own wishes to be taken care of.
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What Is the Patient’s Motivation

and Capacity for Treatment?

Whatever the physician’s view of the presenting problem, the
patient’s wishes and capacities are a major determinant of treat-
ment choice (Lazare et al., 1975). Some patients seek relief of
symptoms; some wish to change their behavior or the nature
of their relationships; some want to understand themselves
better. Patients may wish to talk or to receive medication or
instructions.

The patient’s capacity for treatment must also be consid-
ered in the treatment plan. For example, a patient with schizo-
phrenia may agree to medication but be too disorganized to take
it reliably without help. Suitability for exploratory psychotherapy
depends upon such factors as the ability to observe oneself, toler-
ate unpleasant affects, and establish and maintain a working rela-
tionship with the treater (Strupp and Binder, 1984). Such factors
must be evaluated in the interview.

The Psychiatric Database

The body of information to be gathered from the interview may
be termed the psychiatric database (Tables 3.2 to 3.4). It is a vari-
able set of data: either very specific or general, mainly limited to
the present state or focused on early life, dominated by neuro-
logical questions or inquiry into relationships. To avoid setting
the impossible task of learning everything about every patient,
one must consider certain factors which modify the required
database.

Whose questions are to be answered — the patient’s con-
cern about himself, a family or friend’s concern about him,
another physician’s diagnostic dilemma, a civil authority’s
need to safeguard the public, or a research protocol require-
ment? Who will have access to the data gathered and under
what circumstances? What is the setting of the interview? Pri-
orities in an emergency room differ from those in an office
setting (Meyers and Stein, 2000). Is the interview to be the
first session of a psychotherapy regimen, or is it a one time
only evaluation? What is the nature of the pathology? For ex-
ample, negative responses regarding the presence of major
psychotic symptoms, coupled with a history of good occupa-
tional function, will generally preclude a detailed inventory of
psychotic features. A missed orientation or memory question
will require careful cognitive testing. Patients with person-
ality disorder symptoms warrant careful attention to the his-
tory of significant relationships (Nurnberg et al., 1991), work
history and the feelings evoked in the interviewer during the
evaluation process. The database should be expanded in areas
of diagnostic concern to support or rule out particular syn-
dromes. The amount and nature of the data obtained is also, of
necessity limited, by the patient’s ability to communicate and
his cooperativeness.

Database Components

Identifying Data

This information establishes the patient’s identity, especially for
the purpose of obtaining past history from other contacts, when
necessary, as well as to fix his/her position in society. The pa-
tient’s name should be recorded, along with any nickname or al-
ternative names he/she may have been known by in the past. This
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Core Database

Chief Complaint

Identifying Data

History of Present lliness

Name
Age/date of birth Next of kin

Past Psychiatric History

Any previous psychiatric treatmen

History of suicide attempts

Functioning problems secondary to
psychiatric symptoms

Alcohol/drug abuse

Personal History

Educational level
Ever married/committed
relationship

Work history
Means of support
Living situation

Reason for consultation Major symptoms

Past Medical History

Ever hospitalized
Surgery
Medications

Mental Status

Appearance
Attitude
Affect
Behavior

Speech

Thought process
Thought content
Perception
Cognition
Insight
Judgment

Time course
Stressors

Change in functioning
Current medical problems

and treatment
Family History

Psychiatric illness

is important for women who might have been treated previously
under a maiden name, or a patient who has had legal entangle-
ments and so has adopted aliases.

Date of birth, or at least age, and race are other essen-
tial parts of every person’s database. A number of different
classifications for race exist, as well as different terms and con-
troversies (Porter, 1993). In the USA and Canada, the categories
of white, black (or African-American), Asian, Native American,
and others are generally accepted. The additional modifier of
ethnicity, especially Hispanic/nonHispanic, is becoming more
widely used. If a patient is a member of a particular subculture
based on ethnicity, country of origin, or religious affiliation, it
may be noted here.

A traditional part of the identifying data is a reference to
the patient’s civil status: single, married, separated, divorced,
or widowed. The evolution of relationship patterns over the
last two decades, with less frequent formalization of rela-
tionships, has made classification more difficult (Ishii-Kuntz
and Tallman, 1991), especially in the case of homosexual pa-
tients, whose relationships are not legally recognized in most
jurisdictions.

The patient’s social security number (or other national ID
number) can be a very useful bit of data when seeking informa-
tion from other institutions.

In most cases, it is assumed that the informant (supplier
of the history) is the patient. If other sources are used, and espe-

cially if the patient is not the primary informant, this should be
noted at the beginning of the database.

Chief Complaint

The chief complaint is the patient’s responses to the question,
“What brings you to see me/to the hospital today?” or some vari-
ant. It is usually quoted verbatim, placed within quotation marks,
and should be no more than one or two sentences.

Even if the patient is very disorganized or hostile, quoting
his response can give an immediate sense of where the patient
is as the interview begins. If the patient responds with an exple-
tive, or a totally irrelevant remark, the reader of the database is
immediately informed about how the rest of the information may
be distorted. In such cases, or if the patient gives no response, a
brief statement of how the patient came to be evaluated should be
made and enclosed in parentheses.

History of the Present lliness

Minimum Essential Database

The present illness history should begin with a brief description
of the major symptoms which brought the patient to psychiatric
attention. The most troubling symptoms should be detailed ini-
tially; later a more thorough review will be stated. As a minimum,
the approximate time since the patient was last at his baseline



level of functioning, and in what way he is different from that
now, should be described, and any known stressors, the sequence
of symptom development, and the beneficial or deleterious effects
of interventions included.

How far back in a patient’s history to go, especially when
he has chronic psychiatric illness, is sometimes problematic. In
patients who have required repeated hospitalization, a summary
of events since last discharge (if within 6 months) or last stable
baseline is indicated. It is rare that more than 6 months of his-
tory be included in the history of the present illness, and detailed
history is more commonly given on the past month.

Expanded Database

A more expanded description of the history of the present illness
would include events in a patient’s life at the onset of symptoms,
as well as exactly how the symptoms have affected the patient’s
occupational functioning and important relationships. Any
concurrent medical illness symptoms, medication usage (and
particularly changes), alterations in the sleep—wake cycle, appe-
tite disturbances and eating patterns should be noted; significant
negative findings should also be remarked upon.

Past Psychiatric History

Minimum Essential Database

Most of the major psychiatric illnesses are chronic in nature. For
this reason, often patients have had previous episodes of illness
with or without treatment. New onset of symptoms, without any
previous psychiatric history, becomes increasingly important
with advancing age in terms of diagnostic categories to be con-
sidered. At a minimum, the presence or absence of past psychi-
atric symptomatology should be recorded, along with psychiatric
interventions taken and the result of such interventions. An ex-
plicit statement about past suicide and homicide attempts should
be included.

Expanded Database

A more detailed history would include names and places of psy-
chiatric treatment, dosages of medications used, and time course
of response. The type of psychotherapy, the patient’s feelings
about former therapists, his compliance with treatment as well as
circumstances of termination are also important. Note what the
patient has learned about the biological and psychological factors
predisposing him/her to illness, and whether there were precipi-
tating events.

Past Medical History

Minimum Essential Database

In any clinical assessment, it is important to know how a patient’s
general health status has been. In particular, any current medical
illness and treatment should be noted (Slaby and Andrew, 1987),
along with any major past illness requiring hospitalization. Pre-
vious endocrine or neurological illness are of particular perti-
nence (Flomenbaum and Altman, 1985).

Expanded Database
An expanded database could well include significant childhood
illnesses, how these were handled by the patient and his fam-
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ily, and therefore the degree to which the patient was able to
develop a sense of comfort and security about his physical well-
being. Illnesses later in life should be assessed for the degree
of regression produced. The amount of time a patient has had
to take off work, how well he/she was able to follow a regimen
of medical care, his/her relationship with the family physician
or treating specialist can all be useful in predicting future re-
sponse to treatment. A careful past medical history can also
at times bring to light a suicide attempt, substance abuse, or
dangerously careless behavior, which might not be obtained any
other way.

Family History

Minimum Essential Database

Given the evidence for familial, genetic factors in so many
psychiatric conditions, noting the presence of mental illness
in biological relatives of the patient is a necessary part of any
database (Hammen et al., 1987). It is important to specify during
questioning the degree of family to be considered — usually to the
second degree: aunts, uncles, cousins and grandparents, as well
as parents, siblings and children.

Expanded Database

A history of familial medical illness is a useful part of an ex-
panded database. A genogram (pedigree), including known fam-
ily members with dates and causes of death and other known
chronic illnesses is helpful. Questioning about causes of death
will also occasionally bring out hidden psychiatric illness, for
example, sudden, unexpected deaths which were likely suicides
or illness secondary to substance abuse.

Personal History

Minimum Essential Database

Recording the story of a person’s life can be a daunting under-
taking and is often where a database can expand dramatically.
As a minimum, this part of the history should include where a
patient was born and raised, and in what circumstances — intact
family, number of siblings and degree of material comfort. Note
how far the patient went in school, how he/she did there, and
what his/her occupational functioning has been. If he/she is not
working, why not? Has the patient ever been involved in crimi-
nal activity, and with what consequences? Has the patient ever
married or been involved in a committed relationship? Are there
any children? What is his/her current source of support? Does
he/she live alone or with someone? Has he/she ever used alcohol
or other drugs to excess, and is there current use? Has he/she
ever been physically or sexually abused or been the victim of
some other trauma?

Expanded Database
An expanded database can include a great deal of material begin-
ning even prior to the patient’s conception. What follows is an
outline of the kind of data which may be gathered, along with an
organizational framework.

Family of Origin

Were parents married or in committed relationships?
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Personality and significant events in life of mother, father, or
other significant caregiver.

Siblings: how many? their ages, significant life events, person-
ality, relationship to patient.

Who else shared the household with the family?

Prenatal and Perinatal

Was the pregnancy planned? Quality of prenatal care; mother’s
and father’s response to pregnancy.

Illness, medication or substance abuse, smoking, trauma dur-
ing pregnancy; labor — induced or spontaneous?

Weeks gestation, difficulty of delivery, vaginal or Caesarean
section.

Presence of jaundice at birth, birth weight, Apgar score.

Baby went home with mother or stayed on in hospital.

Early Childhood

Developmental milestones: smiling, sitting, standing, walk-
ing, talking, type of feeding — food allergies or intolerance.
Consistency of caregiving: interruptions by illness, birth of

siblings.
Reaction to weaning, toilet-training, maternal separation.
Earliest memories: problematic behavior (tantrums, bedwet-
ting, hair-pulling or nail-biting).
Temperament (shy, overactive, outgoing, fussy).
Sleep problems: insomnia, nightmares, enuresis, parasomnias.

Later Childhood

Early school experiences: evidence of separation anxiety.

Behavioral problems at home or school: firesetting, bedwetting,
aggressive toward others, cruelty to animals, nightmares.

Developmental milestones: learning to read, write.

Relationships with other children and family: any loss or
trauma.

Reaction to illness.

Adolescence

School performance: ever in special classes?

Athletic abilities and participation in sports.

Evidence of gender identity concerns: overly “feminine” or
“masculine” in appearance/behavior, or perception by peers.

Ever run away? Able to be left alone and assume responsibility.

Age onset of puberty (menarche or nocturnal emissions), reac-
tion to puberty.

Identity

Sexual preference and gender identity, religious affiliation
(same as parents?).
Career goals: ethnic identification.

Sexual History

Early sexual teaching: earliest sexual experiences, experi-
ence of being sexually abused, attitudes toward sexual
behavior.

Dating history, precautions taken to prevent sexually transmit-
ted diseases and/or pregnancy.

Episodes of impotence and reaction.

Masturbating patterns and fantasies.

Preoccupation with particular sexual practices, current sex-
ual functioning, length of significant relationships, ages of
partners.

Adulthood

Age at which left home, level of educational attainments.

Employment history, relationships with supervisors and peers
at work, reasons for job change.

History of significant relationships including duration,
typical roles in relationships, patterns of conflict: mari-
tal history, legal entanglements and criminal history,
both covert and detected, ever victim or perpetrator of
violence.

Major medical illness as adult.

Participation in community affairs.

Financial status: own or rent home, stability of living situation.

Ever on disability or public assistance?

Current family structure, reaction to losses of missing mem-
bers (parents, siblings), if applicable.

Substance abuse history.

Mental Status Examination

It can be helpful to conceptualize the recording of the Men-
tal Status Examination as a progression. One begins with a
snapshot: what can be gained from a cursory visual exam,
without any movement or interaction — appearance and affect.
Next, motion is added: behavior. Then comes sound: the pa-
tient’s speech, though initially only as sound. The ideas being
expressed come next: the thought process and content, per-
ception, cognition, insight, and judgment. Table 3.5 gives a
summary of areas to be commented on, along with common
terms.

At every level of the Mental Status Examination, prefer-
ence should be given for explicit description over jargon. Stating
that a patient is delusional is less helpful than describing him as
believing that his neighbors are pumping poisonous gases into
his bedroom while he sleeps.

Conduct of the Interview: Factors Which

Affect the Interview

A skillful interview will not necessarily yield all the relevant in-
formation but will make the most of the opportunities in a clini-
cal situation, given the limitations which both the patient and
interviewer bring. Factors which influence the development of
an alliance and the amount which can be learned in the interview
include the following:

The Patient’s Physical or Emotional Distress
Patients who are in acute distress either from physical dis-
comfort or from emotional factors such as severe depression
or anxiety will be limited in their motivation and ability to
interact with the interviewer. The interviewer may be able to
enhance communication by addressing the patient’s discomfort
in a supportive manner. However, he/she must also recognize
times when the patient’s discomfort necessitates a more limited
interview.

The Cognitive Capacities of the Patient

Patients who are demented, retarded, disorganized, thought-
disordered, amnesic, aphasic, or otherwise impaired in intellec-
tual or cognitive capacity have biologically based deficits which
limit the amount of information they can convey.



Mental Status Examination

Appearance

Level of consciousness (alert, hypervigilant, somnolent, stuporous)

Dress (casual, appropriate for weather, eccentric, careless, disheveled)

Grooming (style of hair, degree of makeup, shaven/unshaven, clean, malodorous)
Idiosyncracies — tattoos (professional or amateur), prominent scars, religious emblems

Attitude
Cooperative, hostile, evasive, threatening, obsequious
Affect
Range (restricted, expansive, blunted, flat)
Appropriateness to items discussed
Stability (labile, shallow)
Quality (silly, anxious)
Mood
Response to question: “How are you feeling/How’s your mood been?”
Behavior
Psychomotor agitation or retardation
Speech

Rate (rapid, slowed, pressured, hard to interrupt)
Volume (loud, soft, monotone, highly inflected or dramatic)
Quality (neologisms, fluent, idiosyncratic)

Thought Process

Goal directed, disorganized, loose associations, tangential, circumstantial, flight of ideas
Thought Content

Major preoccupations, ideas of reference, delusions (grandiose, paranoid, bizarre, state exactly what it is the patient appears to
believe)

Thought broadcasting, insertion, or withdrawal

Suicidal or homicidal ideation. Plan and intent to carry out ideas

Perception

Illusions and hallucinations — type (auditory, visual, olfactory, tactile, gustatory), evidence (patient spontaneous report, answer to
interviewer question, observation of patient attending or responding to nonexistent external stimuli).

Patient’s beliefs about hallucinatory phenomenon (do they seem to originate from the outside or inside, how many voices, what
gender, talking to patient or to other voices, are they keeping up constant commentary on the patient.)

Cognition

Orientation: time, place, person, situation

Memory: number of remembered objects, digit span, presidents backward, recent events

Concentration: serial 7s, world spelled backwards

Abstraction: proverb interpretation — what would someone mean by “The grass is always greener on the other side of the fence”,
(“Get off my back”.)

Similarities: (How are these things alike — apple—orange, table—chair, eye—ear, praise—punishment?)

Computation: number of digits successfully added or subtracted, ability to calculate change

(How many quarters are in $1.50? If you bought a loaf of bread for 89 cents and gave the cashier a dollar, what change would you
get back?)

Insight

Knows something is wrong, that he/she is ill, that illness is psychiatric; understands ways in which illness disrupts function
Judgment

Response to standard questions (If you found a sealed, addressed, stamped letter, what would you do? If you smelled smoke in a
crowded theater?)

Evidence from behavior prior to and during interview (Was the patient caring for himself/herself properly, handling business
affairs well? Does the behavior during the interview match his/her stated goals, e.g., if he/she wishes to be thought to be in
control, is he/she keeping the voice down and movement in check?)
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The Emotionally Based Biases of the Patient
Patients bring to the interview a wide variety of preconceptions,
expectations and tendencies toward distortion, which influence
how they view and relate to the interviewer. Such biases are
commonly referred to as transference because they frequently
can be understood as arising from interactions with important
figures in childhood, such as parents, which then color percep-
tions of others during adult life (Nemiah, 1961b). Transferential
biases may be positive or negative. Thus, even before the start
of the interview, one patient may be primed to view the doctor
as a wise and kindly healer, while another will be predisposed
to see him/her as an exploitative charlatan. Clearly, such bi-
ases affect the amount of openness and trust which the patient
brings to the interview and the quality of information he/she
provides.

The Emotionally Based Biases

of the Interviewer

The interviewer, like the patient, may have feelings stirred up
by the interaction. The interviewer’s emotional reactions to the
patient can be an invaluable asset in assessment if he/she can be
conscious of them and reflect on their causes. For example, an
interviewer finds himself becoming increasingly annoyed at a
highly polite patient. On reflection, he realizes that the polite-
ness serves to rebuff his attempts to establish a warmer, more
spontaneous relationship and is a manifestation of the patient’s
underlying hostile attitude.

When the interviewer is unable to monitor and exam-
ine his/her emotional reactions, they are more likely to impede
rather than enhance understanding of the patient. This is most
likely to happen when emotional reactions are driven more by
the interviewer’s own biases than by the patient’s behavior. Such
reactions are referred to as the interviewer’s countertransfer-
ence (Mackinnon and Michels, 1971). In the example cited in the
previous paragraph, the interviewer might inaccurately perceive
a polite patient as rigid and hostile due to unconscious biases
(countertransference) based on his relationship with his own rig-
idly polite parent. The entire range of countertransferential inter-
viewer attitudes toward the patient, from aversion to infatuation,
might similarly bias judgment.

Situational Factors

Patients’ attitudes toward the interview will be strongly influ-
enced by the situation in which the consultation arises. Some
patients decide for themselves that they need treatment, while
others come reluctantly, under pressure from others. Patients
who are being evaluated for disability or in connection with a
lawsuit may feel a need to prove that they are ill, while those
being evaluated for civil commitment or at the insistence of fam-
ily members may need to prove that they are well. Similarly, a
patient’s past history of relationships with psychiatrists or with
health professionals in general is likely to color his/her attitude
toward the interviewer.

The interviewer may also be affected by situational fac-
tors. For example, pressure of time in a busy emergency service
may influence the interviewer to omit important areas of inquiry
and reach premature closure; the experience of a recent patient
suicide may bias the interviewer toward overestimation of risk
in someone with suicidal thoughts. As with countertransference

reactions, it is important for the interviewer to minimize dis-
tortions due to situational factors by being as aware of them as
possible.

Racial, Ethnic and Cultural Factors

The degree of racial, ethnic, cultural, and socioeconomic simi-
larity between the patient and interviewer can influence the
course and outcome of the interview in many ways. (see also
Chapters 2 and 21.) It may affect the level of rapport between
patient and interviewer, the way both view the demands of the
situation, the way they interpret each other’s verbal and non-
verbal communications, and the meaning the interviewer as-
signs to the patient’s statements and behaviors (Gaw, 1993).
Not only racial or cultural prejudice but also well-intentioned
ignorance can interfere with communication and accurate
assessment.

Some cultures, for example, place a higher value on po-
liteness and respect for authority than does western culture. A
patient from such a background might be reluctant to correct or
disagree with the interviewer’s statements even when they are er-
roneous. The interviewer might not suspect that he/she was hear-
ing distorted information, or conversely, might see the patient
as pathologically inhibited or unemotional. Many nonwestern
cultures place a higher value on family solidarity than on indi-
viduality. Pressing a patient from such a culture to report angry
feelings toward family members might raise his/her anxiety, de-
crease rapport with the interviewer and produce defensive distor-
tions in the material.

General Features of Psychiatric Interviews

Setting

The ideal interview setting is one which provides a pleasant at-
mosphere and is reasonably comfortable, private and free from
outside distractions. Such a setting not only provides the physical
necessities for an interview but conveys to the patient that he/she
will be well cared for and safe. Providing such a setting may pose
special problems in certain interviewing situations. For example,
it may be necessary to interview highly agitated patients in the
presence of security personnel; interviewers on medical—surgical
units must pay special attention to the patient’s comfort and
privacy.

Verbal Communication

Verbal communication may be straightforward imparting of in-
formation: “Every year around November, I begin to lose interest
in everything and my energy gets very low”. However, patients
may convey information indirectly through metaphor, or use
words for noninformational purposes such as to express or con-
tain emotions or to create an impact on the interviewer.

In metaphorical language, one idea is represented by an-
other with which it shares some features. For example, when
asked how she gets along with her daughter-in-law, a woman
replies, “I can never visit their house because she always likes
to keep the thermostat down. It’s never as warm as I need”.
Such a reply suggests that the woman may not feel “warmly”
accepted and welcomed by her son’s wife. Metaphor may also
use the body to represent ideas or feelings. A man who proved



to meet the diagnostic criteria for major depressive disorder
described his mood as “OK” but complained that his life was
being ruined by constant aching in his chest for which the doc-
tors could find no cause. In this instance, the pain of depression
was experienced and described metaphorically as a somatic
symptom.

Language may be used to express emotions directly (“I'm
afraid of you and I don’t want to talk to you”), but more often
is used indirectly by influencing the process of the interview
(Bernstein and Bernstein, 1985). Patients may shift topics, make
off-hand remarks or jokes, ask questions, and compliment or be-
little the interviewer as a way of expressing feelings. The process
of the interview frequently expresses the patient’s feelings about
his/her immediate situation or interaction with the interviewer
(Malan, 1979). For example, a woman being evaluated for depres-
sion and anxiety suddenly said, “I was just wondering doctor, do
you have any children?” The further course of the interview re-
vealed that she was terrified of being committed to a hospital and
abandoned. The question was an attempt to establish whether the
interviewer was a good parent and therefore safe as a caretaker
for her.

Language may also be used in the service of psychologi-
cal defense mechanisms to contain rather than express emotions
(Freud, 1946). For example, a young man with generalized anxi-
ety was asked whether he was sexually active. He replied by talk-
ing at length about how all the women he knew at college were
either unappealing or attached to other men. Further discussion
revealed that he developed severe symptoms of anxiety when-
ever he was with a woman to whom he felt sexually attracted.
His initial reply represented an automatic, verbal mechanism
(in this case, a rationalization) for keeping the anxiety out of
awareness.

Another form of process communication is the use of lan-
guage to make an impact on the interviewer (Casement, 1985).
A statement such as “If you can’t help me I’'m going to kill my-
self”, might convey suicidal intent, but may also serve to stir up
feelings of concern and involvement in the interviewer. Simi-
larly, the patient who says, “Dr X really understood me, but he
was much older and more experienced than you are”, may be
feeling vulnerable and ashamed, and unconsciously trying to
induce similar feelings in the interviewer. When language is
used in this way, the interviewer’s subjective reaction may be
the best clue to the underlying feelings and motivations of the
patient.

Nonverbal Communication

Emotions and attitudes are communicated nonverbally through
facial expressions, gestures, body position, movements of the
hands, arms, legs, and feet, interpersonal distance, dress and
grooming, and speech prosody (Knapp, 1978). Some nonverbal
communications such as gestures are almost always conscious
and deliberate, while others often occur automatically outside
one’s awareness. The latter type are particularly important to
observe during an interview because they may convey messages
entirely separate from or even contradictory to what is being
said.

Facial expression, body position, tone of voice, and
speech emphasis are universal in the way they convey mean-
ing (Ekman et al., 1972). The interviewer will automatically
decode these signals but may ignore the message due to coun-
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tertransference or social pressure from the patient. For exam-
ple, a patient may say, “I feel very comfortable with you, doc-
tor”, but sit stiffly upright and maintain a rigidly fixed smile,
conveying a strong nonverbal message of tension and mistrust.
The nonverbal message may be missed if, for example, the in-
terviewer has a strong need to be liked by the patient. An-
other patient denies angry feelings while sitting with a tightly
clenched fist. The interviewer may unconsciously collude with
the patient’s need to avoid his anger by ignoring the body
language.

As with any medical examination, observation of non-
verbal behavior may provide important diagnostic information.
For example, a leaden body posture may indicate depression,
movements of the foot may arise from anxiety or tardive dys-
kinesia, and sudden turning of the head and eyes may suggest
hallucinations.

Nonverbal communication proceeds in both directions,
and the nonverbal messages of the interviewer are likely to have a
considerable effect on the patient. Thus, the interviewer who sits
back in his chair and looks down at his notes communicates less
interest and involvement than one who sits upright and makes eye
contact. Similarly, an interviewer who gives a weak handshake
and sits behind a desk or far across the room from the patient
will communicate a sense of distance which may interfere with
establishing rapport. It is important that the interviewer be aware
of his/her own nonverbal messages and adapt them to the needs
of the patient.

Listening and Observation

The complexity of communication in the psychiatric interview
is mirrored by the complexity of listening (Luborsky, 1984).
The interviewer must remain open to literal and metaphorical
messages from the patient, to the impact the patient is trying
to make, and to the degree to which nonverbal communication
complements or contradicts what is being said. Doing this opti-
mally requires that the interviewer also be able to listen to his/her
own mental processes throughout the interview, including both
thoughts and emotional reactions. Listening of this kind depends
upon having a certain level of comfort, confidence and space to
reflect, and may be very difficult when the patient is hostile, agi-
tated, demanding, or putting pressure on the interviewer in any
other way. With such patients, it may take many interviews to
do enough good listening to gain an adequate understanding of
the case.

Another important issue in listening is maintaining a
proper balance between forming judgments and remaining
open to new information and new hypotheses. On the one
hand, one approaches the interview with knowledge of diag-
nostic classifications, psychological mechanisms, behavioral
patterns, social forces and other factors which shape one’s
understanding of the patient. The interviewer hears the mate-
rial with an ear to fitting the information into these preformed
patterns and categories. On the other hand, the interviewer
must remain open to hearing and seeing things which extend
or modify his/her judgments about the patient. At times the
interviewer may listen narrowly to confirm a hypothesis, while
at others he/she may listen more openly, with relatively little
preconception. Thus, listening must be structured enough to
generate a formulation but open enough to avoid premature
judgments.
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Attitude and Behavior of the Interviewer

The optimal attitude of the interviewer is one of interest, con-
cern and intention to help the patient. While the interviewer
must be tactful and thoughtful about what he/she says, this
should not preclude behaving with natural warmth and spon-
taneity. Indeed, these qualities may be needed to support pa-
tients through a stressful interview process. Similarly, the
interviewer must try to use natural, commonly understood
language and avoid jargon or technical terms. The interviewer
must communicate his/her intention to keep the patient as
safe as possible, whatever the circumstances. Thus, while one
must at times set limits on the behavior of an agitated, threat-
ening, or abusive patient, one should never be attacking or
rejecting.

Empathy is an important quality in psychiatric inter-
viewing. While sympathy is an expression of agreement or sup-
port for another, empathy entails putting oneself in another’s
place and experiencing his/her state of mind. Empathy com-
prises both one’s experiencing of another person’s mental state
and the expression of that understanding to the other person
(Barrett-Lennard, 1981). For example, in listening to a man talk
about the death of his wife, the interviewer may allow him-
self to resonate empathetically with the patient’s feelings of
loneliness and desolation. Based on this resonance, he might
respond, “After a loss like that, it feels as if the world is com-
pletely empty™.

As a mode of listening, empathy is an important way of
understanding the patient; as a mode of response, it is impor-
tant in building rapport and alliance. Patients who feel great
emotional distance from the interviewer may make empathic
understanding difficult or impossible. Thus, the interviewer’s
inability to empathize may itself be a clue to the patient’s state
of mind.

Structure of the Interview

The overall structure of the psychiatric interview is generally one
of reconnaissance and detailed inquiry (Sullivan, 1970). In re-
connaissance phases, the interviewer inquires about broad areas
of symptomatology, functioning, or life course: “Have you ever
had long periods when you felt very low in mood?” “How have
you been getting along at work?”” “Tell me what you did between
high school and when you got married”. In responding to such
questions, patients give the interviewer leads which then must
be pursued with more detailed questioning. Leads may include
references to symptoms, difficulty in functioning, interpersonal
problems, ideas, states of feeling, or stressful life events. Each
such lead raises questions about the nature of the underlying
problem, and the interviewer must attempt to gather enough de-
tailed information to answer these questions. Reliance on yes or
no “gate questions” to rule out areas of pathology has been shown
to increase the risk of missing important information. This risk
may be minimized by asking about important areas in several
ways (Barber et al., 2001).

In general, the initial reconnaissance consists of asking
how the patient comes to treatment at this particular time. This
is done by asking an open-ended question such as “What brings
you to see me today?” or “How did you come to be in the hos-
pital right now?” A well-organized and cooperative patient may
spontaneously provide most of the needed information, with lit-
tle intervention from the interviewer. However, the patient may
reveal deficits in thought process, memory, or ability to com-

municate, which dictate more structured and narrowly focused
questioning.

The patient’s emotional state and attitude may also im-
pede a smooth flow of information. For example, if the patient
shows evidence of anxiety, hostility, suspiciousness, or indif-
ference, the interviewer must first build a working alliance
before trying to collect information. This usually requires ac-
knowledging the emotions which the patient presents, helping
the patient to express his/her feelings and related thoughts, and
discussing these concerns in an accepting and empathic manner
(Strean, 1985). As new areas of content open up, the interviewer
must continue to attend to the patient’s reactions, both verbal
and nonverbal, and to identify and address resistance to open
communication.

Setting an appropriate level of structure is an important
aspect of psychiatric interviewing. Psychiatric patients may
spontaneously report a low number of symptoms, and initial di-
agnostic impressions may be misleading (Herran et al., 2001).
Over the past two decades, a variety of structured interview for-
mats have been developed for psychiatric assessment (Wiens,
1990; Spitzer et al., 1978). In these interviews, the organization,
content areas, and, to varying degrees, wording of the questions
are standardized; vague, overly complex, leading or biased, and
judgmental questions are eliminated, as is variability in the at-
tention given to different areas of content. The major benefits of
such interviews are that they ensure complete coverage of the
specified areas and greatly increase the reliability of informa-
tion gathered and diagnostic judgments. In addition, formats
which completely specify the wording of questions can be ad-
ministered by less highly trained interviewers or even as patient
self-reports.

The disadvantages of highly structured interviews are
that they diminish the ability to respond flexibly to the patient
and preclude exploration of any areas not specified in the for-
mat (Groth-Marnat, 1990). They are therefore used to best ad-
vantage for interviews with focused goals. For example, such
interviews may aim to survey certain DSM IV Axis I disor-
ders, to assess the type and degree of substance abuse, or to
delineate the psychological and behavioral consequences of a
traumatic event. They are less useful in a general psychiatric
assessment where the scope and focus of the interview cannot
be preordained.

In the usual clinical situation, while the interviewer may
have a standardized general plan of approach, he/she must adapt
the degree of structure to the individual patient. Open-ended,
nondirective questions derive from the psychoanalytic tradition.
They are most useful for eliciting and following emotionally
salient themes in the patient’s lifestory and interpersonal his-
tory. Focused, highly structured questioning derives from the
medical/descriptive tradition and is most useful for delineating
the scope and evolution of pathological signs and symptoms. In
general, one uses the least amount of structure needed to main-
tain a good flow of communication and cover the necessary topic
areas.

Phases of the Interview

The typical interview comprises an opening, middle and clos-
ing phase. In the opening phase, the interviewer and patient are
introduced, and the purposes and procedures of the interview
are set. It is generally useful for the interviewer to begin by
summarizing what he/she already knows about the patient and



proceeding to the patient’s own account of the situation. For
example, the interviewer may say, “Dr Smith has told me that
you have had several episodes of depression in the past, and
now you may be going into another one”, or “I understand that
you were brought in by the police because you were threaten-
ing people on the street. What do you think is happening with
you?” or “When we spoke on the phone you said you thought
your marriage was in trouble. What has been going wrong?”
Such an approach orients the patient and sets a collaborative
tone.

The opening phase may also include clarification of what
the patient hopes to gain from the consultation. Patients may
sometimes state this explicitly, but often do not, and the inter-
viewer should not assume that his/her goals are the same as the
patient’s (Lazare et al., 1975). A question such as “How were
you hoping I could help you with the problem you have told
me about?” invites the patient to formulate and express his/her
request and avoids situations in which the patient and interviewer
work at cross-purposes. The interviewer must also be explicit
about his/her own goals and the extent to which they fit with the
patient’s expectations. This is especially important when the in-
terests of a third party, such as an employer, a family member, or
a court of law is involved.

The middle phase of the interview consists of assess-
ing the major issues in the case and filling in enough detail
to answer the salient questions and construct a working for-
mulation. Most of the work of determining the relative im-
portance of biological, psychological, environmental and so-
ciocultural contributions to the problem is done during this
phase. The patient’s attitudes and transferential perceptions
are also monitored during this phase so that the interviewer
can recognize and address barriers to communication and
collaboration.

When appropriate, formal aspects of the Mental Status
Examination are performed during the middle phase of the in-
terview. While most of the mental status evaluation is accom-
plished simply by observing the patient, certain components
such as cognitive testing and review of psychotic symptoms may
not fit smoothly into the rest of the interview. These are gener-
ally best covered toward the end of the interview, after the issues
of greatest importance to the patient have been discussed and
rapport has been established. A brief explanation that the inter-
viewer has a few standard questions he/she needs to cover before
the end of the interview serves as a bridge and minimizes the
awkwardness of asking questions which may seem incongruous
or pejorative.

In general, note-taking during an assessment interview
is helpful to the interviewer and not disruptive of rapport with
the patient. Notes should be limited to brief recording of fac-
tual material such as dates, durations, symptom lists, important
events and past treatments, which might be difficult to keep in
memory accurately. The interviewer must take care not to be-
come so involved in taking notes as to lose touch with the pa-
tient. It is especially important to maintain a posture of attentive
listening when the patient is talking about emotionally intense
or meaningful issues. When done with interpersonal sensitiv-
ity, note-taking during an assessment interview may actually
enhance rapport by communicating that what the patient says is
important and worth remembering. This is to be distinguished
from note-taking during psychotherapy sessions, which is more
likely to diminish the treater’s ability to listen and respond
flexibly.
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In the third or closing phase of the interview, the in-
terviewer shares his/her conclusions with the patient, makes
treatment recommendations and elicits reactions. In situations
where the assessment runs longer than one session, the inter-
viewer may sum up what has been covered in the interview and
what needs to be done in subsequent sessions. Communications
of this kind serve several purposes. They allow the patient to cor-
rect or add to the salient facts as understood by the interviewer.
They contribute to the patient’s feeling of having gained some-
thing from the interview. They are also the first step in initiat-
ing the treatment process because they present a provisional un-
derstanding of the problem and a plan for dealing with it. All
treatment plans must be negotiated with the patient, including
discussion of mutual goals, expected benefits, liabilities, limita-
tions and alternatives, if any. In many cases, such negotiations
extend beyond the initial interview and may constitute the first
phase of treatment.

Dimensions of Interviewing Techniques
Although many systems have been suggested for classifying in-
terview techniques (Elliott ez al., 1987), it is convenient to think
about four major dimensions of interviewing style: degree of di-
rectiveness, degree of emotional support, degree of fact versus
feeling orientation and degree of feedback to the patient. The
interviewer must seek a balance among these dimensions to best
cover the needed topics, build rapport, and arrive at a plan of
treatment.

Directiveness
Directiveness in the interview ensures that the necessary areas
of information are covered and supplies whatever cognitive sup-
port the patient needs in discussing them. Table 3.6 lists inter-
ventions which are low, moderate and high in directiveness.
Low-directive interventions request information in the
broadest, most open-ended way and do not go beyond the mate-
rial supplied by the patient. Moderately directive interventions
are narrower in focus and may extend beyond what the patient
himself/herself has said. For example, confrontation makes the
patient aware of paradoxes or inconsistencies in the material and
requests him/her to resolve them; interpretation requests the pa-
tient to consider explanations or connections that had not previ-
ously occurred to him/her. Highly directive interventions aim to
focus and restrict the patient’s content or behavior. Such inter-
ventions include yes—no or symptom-checklist type questions
and requests for the patient to modify behaviors that impede the
progress of the interview.

Supportiveness

Patients vary considerably in the degree of emotional and cogni-
tive support they need in the interview. Table 3.7 lists examples
of emotionally supportive interventions. Each such intervention
supports the patient’s sense of security and self-esteem. While
some patients may come to the interview feeling safe and con-
fident, others have considerable anxiety about being criticized,
ridiculed, rejected, taken advantage of, or attacked (literally so in
the case of some psychotic patients).

Overt manifestations of insecurity range widely, from
fearful demeanor and tremulousness to requests for reassur-
ance to haughty contemptuousness. The interview’s task is to
identify such anxiety when it arises and respond in a manner



44 Part | « Approaches to the Patient

Degrees of Directiveness in the Interviewer

Directiveness

Intervention

Examples

Low

Low

Low

Low

Low

Low

Low

Moderate

Moderate

Moderate

Moderate

High

High

High

High

High

Open-ended questions

Repetition

Restatement

Summarization

Clarification

Nonverbal
Acknowledgment

Attentive listening

Broad-focus questions

Use of examples

Confrontation

Interpretation
Narrow-focus questions

Question repetition

Redirection

Change of topics

Limit-setting

“What brings you to the hospital?”
“Tell me about your current situation in life.”

Patient: “Last night I suddenly started to feel so terrible I was afraid I was going
to die.”
Interviewer: “You were afraid you were going to die.”

P: “Nobody is on my side anymore — even my family is out to get me.”
1: “So it seems as if everyone has turned against you.”

“To review what we have been discussing, over the last month you’ve been very
low in mood, you felt overwhelmed even by small chores, and you no longer
want to see any of your friends.”

“You told me that it “upsets” you to have to say no. It seems that when you say no
to your boss your feeling is fear, but when you say no to your children you feel
guilty.”

“Uh-huh”; nodding of head

In talking about the recent death of his wife, the patient became tearful and
hesitant in speech. The interviewer remains silent, but attentive, allowing the
patient time to express himself

“What do you notice about yourself lately that is different from usual?” “What is
it about your job that you find stressful?”

“Sometimes illness seems to be triggered by something that happens, like a
change in finances or living situation, or losing someone who’s close to you.
Has anything like that been happening to you?”

“You told me you got a “terrible” evaluation at work, but in 9 of 10 categories
your rating was actually excellent.”

“You don’t feel the medicine does you

Any good, but whenever you’ve stopped

It you’ve had to go back into the hospital. How do you account for that?”

“Part of the tension between you and your wife is that you forget things she tells
you. Perhaps this is what you do when you are angry at her.”

“Do you have trouble getting to sleep or staying asleep? “How much alcohol do
you drink in a week?”

1: “How has your daily routine changed in the last month?”

P: “Tused to like to read, but now I don’t anymore. My husband thinks I would feel
better if I pushed myself to keep busy, but I tell him that this dizziness makes it
impossible for me to do anything. I don’t know what to think anymore.”

1: “How else has your routine changed lately?”

P: “I’ve always thought that my father’s personality caused a lot of my troubles in
life.”

1: “I"d like to hear more of your thoughts about that, but first I need to get a clearer
picture of what’s been happening with you lately. When did you decide to make
the appointment with me?”

“You mentioned before that your brother had similar problems to yours. Can
you tell me how many brothers and sisters you have, and if they’ve had any
emotional problems?”

“We’ve been talking about your marriage, but now I'd like to know something
about your work.”

“I’m going to have to interrupt you because there are a few more things we need
to cover in the time left.”

“I know you feel restless, but I have to ask you to try to stay in your chair and
concentrate on what we’re talking about.”
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Supportive Interventions

similar experiences.”

feeling better soon.”

Acknowledgment of affect

Empathic statements

Nonverbal
communication

Avoidance of affect-laden
material

Intervention Examples
Encouragement Patient: “I'm not sure I'm making any sense today doctor.”
Interviewer: “You're doing very well at describing the troubles you’ve been having.”
Approval “You did the right thing by coming in for an appointment.”
“You’ve been doing your best to keep going under very difficult circumstances.”
Reassurance “What you are telling me about may seem very strange to you, but many people have had

“You feel like you will be sick forever, but with treatment you have a very good chance of

“You look very sad when you talk about your brother.”
“I have the impression that my question made you angry.”

“When your boyfriend doesn’t call you, you feel completely helpless and unloved.”
“It seems unfair for you to get sick so many times while others remain well.”

Smiling, firm handshake, attentive body posture, gentle touch on shoulder.

Interviewer elects to defer discussion or probing of topics that arouse intense feelings of
anxiety, shame, or anger.

that conveys empathic understanding, acceptance and positive
regard.

Obstructive interventions are one which (usually unin-
tentionally) impede the flow of information and diminish rap-
port. Table 3.8 lists common examples of such interventions.
Compound or vague questions are often confusing to the pa-
tient and may produce ambiguous or unclear answers. Biased
or judgmental questions suggest what answer the interviewer
wants to hear or that he/she does not approve of what the pa-
tient is saying. “Why” questions often sound critical or invite
rationalizations. “How” questions better serve the purposes
of the interview (“How did you come to change jobs?” rather
than “Why did you change jobs?”). Other interventions are
obstructive because they disregard the patient’s feeling state
or what he/she is trying to say. Paradoxically, this may in-
clude premature reassurance or advice. When given before the
interviewer has explored and understood the issue, this has
the effect of cutting off feelings and coming to a premature
closure.

Fact Versus Feeling Orientation

Interviews differ in the degree to which they focus on factual—
objective versus feeling—meaning oriented material. Tables 3.9
and 3.10 provide examples of interventions of both types. The
interviewer must determine what the salient issues are in a given
case and develop the focus accordingly. For example, at one
extreme, the principal task in assessing a cyclically occurring
mood disorder might be to delineate precisely the symptoms,
time course and treatment response of the illness. At the other
end of the spectrum might be a patient with a circumscribed dif-
ficulty in living, such as the inability to achieve an intimate, last-
ing love relationship. In such a case, the interviewer may focus
not only on the facts of the patient’s interactions with others but
also on the feelings, fantasies and thoughts associated with such
relationships.

Feedback

Interviews differ in how much the interviewer conveys to the
patient of his/her own thoughts, feelings, conclusions and rec-
ommendations. Table 3.11 presents common types of feedback
from the interviewer. Judicious statements about the interview-
er’s ongoing thoughts and feelings can be used to pose ques-
tions or make clarifications or interpretations while enhanc-
ing rapport and trust. Communication of factual information,
formulations of the problem and treatment recommendations
are the foundations of joint treatment planning with the patient.
Responding to questions and giving advice may serve an edu-
cational purpose as well as enhancing the alliance. When re-
sponding to requests for advice or information, the interviewer
must first take care to be sure of what is being asked, and for
what reason.

There is little systematic data on the superiority of one
clinical interviewing style over another, but what there are
suggest that many styles can be used effectively. Rutter and his
colleagues have investigated this question in a series of natural-
istic and experimental studies of interviews of parents in a child
psychiatry clinic (Rutter ez al., 1981; Cox et al., 1981, 1988). The
major findings of these studies are:

1. Active, structured techniques are no better than nondirec-
tive styles in eliciting positive findings (i.e., areas of pathol-
ogy). However, active techniques are better in eliciting more
detailed and thorough information in areas where pathol-
ogy is found and are also better at delineating areas without
pathology.

2. An active, fact-gathering style does not prevent the inter-
viewer from effectively eliciting emotional reactions from
informants.

3. Use of open questions, direct requests for feelings, interpreta-
tions of feelings, and expressions of sympathy are associated
with greater expression of emotions by informants.
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Obstructive Interventions

Intervention

Examples

Suggestive or biased questions

“Why” questions

Ignoring the patient’s leads

Compound questions

Vague questions

Minimization or dismissal

Nonverbal questions

Judgmental questions or statements

Crowding the patient with questions

Premature advice or reassurance

“You haven’t been feeling suicidal, have you?”
“You’ve had six jobs in the last 2 yr I guess none of them held your
interest.”

“How long have you been behaving so selfishly?”

“What you’ve told me is typical of delusional thinking.”

“Why can’t you sit still?”

“Why do you keep choosing men who can’t make a commitment to you?”

Patient: “I’m afraid I’'m going to fall apart”.

Interviewer: “Have you had any odd experiences, such as hearing voices?”

P: “No, but I just feel as though I can’t cope and [ wanted to talk to
someone about it.”

1I: “Has your sleep pattern or appetite changed?”

P: “Well, I don’t sleep as well as I used to, but it’s getting through the days
that’s the hardest.”

1: Have you had any suicidal thought?”, etc.

P: “Tjust can’t get it out of my mind that this cancer of mine is a
punishment of some kind because I...”
I: “Have you been in a low mood or been tearful?”

“Have you ever heard voices or thought that other people were out to harm
you?”

“Do you feel socially self-conscious a lot?”

“How much trouble do you have with your memory?”

P: “I don’t seem to be able to enjoy my life as much as I think I should”.
I: “You’re doing well at your job and have a nice family — you’re probably
just feeling some minor stress”.

P: “T’ve been having terrible headaches and I forget a lot of things.

There’s nothing wrong with my brain, is there?”

I: “Headaches and forgetfulness are very common and are probably due to
some minor cause in your case.”

P: “I’ve started to have thoughts that I married the wrong man and [
should leave my husband.”

1: “Maybe the two of you ought to take some time away together.”

Sitting at a distance, yawning, looking at watch, fidgeting, frowning,
rolling of eyes.

Fact-oriented Interventions in the Psychiatric Interview

Intervention

Examples

Questions about symptoms

Questions about behavior

Questions about events

Request for biographical data

Requests for medical data

“Do the voices seem to come from within your own head or from outside?”
“When did you first begin to check your door lock many times before going out?”

“What do you do when you fly into a rage — do you yell, hit the furniture, or hit people?”
“Since you’ve had your pain, how is your daily routine different than it used to be?”
“What was the next thing you did after you took the overdose of medication?”

“What led up to your decision to move out of your parents’ home?”

“Who lived with you when you were growing up?”
“How many times have you been in a psychiatric hospital?”
“Tell me about your close relationships with women.”

“What medicines do you take?”
“What conditions do you see a doctor for?”
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Feeling-oriented Interventions in the Psychiatric Interview

Intervention

Examples

Questions or comments about emotional
themes or patterns

Questions or comments about the personal
meaning of events

Questions about feelings in specific situations  “Some people might have been angry in the situation you told

me about. Did you feel that way?”

“How did you feel when your doctor told you that you had a
heart attack?”

“I’ve noticed your voice got much quieter when you answered
my last question. What were you feeling just then?”

“Growing up, you never felt like you measured up to your
mother’s expectations. Do you feel that same way in your
marriage?”

“You are concerned about becoming enraged at your
daughter. When she disregards your wishes, what do you
feel that means about you as a parent?”

Feedback in the Psychiatric Interview

Intervention

Examples

Sharing of ongoing thoughts

Sharing of subjective reactions

Imparting of information

Proposing a formulation

Making treatment recommendations

Advice

Response to questions

“As you were talking I began to wonder if you had ever lost anyone
very close to you”.

“As I hear your story it occurs to me that you’ve been an outsider
every place you’ve lived in.”

“What you are saying makes me feel quite sad.”

“You’ve told me how you left treatment with your last psychiatrist,
but I still feel a bit confused about what happened.”

“I notice I'm feeling somewhat tense right now and I wonder if you
might be feeling it too.”

“About 75% of people with your condition respond well to
medication.”

“The tendency to develop the kind of symptoms you have described
runs in families, and probably is inherited.”

“I think the immediate cause of your depression and insomnia is your
heavy drinking.”

“When you are under stress you tend not to think clearly and to
develop unrealistic fears. It seems as though your present stress
comes from the way you and your family are getting along at
home.”

“In order for you to keep safe and begin treatment I think it would be
best to go into the hospital for a while.”

“Medication should help you get out of your depression much faster.
When you are feeling better, it would be a good idea for us to try to
understand how you got so isolated from your friends and family.”

“It might be better not to decide about changing jobs until you're
feeling back to your regular self.”

Patient: “What type of psychiatrist are you, doctor?”

Interviewer: “I’'m a general psychiatrist who uses medication and
psychotherapy. I also have a special interest in anxiety disorder.”

P: “Have you ever seen another patient like me?”

I: “I can answer your question better if you tell me what there is about
you that I might have never seen before.”

P: “Do you think I’'m a terrible person?”

I: “I don’t think you are terrible, but I wonder what you think about
yourself that you would ask me that.”

47



48 Part | « Approaches to the Patient

4. Less activity on the interviewer’s part is associated with more
informant talkativeness and spontaneous emotional expres-
sion. Less directive techniques also tend to produce more
emotional responses at times when they are not specifically
requested. Conversely, more active styles of asking about
feelings may be more effective for informants who are low in
spontaneous emotional expression.

5. In summary, techniques which actively elicit both facts and
emotions are likely to produce the richest, most detailed da-
tabase. When skillfully used, these do not impair the doctor—
patient relationship.
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CHAPTER

Physician—Patient
Relationship

For centuries, healers had little understanding of disease and lacked
the technologies we now know are necessary for the treatment and
cure of many diseases. Physicians had few medications, and surgery
was only a lastresort. In fact, the most important tool for healing was
the relationship between the physician and the patient. Interpersonal
relationships have a powerful influence on both morbidity and
mortality (House e al., 1988). Social connectedness enhances
health in both direct and indirect ways: directly regulating many
biological functions, decreasing anxiety, providing opportunities for
new information, and fostering alternative behaviors (Hofer, 1984).
We know little about the basic mechanisms by which interpersonal
relationships, and the physician—patient relationship in particular,
operate (Ursano and Fullerton 1991). However, clinical wisdom
holds that both the reality-based elements of the physician—patient
relationship — in modern times referred to as the working alliance
or the therapeutic alliance (Zetzel, 1956; Greenson, 1965) — and the
fantasy-based elements of that relationship affect the patient’s pain,
suffering and recovery from illness.

Physicians learned through trial and error to interact with
their patients in ways that relieved pain and promoted health (Frank,
1971). Often the physician’s only interventions were reassuring
patients, providing knowledge about the patient’s disease, accept-
ing the patient’s feelings of distress as normal, and maximizing the
patient’s hope for the future. Although these interventions, based on
wisdom and intuition, are no longer the only tools available to the
physician, they continue to be an important part of the physician’s
and particularly the psychiatrist’s therapeutic armamentarium.

Such nonspecific aspects of cure are often thought to be
mystical or mysterious. In fact, in biological studies they are rec-
ognized as the placebo effect. Oddly, these effects of interper-
sonal relationships are both one of the prized and one of the most
denigrated aspects of all of medicine. Yet, as clinicians, we all
strive to alleviate our patients’ pain and suffering and return them
to health as soon as possible with whatever tools may help. Many
well-designed studies show that 20 to 30% of subjects respond
to the placebo condition. Recent studies show that analgesic pla-
cebo has similar neural mechanisms to opioid analgesia (Petrovic
et al., 2002). The problem with placebos is not whether they work
but that we do not understand how they work and, therefore, we
do not have control over their effects. As a physician, one strives
to maximize one’s interpersonal healing effects and, in this way
as well as with other healing tools, increase the chances of our
patients’ relief from pain and of recovery.

The physician—patient relationship includes specific roles
and motivations. These form the core ingredients of the healing
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process. In its most generic form the physician—patient relation-
ship is defined by the coming together of an expert and a help
seeker to identify, understand and solve the problems of the help
seeker. The help seeker (in modern terms, the patient) is moti-
vated by the desire and hope for assistance and relief from pain
(Sullivan, 1954). A physician is required to have a genuine interest
in people and a desire to help (Lidz, 1983). Simply stated, “the se-
cret of the care of the patient is in caring for the patient” (Peabody,
1927). Caring about and paying attention to a patient’s suffering
can yield remarkable therapeutic dividends. More than one attend-
ing physician has been reminded of this when a patient deferred
making a treatment decision until he or she was able to consult
with “my doctor”, who turned out to be the medical student.

In today’s technology-driven medicine, the importance and
complexity of the physician—patient interaction are often over-
looked. The amount of information the medical student or resident
must learn frequently takes precedence over learning the fine points
of helping the patient relax sufficiently to provide a thorough his-
tory or to allow the physician to palpate a painful abdomen. Talk-
ing with patients and understanding the intricacies of the physi-
cian—patient relationship may be given little formal attention in the
medical school curriculum. Even so, medical students, residents
and staff physicians recognize, often with awe, the skill of the sen-
ior physician who uncovers the lost piece of history, motivates the
patient who had given up hope, or is able to talk to the distressed
family without increasing their sense of hopelessness or fear.

The relationship between the physician and the patient is es-
sential to the healing of many patients, perhaps particularly so for
many psychiatric patients. The physician who can skillfully recog-
nize the patient’s half-hidden comment that he or she has not been
taking the prescribed medication, perhaps hidden because of feel-
ings of shame, anger, or denial, is better able to ensure long-term
compliance with medication as well as to motivate the patient to
stay in treatment. Regardless of the type of treatment — medication,
biofeedback, hospitalization, psychotherapy, or the rearrangement
of the demands and responsibilities in the patient’s life — the rela-
tionship with the physician is critical to therapeutic outcome.

Modern medicine emphasizes a specific role for the physi-
cian in the relationship with the patient. In many Western coun-
tries, the patient comes for help with a specific problem, the
doctor’s office staff secures permission from a third party payer
for the doctor to conduct a particular treatment, a prescribed
intervention, which will take a specified amount of time. Dec-
ades ago, when the doctor was neighbor, advisor and friend to
the patient and routinely invited to important family events in
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the patient’s life such as weddings of children, and when doctors
routinely cared for more than one generation of the same family,
the physician typically assumed that he or she would be a source
of strength and assistance to the patient throughout the cycle of
life. This meant more than curing a specific disease or relieving
a specific pain.

While today’s patients may not consciously expect that the
physician’s influence and healing powers will take many forms
in a complex interpersonal relationship, human nature is still the
same, and patients still want from their doctors many nonspe-
cific forms of emotional support which can promote a sense of
well-being and better health. Though modern doctors may feel
a great deal of time pressure to see many patients each day and
to focus narrowly their healing efforts, the physician must also
be sensitive to the many needs of patients, who believe that the
physician is possessed of wisdom and understanding. Sensitivity
to such desires and needs will promote effective medical care
in all specialties, with all patients. A view that such patients are
unusually needy and demanding will not serve the cause of ef-
fective medical care.

Finally, in today’s mobile and geographically evermore
united world, the importance of recognizing the needs of patients
from parts of the world other than that of the physician’s is a chal-
lenge to the practitioner. The physician must be open to the limita-
tions of his or her knowledge of the expectations, beliefs and likely
behavior of patients from different cultures, nations, religions, and
ethnic and socioeconomic backgrounds. The physician must rec-
ognize this challenge and one hopes, embrace it with enthusiasm.
It can make the practice of medicine a more exciting experience.

Clinical Vignette 1

A 20-year-old female patient suffered a painful athletic
injury. She was unsure exactly how her injury had
occurred, but she did recall falling on her shoulder on the
tennis court while running after a sharply hit ball. She
went to the physician fearing that she had damaged her
collarbone. When she was informed that there was no
fracture, that her pain was due to a bruised muscle and
would go away with ice, heat and aspirin, she immediately
felt better. Not only was she relieved but also her
perception and experience of the pain actually changed: “It
doesn’t seem to hurt as much now”.

Clinical Vignette 2

Somewhat different was the situation of a 30-year-old

male patient who developed chronic pain after an athletic
injury. The patient had to convince himself to visit the
physician. He felt he was being a “baby” to complain. One
week after the injury, he went to his family physician who
perfunctorily prescribed a strong painkiller and offered a
follow-up appointment a month later. He left feeling that he
had been a nuisance. The following week was a particularly
bad one for the patient; the pain was severe. But the patient
stopped taking the prescribed medication, did not keep the
follow-up appointment, and never returned for help. This
patient continued to experience pain, unnecessarily, for
years. In large part, this was because the physician offered
no hope; therefore follow-up care, including physical
therapy and alternative medications, could not be provided

The physician—patient relationship is also a source of
information for the physician. The way the patient relates to
the physician can help the physician understand the problems
the patient is experiencing in her or his interpersonal relation-
ships. The nature of the physician—patient relationship can also
provide information about relationships in the patient’s child-
hood family, in which interpersonal patterns are first learned.
With this information, the physician can better understand the
patient’s experience, promote cooperation between the patient
and those who care for her or him, and teach the patient new
behavioral strategies in an empathic manner, understanding the
patient’s subjective perspective, that is, feelings, thoughts and
behaviors.

Clinical Vignette 3

A 45-year-old single man was hospitalized for treatment
of a bleeding ulcer. The patient had no past history

of ulcers. Despite reassurance, he continued to feel
hopeless. A psychiatric consultant was called to evaluate
the patient. She found him to be needy, but could not
understand why he was so pessimistic. The psychiatrist
recognized the importance to this patient of showing
interest in him, showing concern for his condition, and
spending time with him. The patient’s response was
noteworthy; he clearly enjoyed the psychiatrist’s company
but seemed unusually sad when their times together
ended. The psychiatrist asked the patient if this was a
correct perception and, if so, why it was the case. The
patient responded that the psychiatrist reminded him of
his mother. Further inquiry revealed that the patient’s
mother had died several years ago of colon cancer. The
psychiatrist inquired about the symptoms the mother had
during her terminal illness. The symptoms were similar to
the patient’s symptoms: bleeding in the digestive tract and
gastrointestinal pain.

The psychiatrist then understood the complex process
through which the patient was feeling inordinately
pessimistic. Transference was evident in his experience
of each departure as an unconscious reminder of the loss
of his mother. The patient’s identification with his mother
(as part of managing her death) was also the source of
his unspoken expectation that he, too, was dying of colon
cancer. It was the pattern of the relationship between the
psychiatrist and the patient, the sadness shown whenever
the psychiatrist left, that provided the information
necessary to help the patient. Increasing the patient’s
understanding of his medical condition, specifically how
it was different from his mother’s, relieved his emotional
pain, and he began on the road to recovery.

These clinical vignettes illustrate that the physician—patient
relationship is composed of both the reality-based component (the
working alliance or therapeutic alliance) and the fantasy-based
component (the transference) derived from the patient’s patterns
of interpersonal behavior learned in childhood. Either or both of
these may maximize or limit the patient’s sense of reassurance,
available information, feelings of comfort and sense of hope
(Meissner, 1996). In this way, the nonspecific curative as-
pects of the physician—patient relationship may be enhanced or
diminished.



Formation of the Physician—Patient
Relationship

Assessment and Evaluation

The physician—patientrelationship develops during the assessment
and evaluation of the patient. The patient observes the thorough-
ness and sensitivity with which the physician collects informa-
tion, performs the physical examination, and explains needed
tests. At each step, the physician’s clarification of the treatment
goals and interventions either builds up the patient’s expectation
of help and feelings of safety or creates increasing disease for
the patient. In many aspects and, in particular, in the physician’s
compassion and patience, he/she is like a good teacher, estab-
lishing the context in which learning and growth may occur and
anxiety decrease (Banner and Cannon, 1997). Alertness to the
patient’s fears and misunderstandings of the evaluation process
can minimize unnecessary disruptions of the relationship and
provide information on the patient’s previous experiences with
medical care and important authority figures. These past expe-
riences form the patient’s present expectations of either help or
disappointment (Smith and Thompson, 1993) (Table 4.1).

Rapport

Early in the relationship between a psychiatrist and a patient, the
patient requests help with his or her pain, uncertainty, or discom-
fort. The psychiatrist initiates the “contract” of the relationship
by acknowledging the patient’s pain and offering help. In this
action, the psychiatrist has recognized the patient’s ill-health and
acknowledged the need for and possibility of removing the dis-
ease or illness. In this first stage of the development of rapport,
the way of relating between the physician and the patient, the
physician—patient relationship has begun to organize the interac-
tions. Through the physician’s and the patient’s shared recogni-
tion of the patient’s pain, the basis for rapport — a comfortable
pattern of working together — is established.

The psychiatrist’s ability to empathize, to understand in
feeling terms every patient’s subjective experience, is important
to the development of rapport. Empathy is particularly impor-
tant in complex interpersonal behavioral problems in which the
environment (family, friends, caretakers) may wish to expel the
patient, and the patient has therefore lost hope. Suicidal patients,
adolescents involved in intense family conflicts and patients in
conflict with their medical caregivers can often be convinced
to cooperate with the evaluation only when the psychiatrist has
shown accurate empathy early in the first meeting with the pa-
tient. When the physician acknowledges the patient’s pain, the
patient feels less alone and inevitably more hopeful (Marziali and
Alexander, 1991). This rapport establishes a set of principles of

Table 4.1

Assessment and evaluation process
Development of physician—patient rapport
Therapeutic or working alliance
Transference

Countertransference

Defense mechanisms

Patient’s mental status
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and expectations for the physician—patient interaction. On this
basic building block more elaborate goals and responsibilities of
the patient can be developed.

Clinical Vignette 4

A young man sought treatment for ill-defined reasons:

he was dissatisfied with his work, his social life and his
relationship with his parents. He was unable to say how he
thought the psychiatrist could help him, but he knew he
was experiencing emotional pain: he felt sadness, anxiety,
inhibition and loss of a lust for living. He wanted help.
The psychiatrist noted the patient’s tentative style and
heard him describe his ambivalence toward his controlling
and directing father. With this in mind, the psychiatrist
articulated the patient’s wish for help and recognized

with him his confusion about what was troubling him.

She suggested that through discussion they might define
together what he was looking for and how she might

help him. This description of the evaluation process as a
joint process of discovery established a rapport based on
shared work that removed the patient’s fears of control and
allowed him to feel heard, supported, and involved in the
process of regaining his health.

The Therapeutic or Working Alliance

For a patient to trust and work closely with a physician it is
essential that there be a reality-based relationship outside the
conflicted ones for which the patient is seeking help (Rawn, 1991;
Friedman, 1969). With more disturbed patients considerable skill
is required of the physician to reach this reality-based part of the
patient and decrease the patient’s fears and expectations of at-
tack or humiliation. Even for healthy patients, the physician must
bridge the gap between the patient and the physician that is al-
ways present because of their different backgrounds and percep-
tions of the world. This gap is an expectable result of differences
between the physician’s and the patient’s culture, gender, ethnic
background, socioeconomic class, religion, age, or role in the
physician—patient relationship. The experienced physician makes
communication across the gap seem effortless, using a different
“language” for each patient. The student often sees this as an art
rather than as a skill to be learned.

The therapeutic alliance is extremely important in times
of crisis such as suicidality, hospitalization and aggressive be-
havior. But it is also the basis of agreement about appointments,
fees and treatment requirements. In psychiatric patients, this core
component of the physician—patient relationship can be disturbed
and requires careful tending. Frequently, the psychiatrist may
feel that he or she is “threading a needle” to reach and maintain
the therapeutic alliance while not activating the more disturbed
elements of the patient’s patterns of interpersonal relating.

The therapeutic or working alliance must endure in spite
of what may, at times, be intense, irrational, delusional, charac-
terologic, or transference-based feelings of love and hate. The
working alliance must outweigh or counterbalance the distorted
components of the relationship. It must provide a stable base
for the patient and the physician when the patient’s feelings or
behaviors may impair reflection and cooperation. The working
alliance embodies the mutual responsibilities both physician and
patient have accepted to restore the patient’s health. Likewise,
the working alliance must be strong enough to ensure that the
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treatment goes forward even when both members of the dyad
may doubt that it can. The alliance requires a basic trust by the
patient that the physician is working in his or her best interests,
despite how the patient may feel at a given moment. Patients
must be taught to be partners in the healing process and to rec-
ognize that the physician is a committed partner in that process
as well. The development of common goals fosters the physician
and patient seeing themselves as having reciprocal responsibili-
ties: the physician to work in a physician-like fashion to pro-
mote healing; the patient to participate actively in formulating
and supporting the treatment plan, “trying on” more adaptive
behaviors in the chosen mode of treatment, and taking respon-
sibility for his or her actions to the extent possible (Ursano and
Silberman, 1988).

Important to the reality-based relationship with the pa-
tient is the physician’s ability to recognize and acknowledge the
limitations of her or his knowledge and to work collaboratively
with other physicians. When this happens, patients are most often
appreciative, not critical, and experience a strengthening of the
alliance because of the physician’s commitment to finding an an-
swer. When a patient loses confidence in the physician, it is of-
ten because of unacknowledged shortcomings in the physician’s
skills. The patient may lose motivation to maintain the alliance
and seek help elsewhere. Alternatively, the patient may seek no
help.

Transference and Countertransference
Transference is the tendency we all have to see someone in the
present as being like an important figure from our past (Freud,
1958). This process occurs outside our conscious awareness; it
is probably a basic means used by the brain to make sense of
current experience by seeing the past in the present and limit-
ing the input of new information. Transference is more common
in settings that provoke anxiety and provide few cues to how to
behave — conditions typical of a hospital. Transference influences
the patient’s behavior and can distort the physician—patient rela-
tionship, for good or ill (Adler, 1980).

Although transference is a distortion of the present reality,
it is usually built around a kernel of reality that can make it diffi-
cult for the inexperienced clinician to recognize rather than react
to the transference. The transference can be the elaboration of
an accurate observation into the “total” explanation or the major
evidence of some expected harm or loss. Often the physician may
recognize transference by the pressure she or he feels to respond
in a particular manner to the patient, for example, always to stay
longer or not abruptly leave the patient (Sandler et al., 1973).

Transference is ubiquitous. It is a part of day-to-day
experience, although its operation is outside conscious aware-
ness. Recognizing transference in the physician—patient relation-
ship can aid the physician in understanding the patient’s deeply
held expectations of help, shame, injury, or abandonment that
derive from childhood experiences.

Transference reactions, of course, are not confined to the
patient; the physician also superimposes the past on the present.
This is called countertransference, the physician’s transference
to the patient (Table 4.2). Countertransference usually takes one
of two forms: concordant countertransference, in which one
empathizes with the patient’s position; or complementary coun-
tertransference, in which one empathizes with an important figure
from the patient’s past (Racker, 1968). For example, concordant
countertransference would be evident if a patient were describing

Table 4.2

Concordant countertransference
The physician experiences and empathizes with the
patient’s emotional experience and perception of reality
Complementary countertransference
The physician experiences and empathizes with the
emotional experience and perception of reality of an
important person from the patient’s life

an argument with his or her boss, and the psychiatrist, perhaps
after a disagreement with the psychiatrist’s own supervisor and
without having collected detailed information from the patient,
felt, “Oh yeah, what a terrible boss”. Similarly, complementary
countertransference would be evident if the same psychiatrist
felt, “This person (the patient) does not work very hard, no
wonder the boss is dissatisfied,” and felt angry with the patient
as well. Paying close attention to our personal reactions while
refraining from immediate action can inform us in an experien-
tial manner about subtle aspects of the patient’s behavior that we
may overlook or not appreciate. In the preceding example, the
psychiatrist with the concordant countertransference might be
identifying with the patient’s subtle need to fight with authority.
The psychiatrist with the complementary countertransference
might have identified with the patient’s boss, seeing only the
patient’s more passive wishes.

Countertransference occurs in all “sizes and shapes”, more
or less mixed with the physician’s past but often greatly influenc-
ing the physician—patient relationship. The wish to save or rescue
a patient is commonly experienced and indicates a need to look
for countertransference responses. When a patient is seriously
ill, such as with cancer, we may increasingly want to treat the
patient more aggressively, with procedures that may hold little
hope, create substantial pain, and perhaps even be against the
patient’s wishes. The physician’s feelings of loss of a valued per-
son (in the present and as a reminder of the past) or feelings of
failure (loss of the physician’s own power and ability) can often
fuel such reactions. More subtle factors, such as the effects of
being overworked, can result in unrecognized feelings of depri-
vation leading to unspoken wishes for a patient to quit treatment.
When these feelings appear in subtle countertransference reac-
tions, such as being late to appointments, becoming tired in an
hour, or being unable to recall previous material, they can have
powerful effects on the patient’s wish to continue treatment.

Major developmental events in physicians’ lives can also
influence their perceptions of their patients. When a psychiatrist
is expecting the birth of a child, she or he may be overly sensitive
to or ignore the concerns of a patient worried about a significant
illness in the patient’s child. Similarly, a physician with a dying
parent or spouse may be unable to empathize with a patient’s
concerns about loss of a job, feeling that it is trivial.

Defense Mechanisms

All people, including patients, employ mechanisms of defense
to protect themselves from the painful awareness of feelings
and memories that can provoke overwhelming anxiety. Defense
mechanisms are specific cognitive processes: ways of thinking
that the mind employs to avoid painful feelings (Freud, 1966).
They are often characteristic of a person and form a style of



Clinical Vignette 5

A psychiatrist was called to evaluate an agitated older adult
resident of a nursing home. After she had interviewed the
energetic, sad and anxious patient, the psychiatrist found
herself unexpectedly sad, confused and unsure about what
to do. This was not a new case for the psychiatrist, who had
treated many similar cases. In considering her response,
her thoughts turned to her grandmother with whom she
had lived when she was 8 years old, and who had been
displaced from her residence and moved to a nursing home
in another city by well-meaning children who wanted her
near them. After the move, her grandmother had become
depressed and disoriented and died 3 months later. The
psychiatrist recalled feeling confused at the time of her
grandmother’s death, wondering why she had died when
she had just moved to an attractive new home. Recalling
her confusion, the psychiatrist could think more clearly
about her present patient and wondered if the patient
might be depressed. She talked further with the nurses and
found symptoms of depression in addition to the nighttime
agitation. This new information altered her decision on

the type of medication to begin with and the need for
psychotherapy in addition to medication.

cognition (Shapiro, 1965). Common defense mechanisms include
projection, repression, displacement, intellectualization, humor,
suppression and altruism (Table 4.3).

Defense mechanisms may be more or less mature depend-
ing on the degree of distortion of reality and interpersonal dis-
ruption to which they lead. This patterning of feelings, thoughts
and behaviors by defense mechanisms is involuntary and arises
in response to perceptions of psychic danger (Vaillant, 1992). The
patient’s characteristic defense mechanisms, the cognitive proc-
esses used to lower anxiety and unpleasant feelings, can greatly
affect the physician—patient relationship. Defense mechanisms
operate all the time; however, in times of high anxiety, such as
in a hospital or during a life crisis, patients may become much
less flexible in the defenses they use and may revert to using less
mature defenses.

Table 4.3

More Primitive

Healthier Defenses Defenses
Sublimation Splitting
Humor Projection
Repression Projective identification
Displacement Omnipotence
Intellectualization Devaluing
Reaction formation Primitive idealization
Reversal Denial
Identification with the aggressor ~ Conversion
Asceticism Avoidance
Altruism

Isolation of affect
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Clinical Vignettes 6 and 7 are examples of defense mecha-
nisms (conversion and avoidance or repression) affecting the
treatment relationship. In Vignette 6, the conversion reaction that
resulted in the paralysis expressed both the patient’s anger and his
conflict over what to do. In Vignette 7, the physician knew that the

Clinical Vignette 6

A 36-year-old army first sergeant was hospitalized for the
evaluation of acute paralysis of his right hand. When the
results of a neurological work-up revealed no evidence of
organic pathology, psychiatric consultation was obtained.
The patient denied any past psychiatric history or
significant alcohol or other substance abuse. He described
a healthy family support system but then hesitated, saying,
“You know, Doc, there’s one thing I just haven’t been
able to talk about with anyone.” He proceeded to speak
of the extreme pressure he was feeling on the job, where
he had found out that his boss (the company commander)
was behaving unethically. The patient stated, “I feel like
I'm between a rock and a hard place — if I report it, I’'m
being disloyal to my boss, but if [ don’t, I’'m betraying
my soldiers and the army”. After further elaborating his
feelings of anger and disgust toward his boss, the patient
asked to terminate the interview but agreed to talk with the
psychiatrist again in the morning.

Returning the next morning, the psychiatrist was greeted
by the patient, who was brushing his teeth, using his
right hand. “Hey, Doc, I'm good to go!” The patient then
described what happened the evening before. “I was telling
my wife about how I’ve got to get out of here and get back
to work, because, after all, I’'m the commander’s right-
hand man. And you know what, Doc? My hand started
to work! Get me out of here, I'm not crazy after all!” The
patient then reviewed the process, aided by the psychiatrist,
and was able to further his understanding of the link
between his conflicted rage toward his boss and how it
was expressed symbolically as an involuntary physical
paralysis of his right hand. He resolved: “I’'m gonna do the
right thing. I got to live with myself”, and planned to report
the commander’s misconduct on return to work. He was
discharged from the hospital later that day, having regained
full use of his hand.

Clinical Vignette 7

A 20-year-old man came for consultation because of
uncertainty about his career. He soon revealed that he

felt profoundly sad, hopeless, helpless and even suicidal.
He had a family history of depression. The physician

and patient agreed to employ antidepressant medication
aggressively. Yet over a period of several weeks the patient
did not improve. When the physician asked why that might
be happening, the patient revealed that he had frequently
forgotten to take the prescribed medication and had
forgotten to tell the physician that this was the case during
two meetings. The physician explored the reasons for this,
and together the physician and the patient learned that the
patient felt ashamed of having been diagnosed as depressed
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Clinical Vignette 7 continued

and of having been considered to require medication. He
felt he was not his own master and had experienced this
as a severe blow to his self-esteem. Taking the medication
was a reminder of this “flaw”. Hearing himself say this
and feeling the physician’s empathic support, the patient
recognized the irrationality of his behavior and felt
relieved. In addition, the physician now understood better
the intensity of the patient’s feelings and changed the
prescription to once-a-day dosage at bedtime to decrease
the patient’s sense of shame and increase compliance with
the treatment.

forgetting was neither intentional nor conscious but was directed
at denying the need for treatment. In these cases, recognizing the
defenses was important to knowing how to relate to the patient
(Clinical Vignette 6) and avoid a countertransference reaction of
anger at the patient for lack of compliance (Clinical Vignette 7).

Mental Status of the Patient
The patient’s mental status is a major determinant of the forma-
tion and nature of the relationship with the physician. A young,
healthy patient with an acute disorder has different needs and
expectations than a somewhat older person who comes for help
with a condition that has been present for a number of years. Both
differ from the older adult who comes to the physician expecting
that the future will be filled with physical and emotional losses.
It can be seen when comparing these two clinical vignettes
that the mental status of the patient helps define the nature of

Clinical Vignette 8

A 25-year-old recent law school graduate came to a
psychiatrist following a romantic disappointment. He
reported that he was very sad because his girlfriend had
chosen to move to a different city, which he believed
foretold the end of their relationship. He added that he had
been having trouble sleeping for several weeks, and was
worried because his exhaustion was causing problems in
his ability to perform his work. When the physician took
a careful history, he learned that this young man had led a
successful life, and that his social and sexual development
had been quite unremarkable. He had had good friends
and close friendships, and several girlfriends in his life.
He said he would miss his girlfriend, but that he never
intended to marry her. The doctor indicated to her patient
that sometimes, after such a disappointment, it was quite
common for there to be a period of anxiety and that his
sadness was a good sign, showing that he had a good
capacity to attach and mourn the loss of a close friend. The
psychiatrist also suggested that the patient may be more
angry with the girlfriend than he had recognized, with
which the patient agreed. The doctor prescribed a mild
sleep medication, suggesting it may not even be required,
and scheduled a follow-up appointment in a month. When
the patient returned, he reported that he had used only two
of the sleeping pills and had thrown the rest away. He did
not want to schedule another appointment; he expressed
gratitude to the psychiatrist and they parted company.

Clinical Vignette 9

A 70-year-old widowed lawyer was vigorous, active,
financially comfortable, with many friends and
professional associates. She explained to the psychiatrist
that the last year had, however, been very difficult for her.
Six months before, her husband of 45 years had died after
a 2-year struggle with congestive heart failure. She now
found herself seriously depressed, despite her active life.
She was thinking actively about giving up her law practice,
though she was very involved in several ongoing cases,
which she had previously found interesting and which held
the promise of significant financial reward. She went on

to say that she had no appetite. She was chronically sleep
deprived and was losing interest in her friends, children
and grandchildren. When taking a careful history, the
psychiatrist also learned that this patient had suffered

from a serious depression 35 years earlier, when she lost

a pregnancy, and that this depression lasted for a year. It
eventually resolved after she took a tricyclic antidepressant
and engaged in brief, insight-oriented psychotherapy.

In that therapy, her relationship with her own depressed
mother had been discussed. With all this information, the
psychiatrist suggested she and her patient meet weekly and
that the treatment include a pharmacological intervention
to help with the patient’s current depression. This treatment
ended successfully 1 year later.

the physician—patient relationship, though in both cases the
treatment relationship was of relatively brief duration and ended
successfully.

The patient’s mental status in this case was the focus of
and major factor in the structure of a long psychotherapy that
greatly assisted the rehabilitation of interpersonal skills and the

Clinical Vignette 10

A 40-year-old man came to a psychiatrist with a long
history of emotional difficulties. He had been a healthy and
happy college student when he developed a skin abscess,
which caused a septicemia and a brain infection. After
this, his entire life changed. Although college was quite
challenging, he was able to finish it, but had difficulty
concentrating, his judgment was poor, his impulse control
impaired. He had difficulty remembering words, and he
realized that his previously adequate social skills had been
lost. Where once he had been charming and known for his
sense of humor, now he was dull and in many ways boring.
Yet there was more to him than that, and he longed for an
opportunity to speak with an understanding listener in

the hope that through such a relationship he might be able
to make constructive changes in his life. He knew what
had been lost, he wanted to understand his limitations
better, and he wanted to be able to function well enough

to keep a job. A more remote goal was to have a long-term
relationship with a woman. His consulting psychiatrist
knew that were she to take on this patient it would be for
the long haul. Fortunately, there were no financial barriers
to treatment, and the pair worked together on a weekly
basis for many years. In the course of that treatment, the



patient came to understand the social situations that made
him anxious and the way his emotional states of mind
influenced changes in his cognitive function. He developed
the ability to work and love more effectively; he met a
woman who was kind and loving. The psychiatrist was
invited to his wedding. She attended the religious service
but quietly left the reception after congratulating her
patient and his wife. By that time, years into the physician—
patient relationship, the patient saw his physician as a wise
observer, an advisor and a trusted friend. To the physician,
her patient was a happy reminder of how much a person
can strive to improve his life, and a rich source of learning
about the interaction of emotion, cognitive function and
behavior.

understanding of his cognitive limitations and newly changed
cognition. The ability to work with an empathic listener while
confronting limitations and feelings of shame and embarrass-
ment is a special opportunity of the well-formed doctor—patient
relationship.

Special Issues in the Physician—Patient
Relationship

Phase of Treatment

The treatment phase — early, middle, or late (Table 4.4) — affects
the structure of the physician—patient relationship in terms of both
the issues to be addressed and the task to be accomplished by the
physician and the patient. The early stage of treatment involves
developing a rapport, forming shared initial goals, and initiating
the working alliance. Education of the patient is important to the
success of the physician—patient relationship in this stage, so that
the patient learns what he or she can expect. In the middle stage
of treatment, the physician and patient continuously refine their
shared goals, and various interventions are tried. While this takes
place, transference and countertransference are likely to emerge.
How these are recognized and managed is critical to whether the
relationship continues and is therapeutic.

In the later phase of treatment, the assessment of the out-
come and plans for the future are the primary focus. The phy-
sician and the patient discuss the end of their relationship in a
process known as termination. Successes and disappointments
associated with the treatment are reviewed. The physician must
be willing to acknowledge the patient’s disappointments, as well
as recognize her or his own disappointments in the treatment.
The therapeutic alliance is strengthened in this stage when the
physician accepts expressions of the patient’s disappointments,
encourages such expressions when they are not forthcoming,

Table 4.4

Early: developing rapport, forming shared initial goals,
initiating the working alliance

Middle: refining shared goal, using a variety of trial
interventions

Late: assessing outcome, resolving presenting problems,
planning for future

Chapter 4 ¢ Physician—Patient Relationship 57

Table 4.5

Phases of treatment: early, middle, late

Treatment setting

Transition between inpatient and outpatient treatment
Managed care

Health and illness of the physician

and prepares the patient for the future. Such preparations in-
clude orienting the patient as to when he or she might seek fur-
ther treatment (Ursano and Silberman, 2002). Solidifying the
physician—patient relationship at the end of the treatment can be
critical to the patient’s self-esteem and willingness to return if
symptoms reappear (Table 4.5).

As a part of the termination process the physician and
the patient must review what has been learned, discuss what
changes have taken place in the patient and the patient’s life,
and acknowledge together the sadness and joy of their leave-
taking. The termination involves a mourning process even
when treatment has been brief or unpleasant. Of course, when
the physician—patient relationship has been rewarding, and both
physician and patient are satisfied with what they have accom-
plished, mourning is more intense and often characterized by a
bittersweet sadness.

Treatment Settings
The physician—patient relationship takes place in a variety of
treatment settings. These include the private office, community
clinic, emergency room, inpatient psychiatric ward and general
hospital ward. Psychiatrists treating patients in a private office
may find that the relative privacy of this setting enhances the
early establishment of trust related to confidentiality. In addi-
tion, the psychiatrist’s personality is more evident in the private
office where personal factors influencing choice of decor, room
arrangement and location play a role. However, in contrast to the
hospital or community setting, the private office generally lacks
other evidence of the physician’s competence and humanness. In
hospital and community settings, when a colleague greets the
physician and the patient in the hall, or the physician receives a
call for a consultation by a colleague or for a meeting, it indicates
to the patient that the physician is qualified, skilled and humane.

On the other hand, therapeutic work conducted in the com-
munity clinic, emergency room and general hospital ward often
requires the psychiatrist and patient to adapt rapidly to meeting
one another, assessing the problem, establishing treatment goals,
and ensuring the appropriate interventions and follow-up. The
importance of protecting the patient’s needs for time, predictabil-
ity and structure can run counter to the demands of a busy serv-
ice and unexpected clinical and administrative requirements.
The psychiatrist must stay alert to the patient’s perspective but
not all interruptions can be avoided. The patient can be informed
and accommodated as much as possible, and any feelings of hurt,
disappointment, or anger can be listened for by the physician and
responded to empathically. At times, patients, particularly those
with borderline personality disorder, may require transfer to an-
other psychiatrist whose schedule can accommodate the patient’s
exquisite needs for stability.

The boundaries of confidentiality are necessarily extended
in hospital and community settings to include consultation with



58 Part | « Approaches to the Patient

other physicians, nursing staff and often family members (Wise
and Rundell, 2002). Particular attention must always be given to
the patient’s need for and right to respect and privacy. Regardless
of the setting, patients receiving medication must be fully
informed about the potential risks and benefits of and alternatives
to the recommended pharmacological treatment (Kessler, 1991).
Patients must be educated about the risks and benefits of receiv-
ing prescribed treatment and of not receiving treatment. This is
an important component of maintaining the physician—patient
relationship. Patients who are informed about and involved in de-
cisions about medication respect the physician’s role and interest
in their welfare. Psychiatrists must also pay particular attention
to the meaning a patient attaches to any prescribed medication,
particularly when the time comes to alter or discontinue its use
(Ursano et al., 1991).

The change from inpatient to outpatient therapy involves
the resumption of a greater degree of autonomy by the patient in
the physician—patient dyad. The physician must actively encour-
age this separation and its hope for the future. This transition is
delicate for any therapeutic pair.

Managed Care

Managed care, broadly defined as any care of patients that is
not determined solely by the provider, currently focuses on the
economic aspects of delivering medical care, with little atten-
tion thus far to its potential effects on the physician—patient
relationship (Goodman et al., 1992). Discontinuity of care and
the creation of unrealistic expectations on the part of patients
have been raised as likely deleterious effects on that relation-
ship (Emanuel and Brett, 1993). Other issues that can affect
the physician—patient relationship include the erosion of con-
fidentiality, shrinkage of the types of reimbursable services,
and diminished autonomy of the patient and the physician in
medical decision-making. Additionally, many managed care
systems dictate a split treatment model, with the psychiatrist
prescribing psychopharmacologic treatment and a separate
clinician providing psychotherapy. In such a system, there are
complicated challenges faced both by clinicians and patients.
With neither party in complete control of decisions, the physi-
cian—patient relationship can become increasingly adversarial
and subservient to external issues such as cost, quality of life,
political expediency and social efficiency (Siegler, 1993).

The Physician—Patient Relationship
in Specific Populations of Patients

Cross-cultural and Ethnic Issues

Addressing cross-cultural issues such as race, ethnicity, religion
and gender is vital to the establishment and maintenance of an
effective physician—patient relationship (see Chapter 2 and 21).
Failure to clarify cultural assumptions, whether stemming from
differences or similarities in background, may impede the es-
tablishment of a trusting therapeutic alliance, making effective
treatment unlikely (Cheng and Lo, 1991).

Children, Adolescents and Families

Establishing an effective physician—patient relationship with
children, adolescents and families is one of the most challenging
and rewarding tasks in the practice of psychiatry. Rather than
being treated as “little adults”, children and adolescents must
be approached with an appreciation for their age-appropriate

developmental tasks and needs. When physicians treat this popu-
lation, they must establish a trusting relationship with both the
patient and the parents. Preadolescent children face the psycho-
social developmental tasks of establishing trust, autonomy, ini-
tiative and achievement. By understanding the facets of normal
childhood development, physicians may help parents understand
the nature of their child’s disturbance and work within the family
system to establish effective mechanisms for coping and recov-
ery (Angold, 2000; Erikson, 1950).

Adolescent patients, facing the task of establishing an indi-
vidual identity, pose particular challenges to the physician—patient
relationship. Adolescents are particularly sensitive to any signals
from the physician that their powers of decision, their intelli-
gence, or their perceptions are being ignored. The critical time
for engagement with the adolescent is often in the first session,
sometimes even in the first few minutes (Katz, 1990). Defiance,
detachment and aggression may be anticipated and defused with
a steady therapeutic presence grounded in consistent boundaries
and open acknowledgment of the adolescent patient’s distress
(Colson et al., 1991).

In working with families, physicians in general and psychi-
atrists in particular must clearly address questions and concerns
regarding all aspects of treatment and convey respectful compas-
sion for all members. The therapeutic alliance, or “joining” with
the family and patient, requires developing enough of a family
consensus that treatment is worth the struggle involved. Taking
sides and engaging with individual and family power struggles
can be particularly destructive to the physician—patient relation-
ship in families. Rather, it is the physician’s ability to relate to
the family as a multifaceted organism, massively interconnected,
transcending the sum of its parts, that often allows treatment to
progress and, in the best scenarios, allows for growth and under-
standing to occur (Fleck, 1985; Ziegler, 1999).

Terminally lll Patients
Terminally ill patients share concerns related to the end of the
life-cycle. Elderly patients at all levels of health face the develop-
mental task of integrating the various threads of their life into a
figurative tapestry that reflects their lifelong feelings, thoughts,
values, goals, beliefs, experiences and relationships, and places
them into a meaningful perspective. Patients newly diagnosed
with a terminal illness such as metastatic cancer or acquired
immunodeficiency syndrome may be particularly overwhelmed
and initially unable to deal with the demands of their illness, es-
pecially if the patient is a younger adult or child. Psychiatrists
may enhance the terminally ill patient’s ability to cope by ad-
dressing issues related to medical treatment, pharmacotherapy,
psychotherapy, involvement of significant others, legal matters
and institutional care (Lederberg and Holland, 2000). Patients
struggling with spiritual or religious concerns may benefit from
a religious consultation, a resource that is frequently unused.
Countertransference feelings ranging from fear to help-
lessness to rage to despair can assist the therapist greatly in
maintaining the physician—patient relationship and ensuring ap-
propriate care. Physicians working with patients with acquired
immunodeficiency syndrome must frequently confront their
own feelings and attitudes toward homosexuality (McKusick,
1988). Issues commonly encountered with disabled patients
include inaccurate assumptions about their ability to function
fully in all areas of human activity, including sex and vocation.
Terminally ill patients may evoke reactions of unwarranted
pessimism, thwarting the physician’s ability to help the patient



maximize hope for the quality of whatever time may remain.
Patients and their family members often look to their physician
for guidance.

Conclusion

The physician—patient relationship is essential to the healing
process and is the foundation on which an effective treatment
plan may be negotiated, integrating the best of what medical
technology and human caring can provide. The centrality of
this relationship is particularly true for psychiatric physicians
and their patients. In the psychiatrist—patient relationship,
empathy, compassion and hope frequently serve as the major
means of alleviating pain and enhancing active participation
in all treatment interventions: biological, psychological and
social.

The development of the physician—patient relationship de-
pends on skilled assessment, the development of rapport through
empathy, a strong therapeutic alliance and the effective under-
standing of transference, countertransference and defense mech-
anisms. Current research findings support the purposeful use of
common therapy factors, of which the therapeutic alliance is the
most powerful, to enhance clinical outcome.

The development of the physician—patient relationship is
influenced by numerous factors, including the phase of treatment,
the treatment setting, transitions between inpatient and outpa-
tient care, managed care and changes in the physician’s health.
The astute physician is attuned to the needs and characteristics
of specific populations of patients, adopting the therapeutic ap-
proach that most effectively bridges the gap between physician
and patient and leads to a healing relationship.
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CHAPTER

Professional Ethics
and Boundaries

Introduction

In the last several decades, advances in psychiatry have made it
possible to treat mental disorders that were previously unamenable
to successful intervention. There has been a dark side to this
progress, however, because futuristic anticipation of subduing
disease and forcing nature to surrender her secrets has led many
practitioners to outrun their headlights. Like technical sorcerers
of science fiction confusing promise with reality, we are in dan-
ger of being lulled into an intellectual arrogance that can cause
us to forget what it means to be professionals. One manifestation
of this process has been the defensive reliance by clinicians on
reductionistic explanations for complex and multidetermined
disorders, combined with a neglect of the important role of trust
and empathy as a curative factor in treating mental disorders.

A bewildering potpourri of treatment options and methods
for financing healthcare present psychiatrists with other sources of
confusion. Patients’ health and safety often depend upon our ability
to make rapid clinical decisions regarding diagnosis and to utilize
an optimal psychotherapeutic or psychopharmacologic approach.
The psychiatrist’s dilemma is similarly compounded by conflicts
between the cost-determined restrictions of managed care and the
sacred promise to advocate primarily for patients’ welfare.

Building a cooperative and trusting relationship with
patients has always been an essential factor enabling clinicians
to foster the healing process. In ancient times, when there were
few specific remedies available, physicians relied on a highly in-
tegrative view of the sick person. For example, ancient Egyptian
medicine did not make a special distinction between soma and
psyche in considering physical and mental disorders, and therefore
attached no special stigma to the mentally ill (Okasha and Okasha,
2000). Similarly, the Rabbinic sage and physician Maimonides
(1135-1204 AD) (1944), relying on scriptural and clinical wisdom,
taught that both physical and mental illness resulted from imbal-
ances in somatic and mental processes, and that physical health
and mental health are interdependent (Gorman, 2001).

In most instances, modern technology augments but cannot
substitute for a trusting doctor—patient relationship. Patients seek-
ing medical care must suspend ordinary social distance and criti-
cal judgment if they are to allow physicians to enter their physical
and psychological space. While neither the law nor medical ethics
relieve patients from taking an active responsibility for treatment
outcome (American Medical Association, 1993), society places a
greater burden upon the healer — a mandate to act with the spe-
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cial care and vigilance expected of a fiduciary (Frank and Frank,
1991; Simon, 1987) or of a Common Carrier (Epstein, 1994, pp.
59-61) as a precondition for granting licenses to practice.

As we review in this chapter, the ability to sustain a profes-
sional attitude and to practice within a set of coherent boundaries
forms the foundation of proper psychiatric treatment, regardless
of theoretic orientation or treatment modality. An understanding
of psychiatric ethics plays a vital role in the psychiatrist’s ability
to keep proper boundaries because these values provide a stable
beacon in the cognitively perplexing fog that so often pervades
the treatment situation.

Ethical Behavior and its Relationship

to the Professional Attitude

The term professional derives from medieval times, when
scholastics were expected to “profess” their belief in a doctrine
(Dyer, 1988, p. 17). In modern times, a professional is expected to
be a learned person who has acquired special knowledge of a subject
that is of vital importance for the welfare of the community. Having
expertise is not enough, however. A professional is also obliged to
adhere to certain societal responsibilities that are founded upon a
code of ethical behavior and an attitude of service to those in need.
A professional commitment to ethical behavior and service must
take precedence over monetary compensation (Dyer, 1988, p. 16).
All physicians, including psychiatrists, are bound by such a cove-
nant — a sacred vow to place patient well-being before other consid-
erations (Webb, 1986). In Western medical tradition, this obligation
primarily derives from the teachings of Hippocrates in the 5th cen-
tury Bc. Hippocrates’ Oath is the predominant pledge recited at the
graduation exercises at American medical schools (Dickstein et al.,
1991), and contains three of the six core principles of modern medi-
cal ethics: beneficence, nonmalfeasance, and confidentiality:

I will follow that system of regimen which according to my ability
and judgment, I consider for the benefit of my patients, and abstain
from whatever is deleterious and mischievous.... With purity and
holiness I will pass my life and practice my Art.... Into whatever
houses I enter, I will go into them for the benefit of the sick, and
will abstain from every voluntary act of mischief and corruption;
and, further, from the seduction of females or males, of freemen
and slaves. Whatever, in connection with my professional practice
or not, in connection with it, I see or hear, in the life of men, which
ought not to be spoken of abroad, I will not divulge, as reckoning
that all such should be kept secret (Hippocrates, 1929).



Six Basic Principles of Medical Ethics

Principle Description
Beneficence Applying one’s abilities solely for the
Nonmalfeasance patient’s well-being

Avoiding harm to a patient
Autonomy Respect for a patient’s independence
Justice Avoiding prejudicial bias based on
idiosyncrasies of the patient’s
background, behavior, or station in
life
Confidentiality Respect for the patient’s privacy
Veracity Truthfulness with oneself and one’s
patients

Reprinted with permission from Epstein RS (1994) Keeping
Boundaries. Maintaining Safety and Integrity in the Psychotherapeutic
Process. Copyright, American Psychiatric Press, Washington DC.

The other three general principles of medical ethics include
autonomy, justice and veracity (see Table 5.1 for a description and
summary of all six ethical principles; Epstein 1994, p. 20). The
American Psychiatric Association (APA) (1973) adopted the Amer-
ican Medical Association’s (AMA) Principles of Medical Ethics,
publishing it along with special annotations applicable for psychi-
atric practice. The APA has produced six revisions of these annota-
tions. The seven sections of the AMA principles are summarized in
Table 5.2. Table 5.3 summarizes some of the salient ethical annota-
tions for psychiatrists (American Psychiatric Association, 1993).

The World Psychiatric Association (World Psychiatric As-
sociation [WPA] 1999-2002; World Psychiatric Association Ethi-
cal Statements, 2000) developed and approved ethical guidelines,
starting with the Declaration of Hawaii in 1977, galvanized by
concerns about the abuse of psychiatry. A long process of inves-
tigation within the domain of professional ethics provided the
foundation for the Declaration of Madrid that was endorsed by the
General Assembly of the WPA in 1996. In its final form, the Dec-
laration of Madrid included seven general guidelines that focused
on the aims of psychiatry. They are summarized as follows:

1. Psychiatry’s concern should be to provide the best treatment
and rehabilitation for persons with mental disorders, consist-
ent with scientific knowledge, ethical principles, and with the
least possible restriction on the freedom of the patient.

2. Psychiatrists have a duty to keep abreast of scientific devel-
opments. Psychiatrists trained in research should seek to ad-
vance the frontiers of knowledge.

3. The psychiatrist—patient relationship must be based on mu-
tual trust and respect, and should allow the patient to make
free and informed decisions. The psychiatrist has a duty to
accept the patient as a partner in the therapy and to empower
the patient with necessary information for rational treatment
decisions.

4. Psychiatrists should consult with families of incapacitated pa-
tients to safeguard the human dignity and the legal rights of
the patient. Treatment should not be given against the patient’s
will, unless withholding treatment would endanger the life of
the patient or others. Treatment must always be in the best
interest of the patient.
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Summary of the Principles of Ethics of the

American Medical Association

Section Statement of Principle

Preamble The medical profession’s ethical standards
are designed primarily for the well-
being of patients. As professionals,
physicians are required to acknowledge
a responsibility to patients, to society,

to self and to their colleagues.

Section | Dedication to competent, compassionate

care. Respect for human dignity.

Section I1 Obligation to deal honestly with patients
and colleagues and to expose physicians

who are incompetent or fraudulent.

Section III Respect for the law. Obligation to seek

changes in laws harmful to patient’s care.

Section IV Respect for the rights of patients and
colleagues. Within legal constraints,

preservation of confidentiality.

Section V Commitment to continued education,
sharing of relevant knowledge, and

obtaining necessary consultation.

Section VI Except in emergency, freedom to decide
whom to treat, with whom to associate,

and the setting in which one serves.

Section VII Acknowledge the responsibility to

contribute to improving the community.

Reprinted with permission from American Psychiatric Association
(1993) Principles of Medical Ethics with Annotations Especially
Applicable to Psychiatry. Copyright, American Psychiatric Association,
Washington DC.

Summary of Selected Ethical Principles for

Psychiatrists

Principle Annotations

Competent care  The psychiatrist must scrutinize the effect
of his/her conduct on the boundaries of

the treatment relationship.

Honest dealing Sex with a current or former patient
is unethical. Information given by
patients should not be exploited.
Contractual arrangements should be

explicit. Fee splitting is unethical.

Confidentiality,  Restraint in release of information to
respecting third parties. Adequate disguise of
colleagues case presentations. Disclosure of lack

of confidentiality in nontreatment
situations. Sex with students or
supervisees may be unethical.

Reprinted with permission from American Psychiatric Association
(1993) Principles of Medical Ethics with Annotations Especially
Applicable to Psychiatry. Copyright, American Psychiatric Association,
Washington DC.
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5. Psychiatrists performing assessments, especially when re-
tained by a third party, have a duty to inform the person being
examined about the purpose of the intervention, the use of the
findings, and the possible repercussions of the assessment.

6. Unless there is a threat of serious harm to the patient or other
persons, psychiatrists should keep all patient information in
confidence, and use such information only for the purpose of
helping the patient. Psychiatrists are prohibited from making
use of such information for personal, financial, or academic
benefits.

7. Itis unethical to conduct research that is not in accordance with
the canons of science. Research activities should be approved
by an appropriate and ethically constituted oversight commit-
tee. Because of the vulnerability of psychiatric patients, ex-
tra caution and strict ethical standards should be employed to
safeguard patients’ autonomy, patients’ mental and physical
integrity, and the selection of population groups.

An appendix in the Declaration of Madrid includes addi-
tional guidelines on specific ethical issues in psychiatry, includ-
ing the following (World Psychiatric Association, 1999-2000;
World Psychiatric Association Ethical Statements, 2000):

WPA Guidelines on Euthanasia

The physician’s role, first and foremost, is to promote health, re-
duce suffering, and protect life. The psychiatrist, whose patients
may include those who are severely incapacitated or incompetent
to reach an informal decision, should be particularly careful about
actions that could lead to the death of individuals who cannot
protect themselves because of disability, and should be vigilant to
the possibility that a patient’s views could be distorted by mental
illness such as depression. In such situations, the psychiatrist’s
role is to treat the illness.

WPA Guidelines on Torture

A psychiatrist should not take part in any process of mental or
physical torture even when authorities attempt to force their
involvement in such acts. Furthermore, a psychiatrist should
not participate under any circumstances in legally authorized
executions, nor participate in assessments of competency to be
executed.

WPA Guidelines on Sex Selection
It is unethical for a psychiatrist to participate in decisions to
terminate pregnancy for the purpose of sex selection.

WPA Guidelines on Organ Transplantation
Psychiatrists should seek to protect their patients and help them
exercise self-determination to the fullest extent possible. The role
of the psychiatrist is to clarify the issues surrounding organ do-
nations and to deal with the religious, cultural, social and family
factors to ensure that informed and proper decisions be made by
all concerned.

WPA Guidelines on Genetic Research

and Counseling in Psychiatric Patients

Psychiatrists participating in genetic research should be mindful
that the ramifications of genetic information are not limited to
the individual subject or patient but can lead to far-reaching
repercussions and consequences that can have a negative and dis-
ruptive effect on the larger family or community. Psychiatrists

are ethically obligated to observe proper practice, avoid the risks
associated with premature disclosure, misinterpretations, or mis-
use of genetic information, and should never advise a pregnant
woman with mental disorders to get an abortion based on the
medical or genetic basis of her mental illness. They should not re-
fer patients to genetic testing unless there are satisfactory levels
of quality assurance and adequate genetic counseling available
to the patient.

Further guidelines on the relationship between psychia-
trists and the media, ethnic discrimination, ethnic cleansing,
and genetic research and counseling were endorsed by the WPA
General Assembly in 1999.

WPA Guidelines on Ethnic Discrimination

and Ethnic Cleansing

The Madrid Declaration defines ethnic discrimination as basi-
cally racist, as it fails to accept diversity and humanity’s common
heritage. In its most malignant form, ethnic cleansing is a crime
against humanity. In this regard, psychiatrists should not discrim-
inate nor help to discriminate against patients on ethnic grounds,
nor be involved in any activity that promotes ethnic cleansing.

WPA Guidelines on Psychiatrists Addressing
the Media

It is important that psychiatrists use the media in an affirmative
way for a variety of goals that promote good mental health care,
such as advocating for the destigmatization of mental disorder
and mental patients. In all their interactions with the media,
psychiatrists are obliged to advocate for the mentally ill and to
maintain the dignity of the profession. Psychiatrists should be
mindful of the effect of their statements on the public perception
of the profession and patients, and abstain from making state-
ments or undertaking public activities that may be demeaning
to either. Patients’ confidentiality should be maintained, and the
sensationalization of mental illness should be avoided. Regarding
the disclosure of research findings, psychiatrists should be cau-
tious to report only results that are generally accepted by experts,
and to convey the presentation of such results in a way that serves
patients’ welfare and dignity.

The Coherent Treatment Frame
and the Role of Therapeutic Boundaries

in Effective Psychiatric Treatment

The “frame” of a social interaction was defined by Goffman
(1974) as consisting of the spoken and unspoken expectations
defining meaning and involvement in a given situation. For ex-
ample, patients seek out psychiatrists based on a tacit assumption
that the doctor is a reliable and experienced clinician who has the
ability to assist them in finding relief for distress. However, many
patients tend to frame their treatment in pathological ways. For
example, some will attempt to pressure the psychiatrist into the
role of a magical wizard who will confer unconditional love and
pleasure. Whatever method the patient employs to frame the rela-
tionship, any abrupt disappointment or rupture of these unspoken
expectations often results in intense and disruptive feelings of
mortification and betrayal. A sudden breach of a social frame can
lead to the dissolution of one’s sense of meaning and connection,
and is often accompanied by intense feelings of shame. By exam-
ining verbal and behavioral responses following violations of the
treatment frame, Langs (1984—1985) was able to document that



Table 5.4

Principle Method Applied

Inspiring trust The therapist establishes
an emotionally arousing,
trusting, and confidential

relationship.

Coherent structure A structured setting is formed
that is associated with the

healing process.

A reasoned treatment method is
offered that plausibly explains
the patient’s problems.

Rationale explained

Cooperative engagement  Therapist and patient actively
work together in the program.

Both believe that it will work.

Source: Frank JD and Frank JB (1991) Persuasion and Healing.
A Comparative Study of Psychotherapy, 3rd edn. Johns Hopkins
University Press, Baltimore.

patients usually perceive the offending therapist as an unreliable
and mentally unstable person — someone seeking perverse pleas-
ure at another person’s expense.

The psychiatrist’s task is to provide a coherent therapeutic
frame within which to contain the patient’s illness. The psychia-
trist’s frame makes it secure to proceed with the specific therapeu-
tic modality, just as the surgical suite provides a safe environment
for operative techniques. The treatment frame enables the patient
to maintain a feeling of trust and connectedness while learning
to deal with the unrealistic nature of his/her expectations. The
frame comprises various boundary factors that include acting in
a reliable way, showing respect for the patient’s autonomy by ex-
plaining the potential risks and benefits of the treatment method,
maintaining confidentiality, avoiding exploitation of the patient’s
sexual feelings, and resisting the patient’s manipulative efforts
by explaining the maladaptive nature of such behavior (Epstein,
1994; Simon, 1992).

Frank and Frank (1991) conducted an extensive review of
the literature concerning psychotherapy outcome. They deter-
mined that there were four basic factors common to all success-
ful psychotherapies (see Table 5.4), and that treatment efficacy
relied upon the ability of the therapist to form a structured, mutu-
ally trusting, confidential and emotionally arousing relationship.
Their findings sustain the argument that maintaining a coherent
treatment frame is an essential part of all psychiatric treatment,
regardless of the therapeutic paradigm being employed. These
issues are important whether the patient is being treated solely
with psychotropic medication management, cognitive—behavio-
ral therapy, or psychoanalysis.

Boundary Violations

Psychiatric treatment cannot be conducted without doctor and
patient entering into each other’s space, just as it is impossible
to perform a bloodless laparotomy. Gutheil and Gabbard (1993)
termed such incursions occurring during the therapeutic proc-
ess boundary crossings. They defined boundary violations as
boundary crossings that cause injury to the patient. However,
it is not always easy to be sure of the consequences of such a
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“crossing”, since harmful effects may be delayed or concealed.
Many patients are unable to articulate their sense of injury be-
cause the psychiatrist’s aberrant behavior may appear so similar
to exploitation they have experienced in previous pathological
relationships. For example, patients who were sexually abused
in childhood are more likely to acquiesce to an amorous ad-
vance by a psychiatrist and to avoid complaining about feeling
used, because they fear the threat of the psychiatrist’s rejection
and retaliation. Certain nonsexual boundary crossings such as
conflicts of interest might seem harmless on the surface but can
interfere with patients’ ability to feel safe in their psychiatrist’s
care and will diminish their chances for optimal recovery. In
this context, a boundary violation can be defined as any in-
fringement that interferes with the primary goal of providing
care or causes harm to the patient, the therapist, or the therapy
itself (Epstein, 1994, p. 2).

Prior to the 1970s, open discussion on the topic of psy-
chiatrist—patient sex was virtually taboo and considered “too
hot to handle” as a subject for publication in scientific journals
(Dahlberg, 1970). Professional societies demonstrated an incon-
sistent and ambiguous attitude of “amused tolerance” (Pope and
Bouhoutsos, 1986, p. 161) towards mental health practitioners en-
gaging in sexual behavior with their patients.

The public has become increasingly interested in the
subject of psychiatric boundary violations in the past 25 years,
particularly those involving sexual exploitation. State licensing
boards, professional ethics committees and civil juries are much
more likely to mete out strong sanctions against violators than
ever before. These attitudinal changes have taken place in spite
of the fact that popular movies continue to romanticize the idea
of psychiatrist—patient sexuality, and almost always seem oblivi-
ous to the horrendous feelings of shame, betrayal and devastation
that patients experience when these things happen to them in real
life.

The public’s intolerance of sexual involvement between
psychiatrists and patients has resulted in part from the increasing
empowerment of the victims of incest, rape and spousal abuse,
and a better understanding of the psychological sequelae that fol-
low mental trauma such as post traumatic stress disorder (PTSD).
In addition, psychiatric patients have become more willing to ex-
pose unethical or exploitative behavior on the part of clinicians,
particularly when it involves sexual activity. This trend has been
augmented by the fact that courts and professional licensing bod-
ies are now more inclined to render sanctions for injuries that are
solely psychological in nature.

Quantitative estimates of the frequency of sexual boundary
violations among mental health professionals derive from survey
studies conducted over the last 20 years (Pope and Bouhoutsos,
1986; Kardener et al., 1973; Perry, 1976; Holroyd and Brodsky,
1977; Gartrell et al., 1986; Borys and Pope, 1989; Schoener,
1990). A review of these studies shows that from 5.5 to 13.7%
of male mental health clinicians admitted to engaging in sexual
activity with patients. Epstein (1994, pp. 207-208) calculated a
crude weighted average from Schoener’s (1990) comprehensive
review of survey studies reporting frequency of sexual viola-
tions by clinicians’ gender. From ten studies involving a total of
5816 respondents (excluding a large survey of nurses), an aver-
age of 7.4% of male and 2.3% of female clinicians admitted to
engaging in sexual behavior with patients. These data suggest
that male clinicians are about three times more likely to admit
they have become sexually involved with patients. Although
more recent studies suggest that sexual exploitation by mental
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health practitioners might be occurring less frequently, increas-
ing media reports of severe sanctions taken against offending
therapists have probably diminished the validity of self-report
questionnaires.

Studies of nonsexual violations suggest that many mental
health clinicians still have serious problems maintaining profes-
sional boundaries with patients (Borys and Pope, 1989; Epstein
et al., 1992). Epstein and colleagues (1992) queried 532 psychia-
trists practicing in the USA about their behavior with patients
within a prior 2-year period, using the Exploitation Index (EI)
developed by Epstein and Simon (1990). They found that 19%
of respondents reported engaging in a personal relationship
with patients after treatment was terminated, 17% told patients
personal details of their life in order to impress them, and 17%
joined in activities with patients to deceive a third party such as
an insurance company (see Table 5.5, reviewing the frequency of
nonsexual boundary violations among respondents in this study).
Xiangyi and Tiebang (2001) surveyed mental health clinicians in
China using a Chinese translation of the EI. They found a rate
of endorsement of boundary violations that was similar to the
findings in the US study, although there were distinct variations
in the pattern of certain responses that the authors attributed to
cultural differences between the two populations.

Simon (1989) emphasized that when clinicians engage
in nonsexual infringements of the treatment relationship, it is
often a prelude to subsequent sexual behavior. Sexual involve-
ment with patients often starts with excessive personal disclo-
sure, accepting and giving gifts, requesting favors, and meeting
patients outside of the office setting. Like a seduction, the be-
havior escalates over time until it culminates in sexual contact
(Simon, 1989).

Regardless of the specific type of infringement involved,
there are common elements to all boundary violations. Peterson
(1992) argued that such activity emanated from a disturbed and
disconnected relationship. She suggested four basic behavioral
themes in this regard, including efforts on the part of the clinician
to reverse roles with the patient, to intimidate the patient to main-
tain secrecy, to place the patient in a double bind, and to indulge
professional privilege. Indulgence of privilege is often accompa-
nied by a sense of entitlement on the clinician’s part, such that
he/she regards the patient as a wholly owned subsidiary.

Table 5.5
Behavior Percentage
Using touch (exclusive of handshake) 45
Treating relatives or friends 32
Personal relationships post termination 19
Personal disclosure 17
Colluding with patient against third 17
party

Influencing patient for political causes 10
Using patient communication for 7

financial gain

Reprinted with permission from Epstein RS, Simon RI, and Kay GG
(1992) Assessing boundary violations in psychotherapy: Survey results
with the exploitation index. Bull Menn Clin 56, 150-166. Copyright,
Guildford Publications, Inc.

Epstein (1994, pp. 89-110) outlined the progression of
boundary violations as they originate from dysregulation in the
clinician’s personal ego boundaries. Circumstances impairing
the clinician’s ability to cope with patients and their problems
may include deficient knowledge, general stress, mental disor-
der, or a treatment-induced regression. These factors may lead
the clinician to employ maladaptive intrapsychic or behavio-
ral coping mechanisms that manifest in the form of therapeu-
tic boundary violations. Other general factors common to all
boundary violations include a slippage of the original purpose
of the treatment (Epstein, 1994, pp. 97-98), pseudoeclecticism
(Epstein and Janowsky, 1969), a narcissistic sense of special-
ness (Epstein, 1994, pp. 107-110; Epstein and Simon, 1990),
and efforts to deprofessionalize the relationship by fostering an
atmosphere of “pseudoequality” between clinician and patient
(Peterson, 1992).

The double-binding messages that exploitive clinicians
employ often represent a way for them to project their own dis-
avowed feelings of shame and inadequacy onto vulnerable pa-
tients. For example, a therapist may deceive a patient suffering
from low self-esteem and sexual dysfunction by encouraging her
to have sex with him. He may rationalize:

You have told me that you feel unattractive and inadequate as a
woman. Since therapy is supposed to help you with your prob-
lems, I will help show you how attractive and effective you are
as a woman by having sex with you.

Psychotherapy and erotic behavior can both be construed
as subcategories of the superordinate class of “activities that help
people feel better” (Epstein, 1994, p. 102). In the example cited
above, the exploitive therapist blurs the logical boundaries be-
tween the two subcategories and fails to inform the patient that
sexual behavior with him is likely to be harmful to her. Blurring
of logical categories is an essential aspect of double-binding mes-
sages. Patients who are subjected to such reasoning are often in
a dependent and cognitively regressed state and are unable to
understand the logical absurdity of the double bind. They fear
that if they refuse to comply with the therapist’s suggestions, they
will be rejected for failing to cooperate with the therapist.

It is important to place the burgeoning literature on bound-
ary violations in its social context. An aroused public has been
exposed to recurring reports of psychiatrists and other mental
health professionals, who have been disciplined or sued for be-
havior such as sexual involvement with patients and spouses of
patients; using information learned in patients’ psychotherapy
sessions to gain inside data on financial investments; and ac-
cepting large bequests from elderly patients. Each new scandal
serves to erode society’s trust in the integrity of psychiatry as
a profession and makes it more difficult for the mentally ill to
obtain needed treatment. Compounding this problem is the fact
that some of these well-publicized reports of boundary violations
involved highly trained psychiatrists who were leaders in their
field and who served as important role models for students in
professional training.

As has occurred many times before in history, societal
changes tend to overshoot the mark, leading some observers to
caution against an hysterical “witch hunt” against suspected of-
fenders. Slovenko (1991) cautioned that the current climate has
become ripe for an increasing number of false accusations to be
made against innocent clinicians. Gutheil (1992) has documented
such cases and provided guidelines for proper forensic psychiatric
evaluation following allegations of sexual misconduct.



Components of the Coherent

Psychiatric Frame

The purpose of the therapeutic frame is to protect the patient’s
safety and to promote recovery. It is the therapist’s responsibility
to structure the frame through word and deed. Langs (1984—-1985)
stressed that a healthy and secure therapeutic environment
is predicated on reducing variability and uncertainty in the
treatment setting as much as possible. Table 5.6 summarizes
the major boundary factors comprising the coherent treatment
frame. Careful attention to these boundary issues can assist
treating psychiatrists to communicate defining messages that
strengthen the differentiation of role and identity between patient
and practitioner.

The diversity of opinion regarding optimal methods of
treatment for specific psychiatric disorders makes it very dif-
ficult to devise a set of specific guidelines that are appropriate
for psychiatrists adhering to a wide spectrum of theoretical
orientations. Dyer (1988, pp. 45-57) emphasized how problem-
atic it is to define a comprehensive ethical system, whether it is
based on a set of specific rules (deontological ethics), on a list of
values and goals (teleological ethics), or from consideration of
the emotional and practical consequences of a given course of
action (consequentialist ethics). A parallel dilemma exists when
it comes to defining psychiatric boundaries. For this reason,
guidelines for psychiatrists should enhance patient safety, fos-
ter adherence to established clinical principles, and help to avoid
specific consequences that are detrimental to either patient or
practitioner. Such an approach is consistent with an intensifying
interest in reducing preventable medical error. In his seminal work
on human error, Reason (1990, p. 69) outlined three major types
of performance as a way to address the sources of preventable
human error. These categories include rule-based performance,
skill-based performance and knowledge-based performance. As
an example, Reason described how the use of inadvisable rules
leads to rare but preventable collisions at sea, citing studies re-
porting how experienced maritime pilots expose themselves and
others to unnecessary and potentially serious risk by allowing
their own vessel to navigate too closely to adjacent ships even
when there is plenty of sea room to avoid such proximity:

The confidences these and other experienced operators have in
their ability to get themselves out of trouble can maintain inad-
visable rule behavior. This is particularly so when a high value
is attached to recovery skills and where the deliberate courting
of a moderate degree of risk is seen as a necessary way of keep-
ing these skills sharp.

With regard to rule-based procedures for reducing error
in psychiatric practice, each boundary issue can be exam-
ined from the point of view of clearly indicated procedures,
relatively risky procedures and contraindicated procedures
(Epstein, 1994, pp. 113-117). In the ensuing discussion of com-
ponents of the psychiatric frame, lists of these various types
of procedures are adapted from Epstein’s earlier work on
boundaries (Epstein, 1994, pp. 119-236).

Riskier procedures that fall into the “gray zone” are not
necessarily unethical or unsound. However, psychiatrists engag-
ing in such activities should be aware of the circumstances under
which they increase or reduce the chance for injury either to the
patient or themselves. For example, under most conditions, it is
probably unwise to attempt psychiatric treatment of one’s next-
door neighbor. Nevertheless, practitioners living in remote areas
or working in confined ethnic communities might, as a matter of
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Table 5.6

Function and
Purpose

Implicit Message

Boundary Issue to Patient

Stability Consistency as “The doctor is
to time, place, reliable. This
location, parties treatment can
involved and contain my
treatment irrationality.”
method

Avoiding dual Utmost fidelity “The doctor focuses

relationships to the primary his/her attention

purpose of on my problem,
helping the and is not
patient sidetracked.”

Neutrality and Avoiding abuse “The doctor values

promoting of power and my ideas and
patient promoting encourages me to
autonomy the patient’s exercise choices.”
independence
Noncollusive Scrupulous and “Aside from the
compensation forthright terms payment, [ don’t
of remuneration have to gratify the
for the clinician doctor.”
Confidentiality To protect the “My thoughts and
patient’s feelings belong
privilege of to me, not to the
keeping his/her doctor.”
communications
secret
Anonymity Avoids “This is a place
seductiveness to bring my
and role reversal issues, not a
forum for the
doctor’s personal
problems.”
Abstinence Encourages “There is a big
verbalization difference

between wishes
and reality.”

rather than
action in dealing
with feelings and

conflicts
Preserving the Discourages “It is possible to

clinician’s the patient’s have a close
safety and self- destructive relationship
respect behavior, sets a without someone

good role model getting hurt.”

for establishing

healthy self-

esteem.

practicality, be forced to treat such a patient for whom no reason-
able alternative exists. The hazard of no treatment may outweigh
other factors in the situation. However, the fact that psychiatrists
sometimes must treat patients under risky circumstances does
not mean they should disregard the increased hazard they are
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assuming or forget about optimal treatment standards, just as the
exigencies of battlefield surgery do not obviate the need to strive
for aseptic technique.

Psychiatrists should safeguard against any semblance of
inappropriate behavior even ifthe activity can be justified as seem-
ingly harmless. Forexample, seeking social activities with patients
outside of the treatment setting can be interpreted by patients or
their family members as seductive. Gutheil and Gabbard (1993)
have emphasized that the very appearance of undue familiarity
with a patient may, in and of itself, hamper successful defense
against false allegations of professional wrongdoing.

Stability

Configuring a stable and consistent treatment setting is analo-
gous to the “holding environment” provided by parents in early
childhood (Winnicott, 1960). Patients with psychiatric illnesses
will find it very difficult to entrust their lives to a psychiatrist
whom they perceive to be unreliable. Indicated measures regard-
ing stability include formulating an agreement with the patient
for a treatment regimen that will take place according to a spe-
cific method and schedule, encouraging truthful disclosure and
cooperation; establishing a commitment to beginning and ending
sessions on time, discouraging interruptions during treatment
sessions; offering advance notice as to when the psychiatrist will
be absent, providing for coverage by another practitioner when
the psychiatrist is off duty, maintaining coherent therapeutic
demeanor; and maintaining relative consistency as to who par-
ticipates in the treatment situation.

It is generally unwise for a psychiatrist to disparage a
patient’s complaints about issues like the doctor’s tardiness in
starting sessions or to become defensive when explaining the
meaning of the patient’s distress about such complaints. Many
psychiatrists experience patients’ demands for consistency as a
form of control and imprisonment. Out of anger, they may react
to these patients as if their wishes for reliability and concern were
infantile and irrational:

Your complaints about my lateness are a reflection of your need
to control me.

The psychiatrist’s tardiness might in fact be creating tre-
mendous anxiety because it reminds the patients of parents who
never took their feelings into account.

Avoiding Dual Relationships
Psychiatrists should avoid treatment situations that place them in
a conflict between therapeutic responsibility to patients and third
parties. Examples of dual relationships in psychiatric practice in-
clude clinicians treating their own relatives and friends, the same
therapist employing concurrent family and individual therapy
paradigms with a given patient, and clinicians testifying as fo-
rensic witnesses for current psychotherapy patients. Although it
is a very common practice (Epstein et al., 1992), accepting psy-
chotherapy patients referred by one’s current or former patients
embraces certain risks that must be considered (Pope and Vetter,
1992). For example, a current patient might refer an attractive
friend for therapy as a way of either seducing the therapist or
sabotaging the treatment (Langs, 1973).

Role conflicts are quite widespread (Pope and Vetter,
1992) and interfere with the practitioner’s single-mindedness of
purpose as a healer. Chodoff (1993, pp. 457-459) placed special

emphasis on this issue by arguing that advocating for the needs of
the mentally ill was one of psychiatry’s primary societal respon-
sibilities. By eroding public trust, dual relationships interfere
with the ability of psychiatrists to carry out their vital functions
in the community.

The burgeoning expansion of prepaid care in the USA in the
last two decades has provoked concern about a new source of role
conflict for psychiatrists. Managed care has been espoused as an
important modality to reduce unnecessary treatment by encour-
aging preventive care and promoting cost-consciousness among
physicians (Fries et al., 1993). Stephen Appelbaum (1992) argued
that psychotherapists practicing under the old fee-for-service
model were more inclined to provide unnecessarily prolonged
treatment than those working under an organizational system
that prevented direct monetary involvement between patient and
practitioner.

On the other hand, increasing coverage of the population
of the USA under a system of managed care has generated
serious concerns regarding potential conflicts of interest
(McKenzie, 1990). This disquietude is particularly noticeable in
the field of psychiatry. Many managed care organizations (MCOs)
have severely restricted the number of psychiatrists within a
given community allowed to serve on their treatment panels.
Patients’ access to their regular treating practitioner have been
further limited, even when the doctor is allowed to enroll on the
panel. For example, under the rules of some MCOs, a psychiatrist
might be prevented from maintaining continuity of care for out-
patients needing hospitalization. During their hospital stay, such
patients must be attended by a preselected group of psychiatrists
who conduct all hospital treatment for the plan.

Although there is little scientific data to support the conten-
tion that restricted managed care panels are necessary for lowering
costs, it is important that both patients and clinicians be informed
about the hazard such a system of care entails. Since participation
on a panel is often contingent on cost-efficiency profiles, psychia-
trists who derive a significant portion of their income from a given
MCO are discouraged from advocating for patients needing more
expensive care. In addition, some MCOs refuse to pay for inte-
grated treatment for mentally ill patients by psychiatrists enrolled
in their panel. Instead, these MCOs insist on a split treatment
model in which the patient obtains psychotherapy from a social
worker or psychologist and is allowed only brief medication man-
agement visits with a psychiatrist. Psychiatrists attempting to do
medication management under this model often have little contact
with the psychotherapist, are very restricted in the frequency and
duration of visits with the patient, and are thereby limited in mak-
ing overall clinical decisions that might become necessary. Such
a situation creates an ethical bind for the psychiatrist in which
the medical responsibility is not accompanied by a commensurate
degree of authority to direct the treatment process.

In the face of reports of physicians claiming they were
terminated from managed care contracts because they protested
treatment denials, fear of retaliation for patient advocacy has
mounted (McCormick, 1994). Judge Marvin Atlas (1993) has
suggested that psychiatrists who fail to give informed consent
regarding the risks to the patient of their role conflicts would
be exposing themselves to civil damages in the event of an ad-
verse outcome. Although the extent of the legal duty to disclose
risk factors under managed care is unresolved, Paul Appelbaum
(1993) proposed that mental health clinicians inform beginning
patients that payment for treatment under managed care might be
stopped before the patient feels ready to terminate.



Limitations as to who may serve on a managed care panel
and what functions the clinician may perform are other factors
that have strong potential for creating disruption in the continuity
of care. For example, Westermeyer (1991) described seven case
histories in which psychiatric patients treated under managed
care committed suicide or suffered serious clinical deterioration.
Clinically uninformed managed care practices appeared to serve
as critical aggravating factors for each of these patients. In the
cases of two individuals who killed themselves, the employer had
switched contracts to different managed care companies and the
patients were forced to transfer to new clinicians. These disrup-
tions appeared to play an important role in the patients’ suicides.

Although more research is required to evaluate the full
ramifications of managed care on psychiatric populations, recent
studies suggest that some groups face adverse outcomes under
this system. For example, Rogers and colleagues (1993) found
that, on average, patients with depression who were treated by
psychiatrists under prepaid treatment plans acquired new limita-
tions in their physical or day-to-day functioning over a 2-year
period, whereas those treated in the traditional fee-for-service
setting did not.

Autonomy and Neutrality

Freud (1912, 1913) recommended that psychoanalysts adhere to
a position of neutrality with their patients by refraining from the
temptation to take sides in the patient’s internal conflicts or life
problems. This advice has relevance for all psychiatric treatment,
insofar as it espouses the idea that practitioners should maintain
profound respect for their patients’ autonomy and individuality.
This is a fundamental therapeutic stance that fosters independ-
ence, growth and self-esteem. It reinforces the idea that the clini-
cian believes the patient to be the owner of his/her body, life and
problems. The patient receives the following message:

The doctor tries to help by assisting me to learn about myself,
not by trying to take control of me.

Patient autonomy has not always been accorded its current
importance in the hierarchy of priorities in medical practice in
the USA. According to Blackhall and colleagues (1995), in 1961,
90% of physicians in the USA did not inform their patients of a
diagnosis of cancer. By 1979, 97% of American physicians made
it their policy to inform patients with cancer of their diagnosis
(Blackhall ez al. 1995). This change appears to be the result of
physicians assuming less of a paternalistic attitude and becoming
more enlightened and respectful of patients’ right to participate
in medical decisions. In some parts of the world, similar changes
have occurred in clinical practice with mentally ill patients.

Cultural, ethnic and probably sociodemographic factors
strongly shape attitudes regarding patient autonomy and in-
formed consent. In some cultures, a higher value may be placed
on the harmonious functioning in the interlocking pattern of
family relationships than on the autonomy of individual family
members. For example, according to Okasha (2000), patients
reared in some cultures may not wish to continue treatment with
a physician who is not sensitive to the importance of involving
the family directly in communications about the patient’s illness.
The psychiatrist should diligently explore the role that cultural
and family relationships play in the patient’s healthy mental
functioning and be guided primarily by the patient’s communica-
tions about their degree of comfort or conflict with these family
relationships. Psychiatrists should be considerate and respectful
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of cultural differences between themselves and their patients and
be particularly cautious about interpreting those differences as a
pathological process.

Mindful of cultural issues, indicated ways of encouraging
autonomy include encouraging informed consent by outlining the
potential benefits, risks and alternatives for a proposed treatment
approach; explaining the rationale for the treatment; and fostering
the patient’s participation in the treatment process. Paradoxically,
acutely suicidal patients often require the psychiatrist to assume
temporary responsibility for their safety. In most cases this serves
to augment the patient’s sense of autonomy through a coherent
modeling process (Bratter, 1975), because true independence is
impossible without self-governance.

Clinical actions that may interfere with the patient’s
autonomy include advice regarding nonurgent, major life deci-
sions, attempting to exert undue influence on issues unrelated
to the patient’s health, reluctance to allow patients to terminate
treatment, seeking gratification by exerting power over patients,
and using power over patients as a form of retaliation.

Coherent and Noncollusive Compensation

Although there are rewards to be obtained from working in
an interesting and creative profession, this is best applied to
one’s collective professional endeavors. With a specific patient,
monetary compensation is the only gratification psychiatrists
should realistically expect (Epstein and Simon, 1990). When
compensation is direct, there should be a set fee, and the patient
should be responsible for the scheduled appointment time. When
compensation is indirect or salaried, the psychiatrist must avoid
colluding either with the patient against the party paying for the
treatment or with the third party against the patient (see the previ-
ous section on avoiding dual relationships). Whatever method is
being used for paying for mental health treatment, a coherent and
noncollusive arrangement imparts the message to the patient:

The doctor has needs of his/her own, but they are limited to a
salary or fee. Aside from financial obligations, I don’t have to
please, gratify, or nurture my doctor.

The practice of charging for missed appointments under
the traditional fee-for-service paradigm is often misunderstood
by patients because their experience with physicians in other
branches of medicine has usually been that they were charged
on a fee-for-procedure, rather than fee-for-time, basis. Charging
for missed appointments is justifiable from an ethical standpoint
as long as the rationale is clearly explained to the patient at the
beginning of treatment and the patient agrees to it. In addition,
no attempt should be made to hide the fact of billing for missed
appointments from third-party payers. Some states have an ab-
solute prohibition against billing for missed appointments under
entitlement programs such as Medicaid and Medicare (Epstein,
1994, p. 169). Within certain guidelines, it is permissible to bill
the patient (but not Medicare) for missed appointments under
the Medicare program (Epstein, 1994, pp. 169-170). Readers are
cautioned that regulations regarding Medicaid and Medicare are
subject to periodic legislative revisions and may vary according
to jurisdiction.

Generally risky compensation arrangements include work-
ing for a treatment organization one perceives to be financially
exploitive, accepting inexpensive gifts from patients especially
when such gifts are not part of a culturally expected mode of
behavior, bartering goods or services in return for treatment,
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referring patients for treatments or procedures in which one has a
proprietary financial interest, and neglecting the patient’s failure
to adhere to the original agreement regarding payment of fees.
Certain practices are absolutely contraindicated and likely to be
destructive, including fraudulent billing, accepting expensive
gifts, fee splitting, colluding with the patient or third party, and
use of financial insider information.

Confidentiality

Itisessential thatpsychiatriststreattheir patients’ communications
as privileged. This means that patients alone retain the right to
reveal information about themselves. The advent of managed
care has raised even greater concern about the privacy of patients’
personal communications with their psychiatrists because of the
potential for an increasing number of persons connected with the
MCO to have access to material from patients’ files. Psychiatrists
should caution their patient about the potential limitations to con-
fidentiality and be prepared to explore the consequences of these
exceptions. For example, if a patient is raising his/her mental
health as an issue in litigation, some or all communications to a
psychiatrist could be legally discoverable. Coherent boundaries
with regard to confidentiality send the message to the patient:

My thoughts and feelings belong to me. The doctor does not
treat them as if they belong to him/her.

Indicated means of preserving confidentiality include
obtaining proper authorization from patients before releasing
information, explaining the need for confidentiality with parents
of children and adolescents, and involving all participants in fam-
ily and group psychotherapy in agreements about confidentiality.
Problematic activities that may endanger confidentiality include
stray communications with concerned relatives of patients in
individual psychotherapy, where there is no prior expectation on
the patient’s part about discussions with relatives; discussion of
privileged information with the psychiatrist’s own family mem-
bers; releasing information about deceased patients; and failure
to properly disguise case presentations.

Anonymity
Many psychiatrists associate the principle of relative anonymity
with Freud’s advice to psychoanalysts (Freud, 1912):

The doctor should be opaque to his patients and, like a mirror,
should show them nothing but what is shown to him.

Freud argued that it was dangerous for psychoanalysts to
expose their own mental problems or intimate life details in a
spurious attempt to place themselves on an “equal footing” with
patients (Freud, 1912, pp. 117-118). The merit of this recommen-
dation extends beyond its origin in psychoanalytic technique to a
fundamental boundary issue applicable to all forms of psychiatric
treatment. It serves as a reminder to both patient and clinician
of the professional purpose of the relationship. Avoiding unnec-
essary personal disclosure to patients protects both patient and
practitioner from a reversal of roles — one of the critical themes
recurring in boundary violations in general (Peterson, 1992). Many
patients experience excessive self-disclosure by the psychiatrist as
seductive and it has been frequently observed to be a precursor to
subsequent sexual involvement (Schoener and Gonsiorek, 1990,
p. 403). By maintaining a policy of relative anonymity, the patient
receives the following message about the treatment:

This is a place where I can bring my issues. The doctor doesn’t
burden me with his/her stuff.

Certain forms of self-disclosure are indicated in the course
of work with psychiatric patients, including appraising patients of
the clinician’s qualifications and treatment methods as part of in-
formed consent, discussing reality factors about the psychiatrist’s
health status or intentions regarding retirement that will impact
on the patient’s treatment decisions, and using “reality checks” to
help patients contain disturbed and frightening fantasies.

Abstinence

Abstinence means that psychiatrists should discourage direct
forms of pleasure such as touching or sexuality in the course of
their interactions with patients. In the therapeutic relationship, the
patient’s ability to consent to sexual activity with the psychiatrist
is vitiated by the knowledge the latter possesses over the patient
and by the power differential that vests the psychiatrist with spe-
cial authority.

For patients, actual gratification from the psychiatrist
is best confined to realistic goals for recovery and emotional
growth. Psychiatrists should limit themselves to the pleasure of
getting paid for a job well done and for the opportunity to par-
ticipate in an interesting and creative profession. Although stead-
fast application of this boundary can be quite frustrating for both
doctor and patient, it pays excellent dividends in the long run by
encouraging autonomy and a more mature way of dealing with
impulses. The rule of abstinence as a therapeutic boundary has
an analogous function to the incest taboo as a social organizer. In
all known human cultures, the incest taboo has survival value be-
cause, during childhood development, it serves to strengthen the
sense of individuality and personal boundaries so necessary for
growth, independence and social responsibility (Parker, 1976).

From a practical standpoint, psychiatrists can strengthen
their patients’ boundaries in this regard by resisting behaviors
such as physical touching, accepting gifts, socialization outside
treatment and sexual involvement. The patient receives the fol-
lowing messages from a clinician who is able properly to adhere
to this principle:

The doctor is more interested in my health than his/her own
gratification and doesn’t try to take possession of me. I am
learning that I can have wishes that needn’t result in action.

There are occasions when psychiatrists are obligated
to employ physical procedures such as taking blood pressures,
checking for extrapyramidal symptoms, restraining dangerous
patients, or administering electroconvulsive therapy. Indeed,
clinical touching of patients is considered an integral part of the
physician—patient relationship because of its important role in
physical examination and therapeutic procedures. Even though
psychiatrists are physicians, they are obligated to use much more
restraint in this regard than is expected of colleagues in other
branches of medicine. It is probably too invasive for the same
physician, on a protracted basis, simultaneously to intrude both
into the patient’s psychological and physical spaces.

Other risky forms of gratification include embracing or
kissing patients, eating and drinking with patients, socializing
with patients outside of the therapy setting, and failure to under-
stand and resolve recurrent or obsessive sexual fantasies about a
patient. Engaging in sexual behavior with current or former pa-
tients is contraindicated because it is almost invariably destruc-
tive, even though the damage may not be immediately manifest.



The APA (American Psychiatric Association, 1993) took
a principled and unequivocal stand regarding sexual activity be-
tween psychiatrists and their current or former patients:

Additionally, the inherent inequality in the doctor—patient rela-
tionship may lead to exploitation of the patient. Sexual activity
with a current or former patient is unethical.

The APA’s position is in agreement with the principles es-
poused in the Hippocratic Oath, which clearly mandates that a
physician approach a patient “for the benefit of the sick, and...
abstain from every voluntary act of mischief and corruption; and,
further, from the seduction of females or males, of freemen and
slaves”.

Despite the ancient basis of this proscription and convincing
evidence in our times of the damaging effects of sexual relation-
ships between therapists and former patients (Epstein, 1994, pp.
218-220; Luepker, 1990; Brown et al., 1992), some authors have
raised legal and theoretical challenges to the permanent prohibi-
tion contained in the APA guidelines (Appelbaum and Jorgenson,
1991). While refraining from calling for a repeal of APA’s ethical
proscription against sex with former patients, Malmquist and
Notman (2001) argued that legal misapplications of imprecise and
unproven concepts of transference and countertransference have
exposed therapists who enter post termination sexual liaisons
with their patients to inappropriate legal liability.

Research examining the causation and prevention of
human error have provided neurocognitive evidence supporting
the ancient wisdom of Hippocrates’ injunction. Skilled perform-
ance is subject to potentially calamitous error when experts fail to
follow empirically derived safety guidelines or lack an adequate
knowledge base upon which to initiate critical interventions
(Reason, 1990, pp. 76, 84, 86, 146—-147). Skillful performance in
conducting medical procedures are acquired from overlearned
behavior that enables an expert to undertake complex cogni-
tive and behavioral operations in a smooth and rapid fashion.
Performance skills in which success depends on overlearned and
automatic processes rely primarily on the procedural memory
system (Cabeza and Nyberg, 2000). The Hippocratic mandate of
approaching the patient solely for their benefit and to avoid mis-
chief'is a prime example of an overlearned, automatically embed-
ded, error protection message acquired through years of medical
training. Anything that interferes with such an intensively elabo-
rated internal safeguard endangers patients’ well-being.

Whether they realize it or not, psychiatrists who justify
the permissibility of post termination sexual relationships are
sabotaging their own overlearned commitment to act primarily
in their patient’s best interest and are exposing their patient to a
biased and error prone treatment. This self-permissive attitude
would make a psychiatrist more prone to engage in seductive
grooming of a patient during the treatment process in anticipation
of termination. In addition, biased by this attitude, a psychiatrist
is likely to avoid making any communication to the patient that
would discourage a subsequent romantic post termination liaison
(Epstein, 2002). While a psychiatrist might consciously deny that
this attitude is a violation of the Hippocratic dictum, in actual
cases where psychiatrists have engaged in post termination sex
with patients, their pretermination subliminal thinking ran like
this:

I'm treating this patient only for her/(his) benefit. Like
Hippocrates, I will abstain from every voluntary act of mischief
and corruption and, further, from seduction. However, after
I cure this very attractive patient, I will keep his/(her) phone
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number, and after a respectable period of time, it will be a dif-
ferent matter, and we will see what will happen.

Note that this reasoning represents a form of dissociative
thinking based on a primitive wish for inappropriate gratification
with a patient that magically disavows the connection between
post treatment behavior and pretreatment reality. All psychiatric
treatment is based on the assumption that a psychiatrist’s inter-
ventions by means of positive attitudes, words, deeds and medical
interventions will have a lasting beneficial effect on the patient
after the treatment has ended. There is no realistic escape from
the fact that the reverse is also true, namely, that inappropriate
attitudes, words, deeds and interventions are likely to have a last-
ing harmful effect on the patient after the treatment has ended.

Self-respect and Self-protection

It is essential that psychiatrists protect themselves from being ex-
ploited by patients. This principle is necessary to protect clinicians
and patients alike. Many patients seeking treatment have endured
abusive relationships in which being victimized became the price
for maintaining human connectedness. For such patients, efforts to
exploit the psychiatrist may be an action-question that inquires:

Must one of us be injured in order for us to have a close
relationship?

By setting a proper role model for self-respect and self-
caretaking, the psychiatrist imparts the following message to the
patient:

Relationships need not be structured on the basis that one or
both parties must be exploited. If I as the doctor allow you to
hurt me, I am setting a poor role model.

Psychiatrists should attempt to discuss the meaning of any
exploitive behavior on the patient’s part as soon as possible. With
unstable or impulsive patients who are prone to acting out, confron-
tation should be timed to maximize safety. For example, it would
be more prudent to interpret the manipulative aspects of a patient’s
suicidal behavior after the patient is admitted to a hospital. If a
patient makes a sudden physical overture such as attempting a sex-
ually provocative embrace, it must be dealt with the same urgency
as a physical assault. The psychiatrist should inform the patient
that such behavior is inconsistent with coherent treatment (Epstein,
1994; Shor and Sanville, 1974, pp. 228-231; 58). It is generally
risky to allow repeated exceptions such as last-minute prolongation
of sessions, repeated lateness in paying fees, excessive intrusion
into the psychiatrist’s personal space in the form of regular and
frequent late night phone calls, or taking items from the office.

Certain psychiatrists find themselves avoiding confronta-
tion with an exploitive patient out of fear of the latter’s narcissistic
rage. This is an indication of an escalating situation that may lead
to further boundary violations either by the patient or the psychia-
trist. A useful explanation of this behavior is provided in Gabbard’s
(1994) description of a subgroup of clinicians who become sexu-
ally involved with patients as part of a self-defeating pattern of
behavior he termed “masochistic surrender”. These practitioners
are unable to defend against being tormented by certain highly
demanding patients. They succumb to the patient’s importunings,
sometimes while in a dissociated state, even though they may
know their behavior is wrong. Gabbard (1994) argued that the ab-
errant behavior of these clinicians is rooted in an impaired ability
to cope with their own aggressive feelings, resulting in their feel-
ing that it would be sadistic to set limits on the patient.
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Indicators of Potential Boundary Violations with Suggested Remedial Responses

Indicator

Suggested Remedial Response for Clinician

Clinician is frequently tardy starting sessions

Clinician changes the treatment paradigm in “midstream”, i.e.,
switching from individual therapy with Mr A to couples
therapy with Mr A and his wife.

Clinician frequently advises patients on matters not related to
treatment process.

Clinician often relates to patient as if he/she were a personal
friend.

Clinician accepts gifts from patient.

Clinician feels overly resentful about having to keep boundaries
because they feel too constraining and spoil the “fun” and
creativity of being a therapist.

Clinician seeks contact with patient outside therapy setting.

Clinician is unable to confront patients who are late paying
fees, remove items from the office, repeatedly try to prolong
sessions, or torment therapist with insatiable demands.

Clinician often tries to impress patients with personal
information about himself/herself.

Clinician becomes sexually preoccupied with patient, for
example, feels a pleasurable sense of excitement or longing
when thinking of patient or anticipating his/her visit.

Avoid criticizing patient for complaining about lateness.
Reexamine reasons for tardiness in light of patients’ need for
a stable treatment frame.

Avoid dual relationships that may interfere with primary
loyalty to the first patient. If dual relationships cannot be
avoided, explain risks to patient(s) according to principle of
informed consent.

Consider if this is a general pattern of need for control in one’s
nonclinical relationships. If so, consider ways to help patient
to make his/her own decisions.

Listen for signs that the patient feels burdened. Acknowledge
pattern of role reversal and importance of clinician’s
fiduciary obligations to patient.

Try to explore patient’s motive for the gift. Consider refusing
the gift by explaining that it might interfere with the
effectiveness of treatment. Be prepared to work with
patient’s shame in this regard.

Remember that therapy is hard work that is often burdensome
and frustrating, and that boundaries are necessary for the
patient’s safety.

Avoid contact, and explain the reason to patients. In settings
where social contact is likely, discuss problems and options
with the patient in advance.

Listen to the content of patient’s communications and dreams
regarding people injuring one another. Explore fear of one’s
own anger, the patient’s anger, or of setting limits.

Refrain from further disclosure and examine one’s possible
motives. Consider how such activity might relate to sexual
feelings to patient or need to control patient.

Consider that one’s sexual feelings may portend the
reenactment of an actual or symbolic incestuous scenario
from the patient’s past. Remember that incestuous behavior
or its symbolic equivalent infantilizes the victim. Obtain
supervision and/or personal psychotherapy if sexual
preoccupations continue unabated.

Summary
The ethical and boundary issues discussed in this chapter were
designed to stimulate a better understanding of an extremely
thorny topic rather than to provide an exhaustive compendium.
Table 5.7 summarizes selected indicators of potential bound-
ary violations, along with remedial responses clinicians might
employ to deal with these situations. A burgeoning literature
regarding the psychological characteristics of clinicians who
have problems with maintaining proper boundaries (Epstein,
1994; Gutheil and Gabbard, 1993; Epstein and Simon, 1990;
Schoener and Gonsiorek, 1990; Gabbard, 1994; Twemlow and
Gabbard, 1989; Gabbard, 1991; Geis et al., 1985) provides useful
guidance in this regard.

The difficulties psychiatrists may encounter in keeping
boundaries derive from many sources. In the past, professional
training programs have not addressed this issue systematically.

Recent proposals to bolster the study of ethics and boundaries in
medical school and residency programs (Roman and Kay, 1997;
Kay and Roman, 1999) will help to remediate this problem. It be-
hoves psychiatrists to determine whether they have suffered defi-
ciencies in training or adverse role modeling during the course of
their professional development and whether their own emotional
problems significantly interfere with maintaining coherent pro-
fessional boundaries.
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CHAPTER

@ Law, Ethics and Psychiatry

Introduction

Psychiatrists’ efforts to be helpful to their patients are driven by
the desire to act in the “right” or ethical way. They also work
within the context of the legal system which will often impact the
way in which they provide care. While psychiatrists do not need
to become experts in the practice of law or in the study of ethics,
they should have an appreciation of how clinical work intersects
with the law and the ethical foundations upon which their own
decisions are made.

This chapter will begin by surveying the principles under-
lying the legal system, highlighting some of the landmark cases
that impact our work as psychiatrists, and illustrating common
clinical sources of interest and relevance to clinical practice. The
chapter will conclude by reviewing the sources of psychiatric
ethics, outlining the consensus principles of psychiatric ethics,
and illustrating some important clinical areas which generate
issues of ethical concern.

Overview of Legal Principles

The development of legal principles is the result of the interplay
of legislatures that enact laws, executive branches that enforce
them and courts that interpret them. The first level of courts are
trial courts, where cases are tried and decided. Appeals courts
generally hear arguments by parties who feel that lower courts
have made errors of law which require reversal of the lower court
decision. The federal and most state court systems have two lev-
els of appeals courts (an Appeals Court and a Supreme Court,
although terminology varies among jurisdictions). The highest
court in the land is the US Supreme Court, which is the final arbi-
ter of questions of Federal and Constitutional Law.

Cases decided in state courts set the law only for the state
in which the case is decided. Although state decisions may ulti-
mately influence one another, no state is required to abide by the
precedent of a different state’s courts. For instance, the Tarasoff
case discussed below set standards in California for a mental
health professional’s duty to protect a third party from the danger
posed by a client. Although that case only applied to practice in
California, it has had a great influence on legal and clinical prac-
tice in other states. Similarly, federal Appeals Courts set prec-
edent only for the Circuits in which they sit. Only when the US
Supreme Court has ruled on a matter of law are all other state and
federal courts required to follow the precedent.

Each state also has a constitution that may be more protective
of individuals’ rights or more limiting of the states” power than the
federal constitution. State courts can make decisions interpreting
their own constitutions or the federal constitution. While federal
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Appeals Courts and ultimately the US Supreme Court can overrule
a state court’s interpretation of the federal constitution, the state
supreme court has the final word on the state’s constitution, so long
as the state constitution does not violate the federal constitution.
(For instance, a state constitution may provide greater protection
against police searches than the federal constitution, but not less.)
The specific legal rights and principles with which we will
concern ourselves are found in the amendments to the US Con-
stitution. Of particular interest to psychiatry are the following
constitutional amendments: the First Amendment, which embod-
ies the right to freedom of speech and religion; the Third and
Fourth Amendments, which have been interpreted as implying
a right to privacy; the Fifth Amendment, which grants the right
to remain silent in a criminal case; the Sixth Amendment, which
discusses the rights of defendants to fair and speedy trials; the
Eighth Amendment, which proscribes cruel and unusual punish-
ment; and the Fourteenth Amendment, which embodies the “due
process’ and “equal protection of the law’’ clauses (Table 6.1).

Rights and Responsibilities
Right to Treatment

Although the US Supreme Court has expounded no national, con-
stitutionally based right to treatment, there has been a substantial
amount of activity in this area since Birnbaum published “The
Right to Treatment’” in 1960. At the time the article was published,
it was common for psychiatric patients to spend decades in hospi-
tals, at times involuntarily, while receiving little treatment or only
custodial care. The article attempted to upgrade the quality of care
in hospitals by creating a hospitalization-treatment quid pro quo.
Birnbaum (1965) later criticized state hospital conditions, declar-
ing that “Personally, I should like to state that as a doctor I often
find it repugnant to use the term ‘patient’ to describe persons in
certain mental hospitals”. He instead argued that “inmate’” was a
better term if no treatment were given. Birnbaum’s landmark ar-
ticles generated interest in this key area of mental health policy.
Birnbaum’s quid pro quo rationale was endorsed in Rouse
v. Cameron (1966) decided by Judge Bazelon of the District of
Columbia Circuit Court. Rouse was found not guilty by reason of in-
sanity on a misdemeanor charge and was thereafter civilly committed
to St Elizabeth’s Hospital. He petitioned for his release based on the
argument that he was not receiving treatment. Judge Bazelon ruled
that hospitals must make real efforts to improve patients’ conditions
and that lack of resources was not an adequate defense. In his decision
he wrote, “The hospital need not show that the treatment will cure or
improve him but only that there is a bona fide effort to do so™.
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US Constitutional Amendments Relevant to the Practice of Psychiatry

First Amendment

of Grievances.

Congress shall make no law respecting an establishment of religion, or prohibiting the free exercise thereof; or abridging the
freedom of speech, or of the press; or the right of the people to peaceable assemble, and to petition the Government for a redress

Fourth Amendment

The right of the people to be secure in their persons, houses, papers and effects. Against unreasonable searches and seizures,
shall not be violated, and no Warrants shall issue, but upon probable cause, supported by Oath or affirmation, and particularly
describing the place to be searched, and the persons or things to be seized.

Fifth Amendment

No person shall be held to answer for a capital, or otherwise infamous crime, unless on a presentment or indictment of a Grand
Jury. Except in cases arising in the land or naval forces, or in the Militia, when in actual service in time of War or public danger;
nor shall any person be subject for the same offence to be twice put in jeopardy of life or limb; nor shall be compelled in any
criminal case to be a witness against himself, nor be deprived of life, liberty, or property, without due process of law; nor shall
private property be taken for public use, without just compensation.

Sixth Amendment

In all criminal prosecutions, the accused shall enjoy the right to a speedy and public trial, by an impartial jury of the State and
district wherein the crime shall have been committed, which district shall have been previously ascertained by law, and to be
informed of the nature and cause of the accusation; to be confronted with the witnesses against him: to have compulsory process
for obtaining witnesses in his favor, and to have the Assistance of Counsel for his defense.

Eighth Amendment

Excessive bail shall not be required, nor excessive fines imposed, nor cruel and unusual punishments inflicted.

Fourteenth Amendment

Section 1. All persons born or naturalized in the United States, and subject to the jurisdiction thereof, are citizens of the

United States and of the State wherein they reside. No State shall make or enforce any law which shall abridge the privileges or
immunities of citizens of the United States, or shall any state deprive any person of life, liberty, or property, without due process
of law; nor deny to any person within its jurisdiction the equal protection of the laws.

The case of Wyatt v. Stickney (1972), a class action suit
against an Alabama hospital with poor conditions for patients,
led to definitions of humane environment, which have been
incorporated into a patient’s bill of rights in many states. Chief
Judge Johnson wrote for the US District Court, “[Involuntarily
committed patients] unquestionably have a constitutional right
to receive such individual treatment as will give each of them a
realistic opportunity to be cured or to improve his or her mental
condition”. Although this case was not heard by the US Supreme
Court, it did have far-reaching social consequences for institu-
tions in that it prompted scrutiny of the services they provide.

It was not until 1982, in the case of Youngberg v. Romeo
(1982), that the Court held that a person who is involuntarily con-
fined has a right to “minimally adequate training’’. Romeo was
a profoundly retarded man who suffered injuries “on at least 63
occasions ... by his own violence and by the reactions of other
residents to him”> while he was an inpatient at Pennhurst State
Hospital in Pennsylvania. His mother sued, arguing that Romeo’s
Eighth and Fourteenth Amendment rights were being violated.
The US Supreme Court agreed that Romeo had “constitutionally
protected liberty interests under the Due Process Clause of the
Fourteenth Amendment to reasonably safe conditions of confine-
ment, freedom from unreasonable bodily restraints, and such
minimally adequate training as reasonably may be required by
these interests”. “Minimally adequate training” required the ex-
ercise of professional judgment, which was held to be presump-
tively valid and to which “courts must show deference”’.

Most of the right to treatment cases attacked institutional
standards of care, and were based on efforts to expand the scope
of constitutional rights of inpatients. As will be seen below, cur-
rent litigation seeking to establish rights to treatment in the com-
munity focuses largely on the statutory rights afforded by such
anti-discrimination statutes as the Americans with Disabilities
Act (ADA).

Right to Refuse Treatment

Patients with little or no insight into the nature of their psychiat-
ric illness often refuse treatment. A compelling set of ethical and
legal questions arises when a person’s stated choice (not to re-
ceive treatment) appears to conflict with medical prediction that
the person’s insight and mental status would probably improve
with treatment. In the past, a general assumption that mentally
ill patients were, by definition, incompetent, led society to grant
psychiatrists a great deal of autonomy in selecting and adminis-
tering treatments to patients. With the consumer activism of the
1960s and 1970s and the accompanying development of patients’
rights, however, psychiatrists and legal authorities have come to
see that involuntarily committed patients are not always glob-
ally incompetent, and efforts to support patients’ rights to refuse
treatment have increased.

Although the US Supreme Court has not declared a
federal right to refuse treatment, federal Appeals Courts and
most state courts have found such rights in the federal or state
constitutions, citing the due process clause of the Fourteenth



Amendment, within the right to privacy, bodily integrity, or per-
sonal security.

Appelbaum (1988) has described two broad models of
treatment refusal. The “rights-driven”” model seeks to maximize
patient autonomy. It is based on the principle that competent adults
have the right to reject treatment, even if the rejection of such
treatment may result in harm or even death. States that adopt this
model focus on the patient’s competence to make the decision and
often have considerable judicial procedures protecting patients.
The laws of these states typically remove decision-making power
from the psychiatrist and vest it in a guardian or the court. In these
states the guardian or court decides what the patient would want if
he or she were competent (the “substituted judgment” standard).
The substituted judgment doctrine requires a challenging deci-
sion: it means that the judicial decision-maker must decide, based
not on his or her own values and interests, or even on what may
objectively be in the patient’s best interests, but instead on what
the patient would decide if he or she were competent.

The “treatment-driven’” model tends to view treatment
as an essential element of commitment to a hospital. States with
this model tend to give psychiatrists more autonomy in making
decisions for patients. Procedural review is done primarily by
psychiatrists and is usually focused on whether the treatment is
appropriate to the patients’ conditions. A series of cases ema-
nating from Massachusetts is emblematic of the rights-driven
model. In the matter of Guardianship of Richard Roe III (1981),
the court noted on involuntary psychiatric medication for psychi-
atric outpatients, stating, “If an incompetent individual refuses
antipsychotic drugs, those charged with his protection must seek
judicial determination of substituted judgment””.

A later Massachusetts case, Rogers v. Commissioner of
Mental Health (1983), applied this rationale to involuntary inpa-
tients. Incompetent patients at Boston State Hospital were being
given antipsychotic medication without the opportunity to give
informed consent. The Rogers case upholds the right of com-
mitted mentally ill patients to make treatment decisions unless
they have been adjudicated incompetent by a court. The Rogers
court also affirmed the holding that treatment with antipsychotic
medication constituted extraordinary treatment, and that author-
ity to administer such medication to an incompetent individual
required the exercise of the individual’s substituted judgment.
The court outlined six factors that a judge must assess when de-
termining whether a patient should be permitted to refuse treat-
ment: 1) the patient’s previously expressed preference; 2) the
patient’s religious convictions; 3) the impact on family of the
patient’s preference; 4) probable side effects; 5) prognosis with
treatment; and 6) prognosis without treatment. Several cases il-
lustrate the treatment-driven model. Rennie v. Klein (1983), de-
cided in the Third Circuit of the US Court of Appeals, held that
New Jersey’s procedures for reviewing the administration of
antipsychotics to an unwilling patient were consistent with due
process: the “decision to administer such drugs against a patient’s
will must be based on accepted professional judgment”. Rather
than have the courts superimpose procedural safeguards, treat-
ment-driven model cases defer to medical judgment. The Rennie
decision relied on the US Supreme Court’s deference to profes-
sional judgment in Youngberg v. Romeo (1982).

Liberty and Civil Commitment

Although it is generally agreed that patients have a right to be
treated in the least restrictive setting, there are times when a
person’s mental illness is such that he or she must be hospitalized
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involuntarily. Each state has different provisions for short-term
emergency commitment. Many states have removed this process
from the judicial setting; some states, however, require a prob-
able cause hearing before even an emergency commitment. The
purpose of such a hearing is to determine whether there is prob-
able cause to believe that the person meets the legal criteria for
involuntary hospitalization. If the patient is hospitalized after
such a hearing, it is generally for a short period of time for evalu-
ation; if it is determined that the patient needs longer involuntary
hospitalization, then the statutory procedures for long-term com-
mitment must be followed.

In the case of O’Connor v. Donaldson (1975), the US
Supreme Court set a minimum below which states cannot set
their standards for civil commitment. The Court wrote: “The
state cannot constitutionally confine without more, a nondanger-
ous, mentally ill person who is capable of surviving safely by
himself or with the help of family or friends”. While the Court
did not state what it meant by “more”’, most states now require a
finding of dangerousness in addition to mental illness.

In Addington v. Texas (1979), the US Supreme Court recog-
nized the substantial liberty interest involved in a commitment,
and set the minimum standard of proof for commitment cases as
“clear and convincing”. The court ruled: “The individual’s lib-
erty interest in the outcome of a civil commitment proceeding
is of such weight and gravity, compared with the state’s inter-
ests in providing care to its citizens who are unable, because of
emotional disorders, to care for themselves...that due process
requires the State to justify commitment by proof more substan-
tial than mere preponderance of the evidence.... The reasonable-
doubt standard is inappropriate in civil commitment proceedings
because, given the uncertainty of psychiatric diagnosis, it may
impose a burden the state cannot meet and thereby erect an un-
reasonable barrier to needed medical treatment”. (A few states
do interpret their own constitutions to require proof beyond a
reasonable doubt.)

The standards for long-term commitment vary from state to
state, but they all rely on two broad principles of state power. One
is the parens patriae power; the other, the police power. Parens
patriae, translated from Latin as “father of the country”’, histori-
cally referred to the sovereign’s power to make decisions for the
subjects. A more contemporary translation is “state as parent”,
which refers to the government’s interest in, and responsibility to
act for, individuals who are unable to care for themselves. Parens
patriae is used as a rationale for commitment when a person is
unable to care for herself or himself as a result of a mental ill-
ness or when he or she poses a danger to self. The police power
stems from the state’s interest in maintaining public safety. The
commitment criterion of “dangerousness to others’ is derived
from the police power. Over time, the trend in legislation and in
court action has been more toward the dangerousness standard
and less toward disability. Under all current statutes, a finding of
mental illness is a prerequisite to commitment Table 6.2.

The notion of dangerousness to others or to self is a prob-
lematical one for psychiatrists, given that prediction of harm is an
inexact science. Complicating the picture is the fact that states
also require different levels of proof that people are dangerous
to themselves. Some states require imminent harm, while oth-
ers are more tolerant of general predictions of future dangerous-
ness based on a patient’s pattern of treatment noncompliance and
decompensation.

Finally, many states require a finding that hospitalization
is the least restrictive method to prevent the harm the patient
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Table 6.2

Parens Patriae ® State as parent: acts for those who
cannot
® “Unable to care for self>” and “danger
to self”’ criteria
Police Power ® State as protector: acts to preserve
public safety
® “Danger to others’ criterion

faces. In Lake v. Cameron (1966), the District of Columbia Court
of Appeals held that a 60-year-old demented homeless woman
could not be involuntarily hospitalized if there were other alter-
natives. This case is most famous for the concept of “least restric-
tive alternative”, as it focused on the place of confinement as well
as the fact of confinement.

The issues underlying the threshold for commitment are
fundamentally social, not psychiatric. They entail a balancing of
rights and liberty interests with needs for treatment and safety.
This balance has historically shifted with changes in the political
and social climate, and continues to be a source of debate in both
the legal and mental health fields.

In 1985, the APA developed a Model Law for Commitment,
which generated considerable debate in the profession: “[I]t was
conceived in response to the... ‘libertarian model,” which many
mental health professionals and growing numbers of families be-
lieved was unworkable, unrealistic and inhumane’’ (Stone, 1985).
Stone added that “the liberty of psychotic persons to sleep in the
streets of America is hardly a cherished freedom’ and advocated
for greater discretion for psychiatric commitment as well as
greater resources for treatment once the patient is hospitalized.

Outpatient Commitment

Progress in the treatment of severe and chronic mental illness
often depends upon the patient’s compliance with medication
and other treatment regimens in the community. This has been
a source of challenge and frustration for psychiatrists who treat
such patients. In recent years there has been a growth of interest
in the possibility that outpatient commitment may offer a way to
ensure that those who most need treatment will in fact receive
it. In principle, an outpatient commitment law allows the same
sort of treatment options as already exist with inpatient commit-
ment: a patient may be deprived of liberty and, if found to be
incompetent to make medication decisions, may be made to take
medication against his will. While inpatient commitment is justi-
fied when a patient represents a danger or cannot care for himself,
how does one justify coercing a patient who may be stable, rela-
tively symptom-free and functioning in the community?

Here the legal debate splits into two camps. Those in fa-
vor of outpatient commitment make several arguments: 1) the
treatments are safe and effective; 2) untreated mental illness may
increase the likelihood of violence, homelessness, incarceration
and suicide; and, more controversially, 3) patients with severe
mental illness frequently lack awareness of their condition, and
are therefore not really free when ill (Torrey and Zdanowicz,
2001). Those opposing outpatient commitment counter that:
1) better funded and staffed outpatient programs would provide
the kind of outreach which would make coercion unnecessary; 2)
the prospect of coercion may actually drive certain patients away

from help; 3) public safety would not be enhanced by outpatient
commitment; and 4) even the most ill patient is, in the eyes of the
law, still competent to refuse treatment (Allen and Smith, 2001).

At least 41 states permit some form of outpatient com-
mitment, yet the first two randomized trials examining its use
(Steadman et al., 2001; Swartz et al., 2001) provided equivocal
evidence of efficacy (Appelbaum, 2001). The actual mechanics
of apprehending a nondangerous person, taking him/her to some
facility, and injecting him/her involuntarily with medication, all
because he/she had not followed through on a treatment plan, has
proven difficult both to implement and to tolerate in a society
which still places great value on maintaining its citizens’ liberty
interests. The debate will continue as psychiatrists try to reduce
the aggregate suffering imposed on individuals and society by
the effects of untreated mental illness.

Confidentiality and Privilege

The principles of confidentiality and privilege have a long and
still evolving historical connection with the practice of medicine
and the role of the physician. The Hippocratic Oath states, “And
about whatever I may see or hear in treatment, or even without
treatment, in the life of human beings — things that should not ever
be blurted out outside — I will remain silent, holding such things
to be unutterable [sacred, not to be divulged]” (Von Staden,
1996). The elegant simplicity of this statement of principle is
now pitted against conflicting legal demands and societal values.
The Tarasoff case (discussed below) and its progeny, the increas-
ing use of subpoenas for psychiatric records, the complexity of
interfacing with managed care, and confidentiality guidelines
related to human immunodeficiency virus infection (HIV) are
just some of the issues that complicate the psychiatrists’ oath of
confidentiality.

Confidentiality

In the APA’s Principles of Medical Ethics with Annotations Es-
pecially Applicable to Psychiatry (1993), Section 4, Annotation 1
reads, “Confidentiality is essential to psychiatric treatment. This
is based in part on the special nature of psychiatric therapy as
well as on the traditional ethical relationship between physician
and patient”. The constitutional right of privacy has been dis-
cussed elsewhere in this chapter. Confidentiality is defined as the
clinician’s obligation to keep information learned in that relation-
ship unavailable to third parties (Appelbaum and Gutheil, 2000;
Gutheil, 1994, pp. 1-13).

Appelbaum and Gutheil (2000) looked at practice in psy-
chiatric facilities, and devised the concept of a “circle of confi-
dentiality” (Figure 6.1). Within the circle, information about the
patient is shared without the patient’s consent. For instance, for
a hospitalized patient, the resident psychiatrist, the psychiatrist’s
supervisor, the staff and essential consultants are considered to
be within the circle of confidentiality. The patient’s family, the
patient’s attorney, the patient’s outside psychiatrist, the patient’s
previous psychiatrist and the police are outside the circle. As
Appelbaum and Gutheil note, although the patient is inside the
circle, the patient may speak to anyone outside the circle without
restriction.

The duty of confidentiality is sometimes understood in
terms of the treatment contract between the patient and psy-
chiatrist. There is agreement between the legal system and the
psychiatric profession that confidentiality is not an absolute
value. There are several major exceptions to the obligation of
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Figure 6.1 The circle of confidentiality. Reprinted with
permission from Appelbaum PS and Gutheil TG (2000) Clinical
Handbook of Psychiatry and the Law, Baltimore Psychiatric
press. Washington DC, pp. 1-29. Copyright, Lippincott,
Williams & Wilkins.

confidentiality, the most common of which is when the patient
consents to information being released. Psychiatrists and their
patients should be aware of the implications of releasing infor-
mation to insurance companies, family members, employers and
so forth and should work collaboratively in making these deci-
sions (Table 6.3).

As a rule, the psychiatrist should get the patient’s consent
in writing and, optimally, the patient should read any information
that leaves the office before it is released.

The second exception is based on the duty to protect,
wherein the value of safety is given priority over the value of
confidentiality. This is discussed later in the chapter.

The third set of exceptions includes reporting statutes,
which mandate physician reporting of certain conditions. All
states have such laws in one form or another, and generally in-
clude incidents of infectious diseases, child abuse and elder
abuse. If they are following any of these statutes in good faith,
psychiatrists run little risk of liability. See the discussion of child
abuse reporting, below.

The fourth set of exceptions includes emergencies. For
instance, when a psychiatrist is evaluating a patient in an emer-
gency department and the patient is grossly psychotic and unwill-
ing to participate in the interview, the psychiatrist is presented
with the dilemma of whether to contact family members or prior
treaters without the expressed written consent of the patient. This
involves a risk—benefit assessment that the evaluating psychiatrist
must make. Psychiatrists must be aware of their states’ standards
concerning emergency breach of confidentiality; one state may
require an identifiable harm to be prevented, while another may
permit breach when it is necessary in the clinician’s judgment
to gather the relevant information to make a proper diagnosis or
disposition for the patient.

Table 6.3

Patient consents to release of information
Duty to protect

Emergencies

Mandatory reporting statutes
Court-ordered evaluations

Patient initiates litigation
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Medical insurance has brought its own challenges to the is-
sue of confidentiality. Insurance companies may ask mental health
providers to sign a contract agreeing to release information to the
insurer. Patients may ultimately have to decide which they value
more: their privacy or the benefits obtained through the managed
health company. Mental health providers who are negotiating con-
tracts with insurers should be mindful of any obligation to provide
confidential information without the patient’s consent.

Appelbaum and Gutheil (1991) state that psychiatrists in the
position of having to breach confidentiality should observe certain
basic principles. First, they should alert patients, whenever pos-
sible, of their intention to breach confidentiality before doing so.
Secondly, psychiatrists should use a hierarchy of confidentiality.
Psychiatrists do not need to jump to breach confidentiality in all
situations where it is necessary to communicate confidential in-
formation. They often have time to discuss issues with a patient, to
consider alternatives and thus avoid such confrontations. Finally,
Appelbaum and Gutheil state that psychiatrists should bear in mind
that the alliance is based on the “healthy side” of the patient against
the patient’s illness. They suggested that when the patient is expe-
riencing impulses to harm another person, the psychiatrist and the
patient should attempt to make the call to warn the person together.
The healthy side of the patient is thus supported actively by the psy-
chiatrist, as opposed to having the psychiatrist “blow the whistle”
on a patient who has become dangerous. These recommendations
emphasize the importance of the therapeutic alliance and remind
us that confidentiality is an important aspect of that alliance.

Psychiatrist—Patient Privilege

Privilege is defined as the patient’s right to prevent testimony by
a psychiatrist in a court setting (Gutheil, 1994; Appelbaum and
Gutheil, 1991). It rests on two primary justifications: 1) it protects
the patient’s interests in the privacy of treatment matters; and 2) it
may encourage patients to speak openly with their psychiatrists.
The scope of privilege is generally limited to the patient’s com-
munications with the psychiatrist. Observations of the patient’s
demeanor, or his or her conduct or even words in a public setting
may not be covered within the privilege.

Privilege is a right belonging to the patient and may be
waived by the patient. Although the privilege does not belong
to the psychiatrist, he or she may have a duty to assert it in legal
proceedings, unless and until one of the exceptions to privilege
applies. In the absence of a release or waiver of privilege by the
patient, psychiatrists should consult with legal counsel if they are
called to testify about their communications with a patient.

Exceptions to the doctrine of privilege vary from state to
state and include situations when a patient has introduced his or
her mental state into litigation to which the patient is a party. In
some states, privilege does not apply in competence to stand trial,
or criminal responsibility evaluations. There are often exceptions
in cases of child custody, involuntary commitment proceedings,
will contests, or malpractice claims filed by the patient against
a psychiatrist. Finally, state law may vary on the scope of the
exception once it is invoked.

Informed Consent

Psychiatrists, like all other medical practitioners, face a dilemma:
patients come to them for answers and treatment, and they ex-
pect the psychiatrist to have those answers; however, treatment
of mental illness is an uncertain process, and is not without risks.
In order to give informed consent to treatment, patients must be
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given sufficient information concerning the risks and benefits of
the proposed treatment; where outcomes are uncertain, they must
also be informed of that uncertainty. The doctrine of informed
consent has evolved considerably in the past several decades.
The need to obtain a patient’s consent for treatment is grounded
in the legal theory of battery, which is defined as an intentional
touching of a person without that person’s consent. Provision of
medical treatment is considered an intentional touching; if it is
provided without the patient’s consent (and without other excep-
tions, such as provision of emergency medical care), then it is a
battery. Only after obtaining consent from a competent person
may the physician treat the patient without risking liability for
the tort of battery. As medical treatment has become more com-
plex, and as concern for patients’ rights has grown, the notion
of informed consent has evolved to require provision of ever
more information to assist patients in making informed medical
decisions.

Courts began setting modern standards for informed con-
sent in the 1960s. The Kansas Supreme Court held that the quan-
tum of information that a physician was required to provide was
that which a “reasonable medical practitioner’> would divulge
(Natanson v. Kline, 1960). In 1972, the US Court of Appeals for
the District of Columbia decided the landmark case of Canter-
bury v. Spence, in which the court ruled that the physician had
the duty to “advise patient of need for or desirability of any al-
ternative treatment”. Although the majority of states determine
the sufficiency of disclosure by the standard of that which the
reasonable practitioner would deem significant, some states take
a more patient centered approach in which the quantum of in-
formation is that which “would be regarded as significant by a
reasonable person in the patient’s position” (Truman v. Thomas,
1980).

In general, then, the psychiatrist is obligated to disclose
likely material risks of treatment, but not all possible risk, that is,
the likelihood and severity of injurious side effects or death. Also,
the psychiatrist should explain the need for treatment, and risks
and the benefits of receiving or refusing the treatment. Finally,
there should be a discussion of possible alternative treatments.

Obtaining informed consent for psychopharmacological
treatment of children presents a particular challenge, since many
psychoactive medications have not received FDA approval for use
with children. Psychiatrists should be as clear as possible when
explaining the state of knowledge regarding use of particular
medications with children, so that the parent’s or guardian’s con-
sent is as fully informed as possible.

Exceptions to Informed Consent

There are four primary exceptions to the general rule that the pa-
tient receiving treatment must give informed consent (Table 6.4).
The first is a medical emergency. Consent is presumed when a
person is suffering from an emergent situation that requires treat-
ment, but is unable to give consent. Thus, for example, when a di-

Table 6.4

® Emergencies

® Therapeutic privilege
® [ncompetence

® Waiver

abetic patient is in a coma and consent cannot be obtained before
giving the patient insulin, the treating physician may rely on pre-
sumed consent for treatment as a defense to a claim of battery.
In psychiatry, the definition of an emergency has been somewhat
more ambiguous. Because there is no national standard of what
constitutes a psychiatric emergency, clinicians should know
the definitions (if any) in their state. They should consider how
emergent the situation is, document their assessment, and note
that it was not possible to gain the patient’s informed consent
at the time. Intervention in a psychiatric emergency, especially
administration of medication, is often not considered treatment
in the same sense as emergency treatment of a traditional medical
condition. It is for this reason that many states regulate adminis-
tration of emergency psychiatric medications as restraint, rather
than as treatment.

Incompetence is the second exception to the need to ob-
tain informed consent from a patient. An incompetent person,
by definition, is incapable of giving informed consent; it can be
granted only by that person’s guardian, or other entity charged
under state law with the authority to give consent. (It is thus not
truly an exception to the need for informed consent, but a situa-
tion in which the consent is obtained from a surrogate.) Even in-
competent patients should be engaged in the making of treatment
decisions, to the extent of their ability, and gaining their assent to
treatment is important, even if they do not have the legal capacity
to render informed consent. All states have procedures by which
a person can be declared incompetent; such a declaration usually
requires a judicial finding, though some states have administra-
tive proceedings for resolving treatment issues that do not require
judicial intervention.

The third exception to informed consent arises from the
concept of therapeutic privilege. Psychiatrists use privilege when
they withhold information in the belief that giving a patient all
of the information necessary to make a decision would harm the
patient. Invocation of therapeutic privilege, rare in medicine, is
even rarer in psychiatry, in which sharing information is central
to the work of the psychiatrist. Psychiatrists should use this ex-
ception to the informed consent doctrine exceedingly sparingly,
with extreme caution, and with great thought; here, the psychia-
trist is taking a maximally paternalistic posture in presuming
what is not useful for a patient to know. The psychiatrist assumes
a grave risk of liability if the patient suffers harm, and subse-
quently proves that a reasonable patient would have wanted to
have the withheld information in order to make an informed
choice about treatment.

Waiver is the fourth exception in the informed consent
doctrine. Competent patients may request that their physicians
not give them information, effectively waiving their right to
know. This circumstance has become increasingly unusual over
time as physicians are less likely to withhold this information and
patients less likely to request such a waiver.

Consent to the Treatment of Minors

Minors are considered to be incompetent for almost all purposes,
including the right to make medical decisions. Each state has its
own definition of the age that minors must attain to consent to
different treatments, and the age requirements may vary with the
type of treatment. For instance, a state may have a lower age of
consent for treatment of sexually transmitted diseases or mental
illness than for traditional medical treatment. Psychiatrists must
become familiar with the law of the state or states in which they
practice.



Psychiatrists who work in schools must obtain the consent
of parents before initiating ongoing treatment. An emergency
evaluation of a student — performed without such consent — is
permissible for the most part under the doctrine of emergencies
and must be documented as such (see earlier discussion). Psychi-
atrists who work in school settings also have to work with parents
who are separated or divorced. Psychiatrists are obligated to de-
termine which parent has legal custody and to obtain the consent
of that parent for the treatment of the child; documented proof of
custody must be obtained. Most states have laws by which minors
may become emancipated, and therefore are deemed competent
to make their own decisions. The conditions of emancipation
typically include marriage, becoming a parent, entry into the
armed services, and sometimes a demonstrated ability of a minor
to manage his or her own financial affairs and to live on his or
her own.

Medicolegal Aspects of Clinical Practice

Malpractice and Risk Management

A lawsuit in which a plaintiff sues a defendant for damages re-
sulting from some act of negligence is called a tort (which is
characterized as a civil, as opposed to a criminal, wrong). A mal-
practice suit is a type of negligence case; it shares with all negli-
gence cases four broad elements — the “four Ds’” — which must be
proved if the plaintiff is to be awarded damages (Table 6.5).

The first element involves duty. A psychiatrist in private
practice has no duty to treat or care for a patient unless he or she
has made an agreement to do so. Once the psychiatrist agrees
to treat the patient, however, the psychiatrist is legally and ethi-
cally obligated to treat the patient until treatment is properly
terminated.

Once the psychiatrist—patient relationship is established,
the psychiatrist is obligated to provide treatment at the standard
of care. Since the duty comes into being when the relationship
is established, psychiatrists need to be mindful of whether they
are in fact entering into a psychiatrist—patient relationship. Com-
monly, psychiatrists in private practice see patients for a one-time
consultation and then decide whether they wish to provide treat-
ment. The psychiatrist should make it clear at the time of the ini-
tial contact that the first appointment is an opportunity for the
psychiatrist and patient to see if their relationship is going to be a
useful one. If this is not clearly spelled out and agreed to, it might
be argued that the psychiatrist assumed a duty to provide care at
the initial consultation. The second element of malpractice is neg-
ligence (or dereliction of duty). The test of negligence is whether
the psychiatrist’s actions deviated from the standard of care prac-
ticed by other professionals of the same level of training.

The third element that needs to be demonstrated is harm or
damage. Once the plaintiff has proven that the psychiatrist has a
duty to the patient and has performed in a derelict manner, there
must be proof that the patient has suffered harm. Even a grossly

Table 6.5

® Dereliction of
® Duty

® Directly causing
® Damage
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negligent act that results in no harm will not result in a finding of
liability for malpractice.

The fourth factor is direct or proximate cause. The damage
that the patient has suffered must directly result from the derelic-
tion of duty by the psychiatrist. Without this connection, a claim
of malpractice will not be successful.

Third Party Payers and the Psychiatrist

The increasing role that insurers play in determining the type of
treatment patients receive has increased the complexity of the
psychiatric—legal interface. A major public policy issue in this
area is whether, and to what extent, insurance companies may
be held responsible when a denial of coverage results in harm
to a patient. Health care providers are faced with difficult legal
and ethical decisions when their professional judgment calls
for provision of a particular service in the face of an insurance
company denial. The law in this area is evolving; whereas early
cases seemed to cloak managed care payers with a great deal of
protection, later cases and some statutory changes are increasing
their exposure.

The 1987 case, Wickline v. the State of California, illus-
trates the relationship between the treating physician and the
third party payer in a relatively early stage of the development
of this area of law. The message of the case is that a denial of
coverage does not obviate a physician’s duty to render treatment
to the appropriate standard of care. Where coverage is denied,
physicians are nonetheless obligated to exercise their medical
judgment, and, where necessary, to challenge the denial through
whatever mechanisms are available.

Three years later, the same California court made it clear
that insurance companies may indeed share liability with physi-
cians when the denial of benefits results in harm to the patient.
In the case of Wilson v. Blue Cross of California (1990), the
patient, Wilson, was admitted to a hospital in Los Angeles, suf-
fering from depression, substance dependence and anorexia. His
treating physician determined that he required 3 or 4 weeks of
inpatient care, but on his 10th day in the hospital his insurance
company stated that it would not pay for any further hospital care.
When the family made it clear that they could not afford to pay
for the hospitalization, the patient was discharged; 20 days later
he committed suicide. Although the treating physician did not ap-
peal the denial of coverage, he later testified that he was reason-
ably sure that Wilson would not have committed suicide had he
been permitted to remain in the hospital. The court ruled that the
insurance company’s denial of coverage might have been a proxi-
mate cause of Wilson’s suicide, and it permitted the case to go to
trial where the plaintiff would have had to prove the elements of
negligence to a jury. The intersection of the demands of confiden-
tiality with those of managed care presents a second major area of
complexity. At the beginning of therapy, the psychiatrist should
outline the scope of utilization review and should obtain the con-
sent of the patient before releasing any information to the review-
ing companies. Once a patient gives consent for a psychiatrist to
speak to a utilization review committee, the psychiatrist should
give only the minimal amount of information necessary to facili-
tate the utilization review decision. Patients should also be made
aware of the possibility that payment for recommended services
may be denied by the insurance company. The treatment agree-
ment between the patient and psychiatrist should make clear the
patient’s financial responsibilities in the event of such a denial.
However, a psychiatrist may face liability for failure to provide,
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or arrange for, necessary care in the community, just as in the
hospital setting, even when coverage is denied.

Finally, there is a potential for conflict and liability
when health care providers sign contracts with managed care
companies. Whether the contract is based on a capitated scale
or fee for service, providers often have a financial incentive to
limit the care they provide (just as they have a financial incen-
tive to inflate costs under traditional indemnity arrangements).
In addition, some managed care companies are making an effort
to transfer their financial liability for treatment denials to their
psychiatrists by having them sign “hold harmless’ or “indem-
nification” agreements. Psychiatrists must be aware that such
arrangements may have an impact on their relationships with
their patients, and must guard against the possibility that their
clinical judgment may be influenced thereby.

Liability for Supervising Other Professionals
Psychiatrists work in a variety of settings and interact in many
different ways with other mental health professionals. One as-
pect of this interaction is the liability potential that psychiatrists
undertake in each of these relationships. The APA publication
entitled “Guidelines for psychiatrists in consultative, supervi-
sory, or collaborative relationships with nonmedical therapists™
(1980) outlines the typical consultative relationships and their
corresponding degree of responsibility. Broadly, the degree of li-
ability correlates with the extent of authority to make (as opposed
to recommend) treatment decisions (Table 6.6).

Supervisory relationships are relationships in which
the psychiatrist is hierarchically and legally responsible for
the overall care of the patient, and will be held responsible for the
treatment provided by those he or she supervises. The American
Psychiatric Association (1980) guidelines state that:

In a supervisory relationship the psychiatrist retains direct re-
sponsibility for patient care and gives professional direction and
active guidance to the therapist. In this relationship the non-
medical therapist may be an employee of an organized health
care setting or of the psychiatrist. The psychiatrist remains ethi-
cally and medically responsible for the patient’s care as long as
the treatment continues under his or her supervision. The pa-
tient should be fully informed of the existence and nature of,
and any changes in, the supervisory relationship.

Consultative relationships are different in terms of the
level of responsibility and liability undertaken. Consultative ad-
vice is given on a “take it or leave it”’ basis. Consultants are out-
side the decision-making chain of command; they do not make

Table 6.6
Supervisory ® Pgychiatrist has treatment responsibility
® Psychiatrist may hire or fire
® Psychiatrist has final authority
Collaborative @ Responsibility shared between parties
e Delineation of responsibilities required
Consultative e Consultee may take advice or not
e Consultant is not responsible for

supervision
e Consultant has no hire or fire authority

treatment decisions, and do not have hiring and firing authority.
As such, they generally are not held liable for treatment deci-
sions (though psychiatrists practicing as consultants should be
aware of any unusual legal provisions in the state in which they
practice). The American Psychiatric Association (1980) guide-
lines state that in this type of relationship the psychiatrist does
not assume responsibility for the patient’s care. The psychiatrist
evaluates the information provided by the therapist and offers a
medical opinion which the therapist may or may not accept. Con-
sultation is not a one-way process and psychiatrists do and should
seek appropriate consultation from members of other disciplines
in order to provide more comprehensive services to patients.

Risk Management Techniques

There is consensus among risk management experts that various
strategies can reduce medico—legal liability. The clinical strate-
gies of obtaining consultation on difficult cases, documenting the
rationale behind critical decisions, and using informed consent to
build rapport are valuable risk management techniques. In docu-
mentation, “thinking for the record” is advocated by Gutheil. The
psychiatrist thus demonstrates the use of judgment and ongoing
risk benefit assessments. Institutional strategies include regular
quality assurance monitoring, training in documentation, a sys-
tem for working with patients and families on adverse effects,
and providing access to expert consultation.

In psychiatry, several areas deserve special mention. Sui-
cide and attempted suicide represent one of the most common
and expensive sources of lawsuits in psychiatry (Slawson, 1989).
Psychiatrists should assess the level of suicidality and the ability
of patients to monitor and report their suicidality (Gutheil et al.,
1986) and plan an appropriate strategy based on that assessment.
In lawsuits involving suicide, the patients are more commonly
portrayed as the victims, rather than agents in their own deaths.
The psychiatrist who both fosters and documents active col-
laboration with the patient demonstrates good risk management
practice as well as clinical skill. Prescribing medications also
raises psychiatrists’ liability risk. Solid documentation of his-
tory, examinations, laboratory tests, indications for a medication
and risk assessment are essential to reduce liability. Consultation
with a colleague should be sought for difficult cases.

Duty to Warn, Duty to Protect

When a psychotherapist determines (or, pursuant to the stand-
ards of the profession, should determine) that his/her patient
represents a serious danger of violence to another, he/she incurs
an obligation to use reasonable care to protect the intended vic-
tim against such danger. The discharge of such duty, depending
on the nature of the case, may call for the therapist to warn the
intended victim or others likely to appraise the victim of the
danger, to notify the police, or to take whatever other steps are
reasonably necessary under the circumstances.

This is the so-called Tarasoff principle, established by
California Judge Tobrinen in 1976 in the case of Tarasoff v.
Regents (1976). It has generated controversy, spawned lawsuits,
and initiated a fundamental reexamination of the psychiatrist’s
role vis-a-vis members of the public.

The Tarasoff case involved the tragic death of a Univer-
sity of California student, Tatiana Tarasoff, who was murdered
by a fellow student, Prosenjit Poddar. Poddar was an outpatient
at the campus mental health clinic. He stated to his psycholo-
gist that he intended to kill Tarasoff. The therapist completed



paperwork to have Poddar committed for 72-hour emergency
psychiatric detention. The local police detained Poddar, but re-
leased him when he stated that he would “stay away from that
girl”’. Two months later he successfully carried out his threat to
kill Tarasoff.

This case, as well as subsequent cases and legislation in
other states, created new clinical and ethical dilemmas for psy-
chiatrists, as they now must balance confidentiality with the
safety of third parties in outpatient settings as well. At what
point is the inherently trusting nature of the psychiatrist—patient
relationship impaired by the legally driven obligation to report
threats of harm? When should a psychiatrist report a patient’s
vague statement wishing to harm a third party? How should the
patient’s violent history be weighed in the assessment of whether
to violate confidentiality? Does the circle of responsibility in-
clude only named third parties, or does it extend to groups of
reasonably identifiable potential victims? Is a warning sufficient?
Although these questions are ultimately matters of clinical judg-
ment, psychiatrists need to know whether their states have estab-
lished specific guidelines for settling them.

Criminal Law and Psychiatry

The psychiatrist’s role in the courtroom is substantially different
from that in the clinical setting (Rappeport, 1982). In criminal
cases, psychiatrists are commonly called on to evaluate defen-
dants’ competence to stand trial or (less commonly) criminal
responsibility. In perhaps the most challenging of situations, psy-
chiatrists are faced with the ethically challenging task of evaluat-
ing defendants’ competence to understand the death penalty.

The Psychiatrist as Expert Withess

Psychiatrists may work in forensic settings as agents of the court,
providing impartial evaluations for the judge, or may function as
experts for the defense or prosecution. As opposed to fact wit-
nesses, who can testify only as to facts that they have observed,
expert witnesses may review records, conduct tests, perform
evaluations or other research, and provide opinions (such as di-
agnoses) in court. Expert witnesses, by definition, are familiar
with a body of professional knowledge that is not well known to
the layperson (Table 6.7).

When asked to serve as an expert witness, the psychiatrist
should have a clear understanding of the legal question or stan-
dard being addressed. The expert witness should inform the client
that patient—psychiatrist confidentiality is not to be expected and
that the information being elicited will be presented to the court
to help the judge or jury make a decision. In general, attorneys
attempt to establish the credibility of their experts by presenting
their qualifications to the court, either by testimony, or by ad-
mitting the expert’s resumé. Psychiatrists who offer themselves
as expert witnesses should be prepared to have their credentials
challenged by the attorney for the opposing side. Good expert

Table 6.7

Fact Witness Expert Witness

® No specialized knowledge @ Has special knowledge
® No special fee base
® Does not offer opinion ® May offer opinions

® Receives compensation
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witnesses take these challenges in stride. They respond to ques-
tions calmly, without becoming defensive or arrogant. Good ex-
pert testimony is given in understandable, jargon-free language,
with short, concise answers. Expert testimony is a challenging
and difficult professional task.

Competence to Stand Trial Evaluations

In order for a criminal case to proceed, the defendant must be
competent to stand trial. This is a constitutional standard that
has its roots in old English law. Although specific standards of
competence are determined on a state-by-state basis, the federal
standard has provided the basis for each state’s law. The test is
“whether [the defendant] has sufficient present ability to consult
with his lawyer with a reasonable degree of rational understand-
ing and whether he has a rational as well as a factual understand-
ing of the proceedings against him” (Dusky v. United States,
1960).” The legal standard is not an exacting one. Only a small
proportion of criminal defendants are referred for competency
evaluations.

Although there is no universally accepted clinical standard
for assessing competence, the McGarry (McGarry et al., 1973)
criteria have been empirically validated and are the most com-
monly used sources of evaluation. This standard encourages the
psychiatrist to assess 13 different areas of functioning, including
the patient’s behavior, ability to relate to an attorney, ability to
plan a legal strategy, and motivation and capacity to testify, in
addition to the patient’s understanding of the charges, possible
consequences, and likely outcomes.

Psychiatrists must remember that when they are conduct-
ing evaluations on behalf of the court, they are agents of the court;
the usual rules of the psychiatrist—patient relationship (including
confidentiality and privilege) are thereby waived. Those being
examined must be informed of these different ground rules, in
accordance with the requirements of the particular state. Since
the defendant’s understanding of his or her waiver of confiden-
tiality is often an issue, the evaluator should carefully document
the defendant’s response to the information, using direct quotes,
when possible. States have different requirements in cases where
the patient appears incompetent to give informed consent for a
“stand trial”’ evaluation. The psychiatrist needs to be aware of
these requirements, and to be prepared to proceed accordingly
(some states permit the evaluation to proceed; others might re-
quire further hearings). The fate of defendants found incompe-
tent to stand trial was addressed in Jackson v. Indiana (1972).
Jackson was mentally retarded, deaf and mute; he was charged
with two counts of petty larceny. The psychiatrist who evaluated
Jackson concluded that he was almost completely unable to com-
municate; in addition to his lack of hearing, his mental deficiency
left him unable to understand the nature of the charges against
him or to participate in his defense. Based on this evidence, the
trial court found that Jackson “lacked comprehension sufficient
to make his defense’” and ordered him committed to the Indiana
Department of Mental Health until that department could certify
to the court that he was “sane”.

Since it was clear that Jackson would never become
“sane”’, (that is, competent to stand trial), his commitment es-
sentially amounted to imposition of a life sentence, without his
ever being convicted of a crime. The court held that this outcome
violated Jackson’s Fourteenth Amendment right to due process
and that a defendant cannot be committed indefinitely just be-
cause he is incompetent to stand trial. His commitment must be
for a purpose permitted under state law (and the Constitution).
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Thus, if the defendant may reasonably be restored to competence
with treatment, he may be committed for that purpose. If it is
unlikely that the defendant will be restored to competence (as in
Jackson’s case), then his commitment must meet other legitimate
state purposes, such as prevention of harm under civil commit-
ment standards. If the defendant does not meet the criteria for
such a commitment, he must be released.

Insanity Defense

There is an important distinction between a finding of incom-
petence to stand trial and a finding of not guilty by reason of
insanity (NGRI). The former means that defendants do not have
a chance to defend themselves until competence is restored. The
latter is a not guilty finding, based on the defendant’s inability
to have formed the state of mind requisite for a criminal con-
viction. It is not a matter of restoration or recovery from men-
tal illness; once a defendant is found NGRI, the criminal case is
permanently resolved. Criminal responsibility and competency
evaluations are often requested together, but they are separate
and distinct.

In order to be convicted, a defendant must be shown both
to be guilty of committing an illegal act (actus reus) and to have
had the intention of committing the crime (mens rea). Criminal
responsibility evaluations focus on the mens rea component of
criminal acts. The psychiatrist involved in an insanity defense
is presented with a more challenging assignment than that of the
competence to stand trial evaluation. Assessing a patient’s men-
tal state retrospectively is a task fraught with difficulties. The de-
fendant may forget, lie, or “fill in”* details of the events. For this
reason, this evaluation typically involves more collateral inves-
tigation, such as reviewing the prosecutor’s file including police,
witness, victim and perhaps even autopsy reports, in addition to
standard history such as past psychiatric records. The clinical
interview should include the confidentiality warning, a detailed
present-day mental status examination, and direct queries into
the defendant’s recollected mental state and in-depth recall of the
crime. This detective work, together with careful questioning, as
well as psychological or neurological assessment when indicated,
is necessary to enable the psychiatrist to present as clear a picture
as possible of the defendant’s state of mind at the moment of the
crime.

The first appellate decision in English law involving the in-
sanity defense was M 'Naghten’s case. In 1843, Daniel M’Naghten
shot and killed Edward Drummond, who was secretary to the
prime minister. Apparently, M’Naghten was under the delusion
that he was being persecuted by the prime minister as well as
other people throughout all of England. After this case, the stan-
dard for criminal responsibility became known as the M’Naghten
rule: “To establish a defense on the grounds of insanity it must be
conclusively proved that, at the time of committing the act, the
party accused was laboring under such a defect of reason, from
the disease of the mind, as to not know the nature and quality of
the act he was doing; or if he did know it that he did not know
what he was doing was wrong”’. This standard allows either a
cognitive test (did he know what he was doing?) or a moral test
(did he know it was wrong?). It addresses itself to the specific
criminal act, as opposed to assessing the defendant from the per-
spective of a broad-reaching sense of right and wrong.

The American Law Institute standard provides: “A person
is not responsible for criminal conduct if at the time of such con-
duct as a result of a mental disease or defect he lacks substantial
capacity either to appreciate the wrongfulness of his conduct or

to conform his conduct to the requirements of the law’’ (Model
Penal Code, 1955). This test incorporates the cognitive compo-
nent of the M’Naghten rule but, by use of the terms “mental dis-
ease or defect”, allows for the possibility that conditions other
than psychotic illnesses (such as impulse disorders) may result in
a lack of criminal responsibility. Contrary to public perception, a
successful insanity defense does not usually result in freedom. In
fact, when a defendant is found not guilty by reason of insanity,
he or she may face years of confinement in a hospital setting. As
Elliot and colleagues (1993) note:

Acquittals by reason of insanity are unlike acquittals in crimi-
nal law. The criminal defendant who wins an outright acquittal
is free of state control and may simply walk away from the court
house after the trial. But the defendant found [NGRI] typically
remains confined....

The hurdles to commitment are typically much lower and
the barriers to release much higher. Especially when charged with
misdemeanors, insanity acquittees generally remain hospitalized
far longer than ordinary civil acquittees and may remain con-
fined for periods greater than the maximum sentence that would
have been possible on conviction of the criminal charges.

Civil Litigation
Tort Liability

The tort system is designed to compensate individuals or groups
who are injured by the acts of other individuals or entities, in-
cluding corporations and sometimes government agencies. As
in malpractice cases (which are a category of tort), the four Ds
(dereliction of a duty, directly causing damage) are the standard
by which tort liability is assessed. Unlike most criminal cases,
where the conduct of the victim is not relevant to the defendant’s
guilt, the injured party’s (or plaintiff’s) conduct is often a factor
in determining the legal result. Thus, in a motor vehicle case, if
the plaintiff was also operating his or her vehicle negligently, and
thus contributed to the accident, the defendant’s liability will be
reduced in proportion to the plaintiff’s comparative negligence.
Where a party’s mental state is at issue, or where there are claims
for emotional damages, psychiatrists may be called upon to con-
duct evaluations and testify.

Psychiatrists performing an evaluation for psychic harm
must evaluate the person’s mental state before and after the act.
For instance, if a person had a preexisting history of affective
disorder and had recurrent episodes after an injury, that would
be noteworthy for a psychic harm report. The question would be
whether the traumatic event exacerbated the preexisting condi-
tion. Not unlike criminal responsibility evaluations, these assess-
ments may rely heavily on collateral documentation of the event
and interviews with other witnesses. Emotional injury evalua-
tions often focus heavily on functional deficits that the plaintiff
may be exhibiting, since damages are related to loss of function;
it is not sufficient to simply meet diagnostic criteria for mental
illness. As in all such evaluations, especially where the subject
is aware of the consequences of the process, malingering should
always be considered.

Disability

Psychiatrists may perform disability evaluations for both work-
ers’ compensation and Social Security disability claims. Workers’
compensation is an alternative system of compensation that does



not involve the complexity of the tort system. Workers’ compen-
sation, which is paid when a disabling injury occurs in the course
of employment, is an exclusive remedy based on the worker’s
prior salary and the degree and duration of disability. In general,
there are no awards for pain and suffering as there are in tort
cases. In this system, evaluations focus on functional limitations
and require assessment of credibility, as well as corroboration
of the person’s prior mental state and its connection to the work
environment.

Since workers’ compensation systems are created by leg-
islatures, it is important to know the statutory definitions of the
conditions under evaluation; this is particularly true for mental
disability. The typical categories of mental disability are as fol-
lows: 1) physical trauma causing mental injury; 2) mental injury
causing physical effects; and 3) mental stress causing mental
injury.

Social Security Disability Insurance was established in
1956 for people who had contributed to the fund while working.
Supplemental Security Income was developed in 1972 to estab-
lish federal matching payment for state benefit programs for the
disabled, regardless of work history. The Social Security disabil-
ity programs use definitions of mental disorders that resemble,
but are not identical with, those of the Diagnostic and Statisti-
cal Manual of Mental Disorders, Fourth Edition (DSM-1V)
(American Psychiatric Association, 1994). The evaluating clini-
cian must determine whether a qualifying condition exists, and
assess the degree of disability it produces, as measured against
standards of the American Medical Association’s guidelines
(Linda et al., 2001).

Competence, Capacity and Guardianship
Competence is best understood as a legal term referring to an
individual’s capacity to make informed decisions. Adult indi-
viduals are presumed to be legally competent, unless and until
there is a court finding of incompetence. A finding of incom-
petence means that a physical or mental illness has caused a
defect in cognition or judgment, regarding the specific area in
question, such that the individual lacks the capacity to make in-
formed decisions. When a court determines that an individual
is incompetent, a guardian may be appointed to make decisions
for that person.

Competence is often used as a general term, but it should
be defined specifically. With the advent of modern psychophar-
macology, competence in severely mentally ill patients is often
related to medication compliance. Even floridly psychotic pa-
tients may become competent after they are stabilized on medi-
cations. Since the legal decision-making for incompetent patients
often involves determining what the individual would want if he
or she were competent to choose, it is important that the psychia-
trist assess the person’s capacity when he/she is doing clinically
well, in addition to when he/she is doing poorly.

Assessing a patient’s capacity to give consent is based
on several general principles (Appelbaum and Grisso, 1988).
The patient must be able to 1) communicate choices, 2) under-
stand the relevant information, 3) appreciate the situation and
its consequences, and 4) manipulate the information rationally
(Table 6.8).

There is general agreement that the standard for judging
competence also varies with the presented task. For instance the
standard for competence to consent to take an experimental drug
is higher than for taking an aspirin. The greater the risk in the
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Table 6.8

Ability to communicate choices

Understand relevant information

Appreciate the situation and its consequences
Rationally manipulate information

intervention, the more the psychiatrist needs to be clear about the
four elements noted in the preceding paragraph.

Several other competencies require attention in civil mat-
ters. For example, testamentary capacity (the capacity to make
a will) may be challenged by disgruntled and disinherited par-
ties. For this reason, some people obtain an evaluation of their
capacity to make a will before their death. Testamentary capacity
requires that individuals understand 1) the nature of a will, 2)
the extent of their assets, 3) the identity of their natural heirs,
and 4) that they should not be under undue influence. Decision-
making can be based on either the “best interests’” standard or
the “substituted judgment’” model. The best interests model is a
paternalistic approach that assumes that decision-makers know
what is in the patient’s best interests, and that they will act ac-
cordingly. It is a value laden paradigm that requires guardians to
be aware of their own value systems, and to be on guard against
the risk that their values may conflict with those that might apply
to the patient. Perhaps more onerous, but more individualized, is
the substituted judgment model, discussed briefly above in the
section on informed consent. Here, the guardian attempts to act
in the manner the person would want under the circumstances.
This is a difficult task. When an individual has never considered
a possibility, such as being in a coma, it cannot be known with
certainty what the individual’s wishes would be. While it might
be generally agreed that individualized decision-making is a
preferable model, it is easy to see why the relative comfort of
the best interest approach makes this model the one that is most
widely applied.

Special Issues

Child Abuse Reporting

Kempe and colleagues in a 1962 paper, “The Battered Child
Syndrome”’, began an awareness of child abuse and neglect that
continues to grow. Before this seminal paper, many psychiatrists
considered children’s allegations of sexual and physical abuse
to be fantasy that was to be interpreted and not acted on. Child
abuse is now recognized to be widespread, and for the individual
child, a potentially devastating reality.

All states place an affirmative duty on the professional to
report suspicions of abuse. Even though many adult psychiatrists
receive relatively little training in child psychiatry and in child
development, all psychiatrists are mandated reporters of suspi-
cions of child abuse and neglect. Psychiatrists who treat patients
with alcoholism, serious mental illness, and a history of abuse are
working with populations who have increased risk of child abuse.
While pediatricians file the majority of child abuse reports, psy-
chiatrists may be called to consult in cases requiring additional
clinical judgment.

Neglect is a most difficult form of abuse to identify.
Although the laws are written to encourage reporting in the
“gray’’ cases, clinicians must still exercise a level of clinical
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judgment. One person’s view of neglect may be another person’s
view of bad parenting. Clearly, a child who is malnourished is
being neglected. A child who is left alone for a significant period
may have been neglected, but this depends on the age and devel-
opmental stage of the child. Clinicians must also guard against
cultural or racial bias. Hampton and Newberger (1985) studied
child abuse reporting and noted that physicians are more likely
to file child abuse reports involving people who are of a different
race or class than themselves. Psychiatrists also worry about the
damage a report will do to the alliance between the psychiatrist
and the patient. Clinical experience demonstrates that, in most
cases, an explanation of the practitioner’s legal obligation to file
a report maximizes the potential to maintain the clinical alliance.
That reassurance aside, psychiatrists must be aware that the legal
obligation to report supersedes the value of the alliance.

A child abuse report is usually made to the state’s child
welfare agency, sometimes called the “Department of Social Ser-
vices” or “Children and Family Services”. Most commonly, the
call is screened in or out over the phone and, if screened in, then
the agency begins an investigation into the allegations. If the re-
port is substantiated the child may be taken out of the home, and
the parents may eventually lose custody. Less draconian mea-
sures often include mandatory treatment of psychiatric or sub-
stance abuse disorders for both parents and children. These are
painful clinical realities, but psychiatrists should not hesitate to
file a child abuse report when, in their judgment, they have rea-
son to believe a child is suffering from either abuse or neglect.

Elder or Disabled Abuse Reporting

Over 40 states have also enacted statutes mandating reporting of
abuse or neglect of elderly or disabled individuals. These statutes
often mirror the state’s child abuse reporting laws, though they
may contain broader exceptions to mandated reporting in certain
circumstances. The remaining states provide legal immunity for
professionals who voluntarily report abuse or neglect of the aged
or disabled.

Child Custody Evaluations

Divorce has an impact on all children, but where the parents are
unable to agree, especially around custody, children face more
stress. Psychiatrists have responded to this burgeoning need by
developing expertise in the clinical issues that surround custody
decisions. A number of psychiatrists offer consultation and me-
diation services to divorcing couples who wish to resolve custody
issues between themselves. However, when custody disputes be-
come adversarial, formal child custody assessments are often
ordered by the court. These assessments present unique clinical,
legal and ethical challenges. The APA has written recommenda-
tions for conducting child custody evaluations (Child Custody
Consultation, 1982).

Psychiatrists performing a child custody evaluation should
have training in child work or at least have a child psychiatrist
with whom to confer. As with forensic evaluations, the parents
(and where appropriate, the child) should be informed that the
usual rules of confidentiality and privilege will not apply.

In conducting custody evaluations, it is important to know
the legal standard which the court will apply. The standard ad-
opted in many states provides that judges making custody deci-
sions shall “consider all relevant factors including 1) the wishes
of the child’s parents as to his custody, 2) the wishes of the child
as to his custodian, 3) the interaction and interrelationship of
the child with his parent or parents, his siblings, and any other

persons who may significantly affect the child’s best interest, 4)
the child’s adjustment to his home, school, and community, and
5) the mental and physical health of all individuals involved. The
court shall not consider conduct of a proposed custodian that does
not affect his relationship to the child”’ (Child Custody Consulta-
tion, 1982). The judge is required to balance these factors against
the legal standard, which in most states is a “best interests of the
child” standard. The psychiatrist should thus conduct the evalu-
ation in such a way as to provide information that will assist the
judge in weighing the relevant factors.

The Americans with Disabilities Act

and the Olmstead Case

In 1990, Congress enacted the Americans with Disabilities Act
(ADA), with the goal of eliminating discrimination against in-
dividuals with disabilities. The Act is divided into four major
sections, which prohibit discrimination in employment (Title I),
public services provided by government entities (Title II), public
accommodations provided by private entities (Title I1I) and tele-
communications (Title [V).

Although discrimination in employment has been the
focus of most ADA enforcement activity, advocates for the men-
tally ill have been litigating under Title II of the ADA, arguing
that institutionalization of individuals with mental disabilities
who could be appropriately treated in a less restrictive setting
constitutes illegal discrimination by the state. The issue came to
ahead in the case of Olmstead v. L.C., decided by the US Supreme
Court in 1999.

Title II of the ADA states that “no qualified individual
with a disability’’ shall be discriminated against by a public en-
tity (such as a state) in the provision of services, programs, or
activities. In order to enable such individuals to participate on a
par with nondisabled individuals, public entities are required to
make “reasonable accommodations’’ in the operation of services,
programs, or activities. The federal Court of Appeals noted that
when “treating professionals find that a community-based place-
ment is appropriate [for an individual with a disability], the ADA
imposes a duty to provide treatment in a community setting — the
most integrated setting appropriate to that [individual’s] needs”’.
The US Supreme Court agreed, ruling that “unjustified isolation
is properly regarded as discrimination based on disability”’.

For psychiatrists who practice in state institutions, the
case is significant for the importance placed on clinical judgment
about whether the patient can be adequately treated in a commu-
nity setting. It is this judgment that triggers the right to commu-
nity placement under the ADA, according to the Supreme Court.
Clinicians making these determinations are confronted with a
myriad of sometimes conflicting pressures. Is the patient really
ready for the community? What kinds of accommodations might
be needed in the standard community programs in order to en-
able the patient to function? Are these accommodations reason-
able? What is the role of the clinician in advocating for individual
patients versus maximizing scarce resources to benefit the great-
est number of patients?

Psychiatric Ethics

Ethics, from the Greek word ethikos, meaning customary, or na-
ture, is the study of standards of conduct and moral judgment.
These two definitions summarize the core features of ethics. The
term customary speaks to the social component of ethics, while
nature emphasizes that the actor’s own character is an important



component. Ethics also refers to the system or code of morals
of a particular person, religion, group, or profession (Webster’s,
1980). In recent years, professional ethics have evolved from
widely understood principles of etiquette and consideration for
dealing with other members of the profession, to sets of rules
that govern the relationship between a professional and a client or
patient (Kelly, 1998). These modern principles are built upon the
most ancient ideal of medical ethics: first do no harm.

Certain basic assumptions form the framework of psychi-
atric ethics. Society and the medical profession expect the physi-
cian to do the following:

® Deliver competent, compassionate, and respectful care.
® Deal honestly with patients and colleagues.

® Act within the bounds of the law.

® Respect the rights and autonomy of the patient.

® Be responsible to the community and society.

Sources of Psychiatric Ethics

Law

Ethics and law are closely related, but they are not synonymous
(Ellis, 1991). Courts and legislatures attempt to embody ethi-
cal principles in their creation and interpretation of law. But not
every ethically supportable course of conduct is, or should be,
codified in the form of mandatory or prohibitory legal provisions
backed up by the government’s authority to punish, and not every
legal mandate is consistent with medical ethics.

Religion

It is beyond the scope of this chapter to deal comprehensively
with the ethical codes established by the world’s various reli-
gions. Suffice it to say that many ethical decisions that confront
psychiatrists have their roots in religion. Indeed, almost to the
end of the 19th century, the treatment of mental disorders was
conducted, to a great extent, under the auspices of religious insti-
tutions or at least in concert with the prevailing religious ideas of
the time. Today’s issues include treatment refusal, abortion and
end of life decisions, among many others. Psychiatrists must be
sensitive to the impact that their own and their patients’ religious
beliefs have on their understanding of human behavior.

Professional Associations

One of the hallmark characteristics of a learned profession is its
development and adoption of a unique code of ethics to guide
its practitioners. The APA has adopted such a code since 1989.
Although “psychiatrists are assumed to have the same goals as
all physicians”, these principles have been revised “with anno-
tations especially applicable to psychiatry’. The rationale was
that “there are special ethical problems in psychiatric practice
that differ in coloring and degree from ethical problems in other
branches of medical practice’ (Table 6.9).

Potential Consequences

of Diagnostic Labels

Diagnoses of mental disorders carry implications that are differ-
ent from diagnoses of purely somatic illnesses, in part because
of the societal stigma attached to mental illness. This stigma has
ancient roots. Humankind attaches great power to the mind but
finds it deeply mysterious. One of the worst fears is the loss of
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control of meaningful communication, decision-making ability
and intellectual capacity (Trad, 1991). Even accepting the medi-
cal model that grants validity to the diagnosis of mental disor-
ders, the psychiatrist still faces ethical tensions in making such
diagnoses.

Because confidentiality is not absolute, a patient’s diag-
nosis is available to many parties, with practical consequences.
Opportunities to obtain employment or insurance may be con-
strained by the documented presence of a psychiatric illness.
Conversely, such a diagnosis may make tangible assistance and
subsidies available based on the psychiatrist’s assessment of the
patient’s disability. The clinician performing an evaluation is
obliged to pay attention to any internal prejudices about patients’
entitlements and to perform the assessment as fairly as possible.
Another realm of prejudice that can enter the diagnostic arena re-
lates to cultural perceptions of behavior. Although there is abun-
dant statistical validity to the diagnostic schema of the DSM-IV,
its validity is based on the norms of the majority culture. Patients
who are members of cultural minority groups may express dis-
tress in ways that are inappropriately labeled as diagnosable psy-
chopathology (Siantz, 1993).

Ethics and Patient-Therapist Boundaries
There are abundant clinical reasons for maintaining clear and
predictable boundaries in the patient’s relationship to the psy-
chiatrist. Among other justifications, a clear therapeutic frame-
work makes the psychotherapeutic environment one in which the
patient can feel safe to disclose sensitive information without fear
of punishment, and in which the care received is not dependent
on the patient’s meeting the needs or earning the approval of the
caregiver.

Maintaining the principles of respect, honesty and auton-
omy of patients, all major organizations of medical and mental
health professionals specifically condemn sexual contact between
physicians or therapists and their patients, regardless of the form
or intensity of the psychiatric treatment being provided. The ethi-
cal background for this blanket prohibition stems from the nature
of the therapeutic relationship. Although many of the features of
the psychiatrist—patient relationship are the same as those that
exist with any other physician, there are some specific facets of
the psychiatric alliance that lend the issue particular distinction.

The patient enters the relationship in pain and is therefore
vulnerable. Not infrequently, issues of unresolved feelings about
sexuality, intimacy and dependence may be part of the problem
brought to the psychiatrist. The psychiatrist is seen by society,
and usually by the patient, as possessing education, authority and
experience. Therefore, there is an imbalance of power in the re-
lationship from the beginning. Because the patient has brought
his or her problem to the trusted psychiatrist with the expecta-
tion of assistance, courts and society have maintained that the
therapeutic alliance constitutes a fiduciary relationship, wherein
the psychiatrist is obliged to act scrupulously in the patient’s best
interests, eschewing any personal advantage (Carr and Robinson,
1990; Strasburger et al., 1992).

This absolute prohibition, however, has not yielded ab-
solute abstinence. Numerous surveys conducted from the mid-
1970s through the late 1980s found that 7 to 10% of male thera-
pists and 2 to 3% of female therapists admitted to erotic contact
with patients (Strasburger et al., 1992). Rarely does sexual con-
tact with patients occur in isolation. Rather, it usually represents
the last in a series of steps eroding the professional and clinical
boundaries of therapy. The earlier steps may include extending
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Ethical Principles for Psychiatric Practice

Principles of Medical Ethics: American Annotations Especially Applicable to Psychiatry:
Medical Association American Psychiatric Association
“A physician shall be dedicated to providing competent medical 1. The psychiatrist shall be vigilant about the boundaries of
service with compassion and respect for human dignity.” the doctor—patient relationship.
2. A psychiatrist should not be party to any discriminatory
policy.

3. It is ethical for a physician to cooperate with peer review.
4. A psychiatrist should not be a participant in a legally
authorized execution.

“A physician shall deal honestly with patients and colleagues, 1. Sexual activity with a current or former patient is unethical.
and strive to expose those physicians deficient in character or 2. The psychiatrist should not exploit information furnished
competence, or who engage in fraud or deception.” by the patient, and should not influence a patient in any way

not directly relevant to the treatment goals.

3. A psychiatrist should not practice outside his/her area of
professional competence.

4. When patient welfare is jeopardized by the mental illness
of a psychiatrist, it is encouraged for other psychiatrists to
intercede.

5. The treatment contract should be explicitly established.

6. It is ethical to charge for missed appointments within the
terms of the treatment contract.

7. Fee-splitting arrangements for administration or
supervision are not acceptable.

Ju—

“A physician shall respect the law and also recognize a . The right to protest social injustices, which may violate

responsibility to seek changes in those requirements which are certain laws, may not be professionally unethical.

contrary to the best interests of the patient.” 2. Where not prohibited by local laws, a qualified psychiatrist
may practice acupuncture.

—_

“A physician shall respect the rights of patients, of colleagues, . Psychiatric records must be protected with extreme care.
and of other health professionals, and shall safeguard Where information must be released, the welfare of the
confidences within the constraints of the law.” patient must be a continuing consideration.

2. A psychiatrist may release confidential information only
with the authorization of the patient or under proper legal
compulsion.

3. Material used in teaching and writing must be adequately
disguised.

4. The same responsibility to confidentiality holds for
consultations in which the patient was not present and the
consultee was not a physician.

5. The psychiatrist may disclose only that information which
is relevant to a given situation.

6. When performing nonconfidential examinations, the
psychiatrist must reveal the nonconfidential nature of the
interview at the outset.

7. The psychiatrist must execute careful judgment in providing
or withholding information to the parents of a minor patient.

8. Psychiatrists may reveal confidential information to protect
the safety of the patient or the community.

9. When ordered by a court to reveal information, the
psychiatrist may ethically dissent within the framework of
the law.

10. With informed consent, a patient may be presented to a
scientific gathering, with the audience’s understanding of
the confidentiality of the material.

11. It is ethical to present a patient to the public or news media
only with fully informed, written consent.

Continues
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Ethical Principles for Psychiatric Practice Continued

Principles of Medical Ethics: American
Medical Association

Annotations Especially Applicable to Psychiatry:
American Psychiatric Association

“A physician shall continue to study, apply and advance

scientific knowledge, make relevant information available to
patients, colleagues, and the public, obtain consultation, and
use the talents of other health professionals when indicated.”

“A physician shall, in the provision of appropriate patient care,
except in emergencies, be free to choose whom to serve, with
whom to associate, and the environment in which to provide
medical services.”

“A physician shall recognize a responsibility to participate in
activities contributing to an improved community.”

12. When involved in funded research, the psychiatrist
will reveal to patients the source of funding and the
nonconfidentiality of data.

13. It is unethical to evaluate a person charged with a crime
prior to availability of legal counsel, except if the sole
purpose is for medical treatment.

14. Sexual involvement between a teacher or supervisor and a
trainee may be abusive of power and unethical.

Ju—

. Psychiatrists are responsible for their own continuing

education.

2. The psychiatrist should work respectfully with
nonphysician therapists and consultants, and with
nonpsychiatric physicians. He/she should not refer to
anyone whose training, skill or ethics are in doubt.

3. When supervising or collaborating with another mental
health worker, the psychiatrist should expend adequate time
to assure that proper care is given.

4. The physician should not delegate to any nonmedical
person any matter requiring professional medical judgment.

5. The psychiatrist should agree to the request of a patient for

consultation from another clinician.

—_—

. Preservation of optimal conditions for the development of a
sound working relationship should take highest precedence.
Professional courtesy may lead to poor psychiatric care.

2. A psychiatrist may refuse to provide psychiatric treatment

to a person who cannot be diagnosed as having a mental

illness amenable to psychiatric treatment.

—_

. Psychiatrists are encouraged to serve society by advising
and consulting with government agencies. In so doing, the
psychiatrist should clarify whether he/she speaks as an
individual or a representative of an organization. Personal
opinions should not be cloaked with the authority of the
profession.

2. Psychiatrists may share with the public their expertise in

psychosocial issues that may affect mental health and illness.

It is unethical for a psychiatrist to offer a public professional

opinion regarding someone he/she has not personally

examined, or without proper authorization.

4. The psychiatrist may permit his/her certification to be

used for involuntary treatment of a person only following a

personal examination.

hed

Adapted with permission from The Principles of Medical Ethics With Annotations Especially Applicable to Psychiatry. Copyright 1993, American

Psychiatric Association, Washington DC.

sessions beyond the usual time, scheduling a patient for an hour
when no one else is in the office or clinic, meeting the patient for
meals or elsewhere outside the treatment setting, and accepting
invitations that place the therapist and patient in intimate social
situations. Such compromises erode the structure that is neces-
sary for therapy to be a healing process and pave the way for a
destructive relationship. After the termination of therapy. Most
maintain, that the fiduciary obligation does not end; that transfer-
ence, despite the most intense and successful analysis, never dis-
appears; that the therapist always maintains the power of confi-
dences divulged in the treatment; and that a therapist who begins

any therapy without having first excluded the possibility of any
future sexual contact with the patient may be seen as lying in wait
for the opportunity to exploit (Murphy, 1992). The consensus of
practitioners and ethicists remains that, “Once a patient, always
a patient””.

Ethics of Psychiatric Research

The conduct of psychiatric research often presents a paradox
with troubling ethical ramifications. In many circumstances,
particularly in clinical investigations, worthwhile research that
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is primarily intended to benefit individuals with mental illnesses
as a group demands that the human subjects taking part in the
protocols themselves be drawn from the ranks of the mentally
ill community. The central dilemma, of course, is that the very
psychiatric illness that makes an individual a desirable, even
necessary, subject for a particular research project may compro-
mise that individual’s own capacity to give voluntary, informed
and competent consent to research participation. No subjects
may be involved in research unless legally effective informed
consent has been obtained and it is clear that undue influence
and coercion are eliminated. The best research asks a specific
and relevant question that will advance the field of knowledge,
has a hypothesis, and has an investigator who has thoughtfully
considered the risks of the study for subjects and the process for
obtaining informed consent. The investigator presents the study
to an Institutional Review Boards (IRB) which is comprised of
institutionally-appointed assessors of risk and informed consent.
IRBs have membership from the consumer community, the sci-
entific community and others. IRBs are free to reject research,
to amend the informed consent procedure, and to demand ad-
ditional protections for the subjects. Although IRBs are a legally
mandated check, which can also provide resources on the ethics
of research, the responsibility for conducting ethical research lies
with the investigator.

Ethics and Suicide

Much has been written about the ethics of suicide (Heyd and
Bloch, 1991), and a number of philosophers, as well as phy-
sicians, have argued that suicide may be rational under some
circumstances. Although US society no longer criminalizes at-
tempted suicide, neither does it condone it. Thus, the strong
current weight of ethical opinion, based on a commitment to
the sanctity of life, is that usually psychiatrists ought to inter-
vene to prevent or disrupt suicide attempts by patients. Further,
according to this view, the psychiatrist’s duty to intervene may
justify a breach of the ordinary obligation of confidentiality
(see earlier discussion) and initiation of involuntary commit-
ment and forced treatment proceedings because of the patient’s
danger to self. Yet the obligation to respect the patient’s au-
tonomy requires the psychiatrist to ask whether the intent
to commit suicide in a particular case is sick and justifying
— even mandating — intervention or whether it is a rational de-
cision with which the physician has no ethical justification to
interfere.

In a related vein, much debate has emerged in the past few
years surrounding the ethical permissibility of physician-assisted
suicide (Quill, 1991). Advocates for permissibility cite unbearable
pain as a justification and submit that a regimen of procedural
safeguards could adequately ensure against abuse (Quill, 1993).
Among these safeguards would be the presence of a terminal or
disabling condition from which there is no reasonable likelihood
of recovery, the existence of an ongoing physician—patient rela-
tionship, a patient capable of making decisions, and repeated and
unequivocal requests by the patient for the physician’s assistance
in hastening death.

Ethical Dimensions of Health
System Changes

The US health care system, including its mental health com-
ponents, exists in a tremendous state of turbulence and flux

at the beginning of the 21st century. The continuing quest for
simultaneous achievement of the three goals of quality, acces-
sibility and affordability continues to frustrate health policy-
makers in both public and private sectors. This quest has resulted
in dramatic changes in the structure of our health care delivery
system, with the growing replacement of fee-for-service pro-
fessionals and institutions by large managed care networks.
These structural and operational changes are radically alter-
ing the financial incentives that influence provider behavior by
rewarding cost containment, rather than generous provision of
services.

The proper ethical stance of the psychiatrist in a changing
health system is not clear, but the psychiatrist ought to be clear
whether he/she is acting as a doctor or citizen. Doctors ethically
and zealously advocate for getting whatever they feel is in the
best interests for their patients. This may be done without regard
for the bigger picture of resource allocation. For the doctor, the
patient comes first.

As citizens, however, psychiatrists also have a responsi-
bility. Society makes determinations of how big the pool of re-
sources will be, what illnesses are covered under insurance, and
how much a clinician will be paid. Psychiatrists have a unique
perspective and expertise on the consequences of these decisions,
and in their citizen and public policy role will do well to par-
ticipate in the difficult and ethically challenging work of creating
and influencing policy decisions affecting their patients, profes-
sion and society.

Conclusion

Psychiatrists can anticipate further developments in the clinical/
legal interface, and that ethical challenges will be a core element
of the work. This chapter has attempted to outline the most rel-
evant legal and ethical issues and principles facing psychiatrists
today. Many of these principles, such as society’s value of indi-
vidual liberty, are stable, and will endure throughout the entire
careers of today’s students. Others are in flux, such as the bal-
ance between confidentiality and public safety. Still others have
yet to be identified and are unforeseen. As psychiatrists try to
implement the ancient ethical principle, “first do no harm”, in
today’s complex legal, social and financial environment, contin-
ued education and reflection in all these areas will be required
of all of us.
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CHAPTER

@ A Psychiatric Perspective
on Human Development

The miracle of human development has always fascinated phy-
sicians. Psychiatrists and pediatricians have formally studied
developmental processes and used the knowledge gained from
these investigations to create more effective strategies for care of
patients. With the evolution of the specialty of geriatrics, interest
in the developmental changes that occur after having achieved
full maturation has further expanded the scope of investigations.
With better understanding of the changes that predictably occur
in the last half of life, it has become possible to link more ef-
fectively early precursors of illnesses to the later expression of
developmental delays and deviations.

There are two classical approaches to the study of human
development: the stage model and the longitudinal lines of develop-
ment model. Each has distinct advantages and disadvantages. The
more traditional approach is to examine each stage of development.
Consequently, the unfolding of the many new capabilities of the in-
fant is reviewed chronologically so the child as a whole can be bet-
ter understood. Thinking about development as a series of stages
is a particularly useful approach for clinicians. In this regard, it is
traditional to address the development of 1) infants, 2) preschool
children, 3) school-age children, 4) adolescents, and 5) adults.
Sometimes it is helpful to distinguish phases within these groups.
For example, it is common to describe adolescence as being com-
prised of early, middle, and late phases as illustrated in Table 7.1.

An alternative strategy used to teach development is to
choose a particular aspect of human development and track it

Table 7.1

Phase Age (Years) Characteristic

Early 11-13 Growth spurt, development of
secondary sex characteristics,
beginning of social separation
from parents and family, greater

affinity with peers

Middle 14-16 Consolidation of sense of
self, increased sexual
experimentation, decreased

sense of threat from adults

Late 17-19 Concerns about entering adult life

— work, independence, intimacy
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from birth until death. This is a helpful strategy for understanding
the process of development and is useful for researchers who are
searching for the antecedents of characteristics that occur during
later developmental periods. However, accurately charting these
lines of development has proved to be difficult. Clearly, it is not
feasible for a single investigator to study the extensive changes
that occur over the lifespan. In the rare longitudinal studies that
span at least 10 years, it is usually necessary for a series of prin-
cipal investigators to work sequentially in order to achieve con-
tinuity. Consequently, most investigators become specialists in
narrow age ranges of the developmental process and must work
collaboratively with colleagues to link together the transitions
from infancy to childhood or adolescence to the adult years.

Theories and Models of Development

Theories of Development

Theories are important to the study of development for a number
of reasons. They organize and prioritize large amounts of data
regarding infant development, indicating which are the most sa-
lient and why. Often, they also explain the importance of the early
years for subsequent development, indicating how developmen-
tal issues are related to broader issues of the lifespan. Generally,
they move beyond mere descriptions of behavior and attempt to
explain why individuals are motivated to behave in certain ways
at certain times. Finally, they may generate meaningful and test-
able hypotheses for empirical research.

On the other hand, theories have inherent liabilities. A
selective focus on one theory may obscure others of equal or
greater value. Theories also inevitably lead to oversimplification
of complex processes and events. They may create biases that af-
fect how we interpret observations and how we make inferences
from these observations. The history of psychology is filled with
examples of adherence to a particular point of view, making it
impossible to see disconfirming information. All of these factors
warrant caution about the uncritical use of theories to understand
development. A useful theory is one which is developmental, in-
tegrative, contextualist, constructionist and perspectivist in na-
ture, discounting its own absolute claim to truth and integrating
as many relevant approaches as possible. An integrative devel-
opmental theory accounts for the dynamic interactions of biol-
ogy (including neuroanatomy, genetics, neurotransmitters, etc.),
relationships (including parental, sibling, peer and wider social
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Some Developmental Theories and the First 3 Years of Life

Theorist

Type and Focus of Theory

Stages or Phases

Sigmund Freud (1940)
stages)

Jean Piaget (1952) Cognitive

Erik Erikson (1951)

Margaret Mahler (1975)
individuation)

John Bowlby (1969, 1973, 1980)  Attachment theory

Daniel Stern (1985)
development)

Psychoanalytic drive theory (psychosexual

Psychoanalytic theory (psychosocial stages)

Psychoanalytic theory (separation and

Psychoanalytic theory (sense of self-

Oral (birth—18 mo)
Anal (18-36 mo)

Sensory—motor intelligence (first 2 yr)
Modification of reflexes (birth—1 mo)
Primary circular reactions (1-4 mo)
Secondary circular reactions (4—10 mo)
Coordination of secondary schemas
(10-12 mo)

Tertiary circular reactions (12—18 mo)
Representational thinking (18-24 mo)
Preoperational intelligence (2—6 yr)

Trust vs. mistrust (birth—18 mo)
Autonomy vs. shame or doubt (18-36 mo)

Autistic phase (birth-2 mo)
Symbiosis (2—4 or 5 mo)
Differentiation (4 or 5-8 or 9 mo)
Practising
Early practising (8 or 9—12 mo)
Practising proper (12—18 mo)
Rapproachement (18-24 mo)
On the way to object constancy (24—36 mo)

Phase of limited discrimination (birth—2 mo)

Phase of limited preference (2—7 mo)

Phase of focused attachment and secure base
(7-24 mo)

Phase of goal-corrected partnership (24-36 mo)

Sense of emergent self (birth-2 mo)

Sence of core self (2-3 mo)

Sense of subjective self (7-9 mo)

Sense of verbal self (18—20 mo)

groups), culture (including cultural norms for individual and col-
lective development), and technology (including medication, in-
formatics, etc.) (Wilber, 2000).

Table 7.2 presents a brief summary of some of the major
theories of development as they pertain to the first 3 years of life.
Although others could have been selected, those presented have
been most influential with regard to clinical practice and research
on early development. As noted in Table 7.2, the theories vary
with regard to their particular focus of development, although
most use stages to describe periods of discontinuity.

In this chapter, an overview of five prominent lines of hu-
man development is presented so that the reader can quickly obtain
a sense of the timetable of normal development. These are 1) bio-
logical development, 2) cognitive social development, 3) emotional
development, 4) social development, and 5) moral development.

In addition, a longitudinal review of periods of develop-
ment that are associated with an increased risk for specific psy-
chiatric disturbances is provided.

There has been a scientific preoccupation with defining the
relative contributions of genetic endowment and environmental
experience on the course of human development. While early be-
havioralists took the extreme view that children can be shaped al-
most exclusively by their environments, today evidence supports
the view that genes and experience interact continuously over

time in a transactional manner that leads to the unique develop-
ment of an individual. The study of environmental contributions
has steadily improved through the application of more careful
methods of assessment and an appreciation of the value of exam-
ining the many components of the early experience of children.
However, the most explosive advances in the understand-
ing of human development have been made as specific gene
sequences have been identified and linked to physical and be-
havioral outcomes. In the past decade, the pace of new gene
discovery has increased exponentially as a consequence of the
success of the Human Genome Project. It is now estimated that
human beings have approximately 38 000 to 40000 genes. Deter-
mining the precise number has been elusive as it has been neces-
sary gradually to understand that human genes are more complex
than the genes of simpler organisms. Specifically, many human
genes produce multiple proteins. We are now learning about the
degrees of genomic variability that exist between individuals, as
well as beginning to understand how genes interact with each
other and how they are regulated by the environment. A key fo-
cus of new research is the discovery of how the passage of time
and the gradual maturation of the individual affect the expression
of genes that have remained silent but potentially ominous from
the beginning of fetal development. Future studies of cohorts of
infants who are at known genetic risk for a trait or illness may



well identify environmental factors associated with both the ex-
pression and the suppression of gene expression.

The concept of studying development longitudinally has
its origin in the studies of lives and was well established by Plu-
tarch and popularized by Shakespeare. In many ways, biogra-
phers strive to examine the origins of adult traits through consid-
eration of the early experiences of their particular subject. This
tradition was adopted by psychoanalysts who searched for the
origins of psychopathology through the exposition of a “genetic
formulation”. The choice of the word “genetic’’ to modify a con-
ceptual formulation based on the experience of the individual
is somewhat ironic. The term has largely been abandoned, as
these formulations had little to do with the function of individual
genes. Nonetheless, this focus on the influence of early experi-
ence on development may well have been a foreshadowing of the
importance of intense early experience on gene expression. In all
likelihood, the genetic formulations of the future will focus on
how experience regulates gene expression at the molecular level.

The concept of parallel yet interacting lines of develop-
ment was popularized by Anna Freud (1946) who created a
classical monograph that articulated nine lines of development
that were well described through adolescence. Although some
of these conceptual lines have been abandoned, the overarching
principle of a line of development has proven to have heuristic
value. Table 7.3 lists four relevant developmental lines.

Other psychoanalysts have built on her model to create
parallel lines extending into adulthood. Erikson (1963) further
elaborated the evolution of domains of function in the creation of
his epigenetic stage model, as presented in Figure 7.1. His para-
digm continues to have a strong influence on psychiatric theory,

Table 7.3

Preconventional:
Emphasis on avoiding
punishments and getting

Stage 1
Might makes right (punishment and
obedience orientation)

rewards
Stage 2
Look out for number one
(instrument and relativist
orientation)
Conventional: Stage 3

Emphasis on social rules
and conformity to social

“Good girl”” and “nice boy”’

norms
Stage 4
Law and order
Postconventional: Stage 5

Emphasis on moral
principles and values

Social contract, legalistic

Stage 6
Universal ethical principles
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as is wellillustrated by Vaillant’s work who has extended the
Eriksonian model by proposing two additional phases of the adult
life-cycle, career-consolidation vs. self-absorption and keeper of
the meaning vs. rigidity. The former acknowledges the importance
of achieving a stable career identity in addition to the achievement
of identity within one’s family of origin. The latter describes fur-
ther Erikson’s concept of generativity beyond assuming sustained
responsibility for building the community and for the growth,
well-being and leadership of others. “Keeper of the meaning”
and its virtue, wisdom, involve a nonpartisan and less personal
approach to others and is to be distinguished from the tasks of a
generative coach, partisan parent, or mentor from the tasks of a
Supreme Court judge or chair of a historical society.

Although lines of development are attractive conceptually,
they are a deceptively simplistic representation of the complex
evolution of personality. The concept of “decalage’ was put for-
ward by Piaget (1952) to refer to a disengagement in the normal
evolution of the parallel development of specific cognitive abili-
ties. However, decalage is equally salient in the conceptualiza-
tion of major distortions in emotional or social development. In
this chapter, five broad lines of development are reviewed as they
evolve over the course of the lifespan, and developmental time-
lines for each line are included.

Biological Development

Genetic Considerations
The genes that an individual possesses contain all of the informa-
tion required to define the individual. Some genes have strong pen-

Children at this stage are egocentric and experience difficulty
with perspective taking when considering moral dilemmas.
Motives and intentions are ignored when judging the
goodness or badness of a behavior.

Recognition that others have different points of view occurs at
this stage, but this understanding is still somewhat limited.
Action is viewed as right if it satisfies one’s needs. The
reason to be nice to people is so they will be nice to you.

Approval is more important than any specific reward.
The individual has newly acquired abilities for mutual
perspective taking. In this stage, a person can anticipate
what another person is feeling and knows that other people
also have this ability.

The individual can now take into consideration societal laws
when deciding a course of action. A behavior is considered
right if it involves obeying rules established by authority.

Rules are regarded as more flexible, with the aim of furthering
human values. They are not absolute. This stage emphasizes
fair procedures for interpreting and changing the law when
the law is destructive or unethical. Ethics are considered
when evaluating laws.

At this stage, there is the recognition that some principles and
values (i.e., “life is sacred”) transcend laws, and that some
moral obligations are valid for humanity.

Source: Kohlberg L (1964) Development of moral character and moral ideology. In Review of Child Development Research, Hoffman ML and Hoffman

LW (eds). Russell Sage Foundation, New York, pp. 383-432.
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Figure 7.1 4 model of adult development. (This is essentially Erik Erikson’s model of the adult life-cycle with the addition of stages
6a and 7a.) Reprinted with permission from Valient GE (1993). The Wisdom of the Ego. Harvard University Press.

etrance and express themselves in virtually all environments. This
is the traditional view of the influence of genes, which if taken lit-
erally leads to the erroneous conclusion that any genetic influence
is immutable. It is now clear that many genes have only partial
penetrance and that there are both physical and emotional—envi-
ronmental factors associated with the expression of these genes.

In considering the biological development of an individ-
ual, it is apparent that single genes that control such critical func-
tions as physical growth have a high degree of penetrance in a
wide range of environments. For example, while malnutrition,
maltreatment and medications can retard growth, genes have a
powerful impact on adult height. This is demonstrated by the
observation that monozygotic twins are nearly identical in adult
height. Interestingly, the same is not true of weight, which sug-
gests that a wider range of environmental factors lead to adult
variation in weight. In monozygotic twin pairs, adult weight can
vary by more than 20%, although the majority of twins are actu-
ally much closer in size.

A timeline of biological development over the course of
the lifespan is presented in Figure 7.2.

Neurological Considerations

Brain growth is one of the most basic indicators of neurological
development. The brain is already at approximately one-third
of its adult size at birth, and it grows rapidly, reaching 60% by
approximately 1 year and 90% by 5 years of age. The final 10%
of growth occurs during the next 10 years with attainment of
full weight by 16 years of age. The processes of myelinization,
synapse proliferation and synaptic pruning occur in the course of
the lifespan, but they are particularly active in the first years of life
when the functional structure of the brain is becoming defined.
Maximumsynapticdensityisreachedatdifferentdevelopmenttime
points in different brain regions. Maximum density in the auditory
cortex is achieved by 3 months, whereas maximum density in
the middle frontal gyrus is not reached until 15 months of age
(Huttenlocher and Dabholkar, 1997). After this point, the density
of dendritic spines generally decreases as glucose metabolism
becomes fully developed. The establishment of biological rhythms
occurs in early infancy and sleep becomes more organized and
of shorter nocturnal duration. A stable pattern of temperament
cannot be documented in the first months of life, but it gradually



Chapter 7 ¢ A Psychiatric Perspective on Human Development 97

Biological Development
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Figure 7.2 Timeline (in years) of biological development across the lifespan.

becomes established during the second year. All of the major
theories of temperament endorse the idea that temperament is
rooted in biological differences (Goldsmith et al., 1987). The most
influential view has been that of Thomas and colleagues (1968).
In the New York Longitudinal Study which viewed temperament
as a child’s behavioral style, the “how’” of behavior as opposed to
its content or motivation. This work addressed dimensions such
as activity level, intensity of emotional expression, adaptability
to changes in routine and the tendency to approach or avoid novel
situations. This work elucidated distinct temperament clusters,
the easy, slow to warm-up and difficult child. The difficult child
was characterized as having a negative mood, irregular biological
rhythms, slower adaptability, intensity of reactions and a negative
response to novelty. Difficult children often express early
behaviors that are correlated with later school problems, social
difficulties and psychiatric disorders. Behavioral inhibition is

a trait that has been reliably identified after 18 months and has
been associated with the Hypothalamic-Pituitary-Adrenal (HPA)
axis activation and right frontal asymmetry (Fox et al., 2001),
the latter being predictative of social wariness at 4 years for boys
more so than girls (Henderson et al., 2001). During the preschool
period, individual neurons and neural networks are preferentially
preserved if they receive stimulation. Motor skills emerge as a
reflection of the underlying neuronal development of the central
nervous system.

By the age of 7 years, considerable sensory integration has
occurred. Handedness has been clearly established, and brain
plasticity has decreased. By 10 years of age, limitations in the ability
to learn to speak an unaccented second language reflect further
changes in the development of the motor linguistic pathways. In the
years ofadolescence, full brain weight is achieved, but myelinization
continues well into the fourth decade. As well, the dorsolateral
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Table 7.4

Characteristics Secure Pattern

Avoidant Pattern

Resistant Pattern

Disorganized Pattern

Distress Open display of distress
and need for comfort
Soothing Effective soothing;
positive greeting
Anger Little angry behavior
Stress Low cortisol secretion
Strategy for Coherent strategy of
obtaining seeking comfort
comfort directly when needed
Parental Sensitive, emotionally
characteristics available caregiving;

balanced perspective on

Inhibited display of
distress

No soothing; avoidance
instead of greeting

Displaced anger

High cortisol secretion

Coherent strategy of
minimizing distress by
displaced attention

Emotionally restricted
caregiving; dismissing
of painful relationship

Exaggerated display of
distress

Ineffective soothing;
no positive greeting
because of distress

Angry, resistant behaviors
No cortisol data
Cobherent strategy of

exaggerating distress
to mobilize caregiver

Inconsistent caregiving;
unintegrated emotional
response to relationship

Odd or contradictory
display of distress

Ineffective soothing;
usually no positive
greeting; often odd or
ambivalent greeting

No predictable pattern
No cortisol data

Incoherent strategy or
significant lapse in
organization of strategy

No data on caregiving;
unresolved losses or
traumatic childhood

childhood relationship

experiences effects

prefrontal cortex (DLPFC) has a protracted developmental course,
given that its functional specificity is not fully determined until
puberty. By the end of the fifth decade, there is often evidence of
the beginning of decline in specific neuronal functions, with vision
and memory being particularly vulnerable. However, integrative
capacities may reach a peak during the later decades.

Endocrinological Considerations

While interesting changes in hormonal development occur in the
first years of life, dramatic changes in both physical and emotional
functions are triggered by the hormonal shifts associated with pu-
berty that characterize the adolescent years. In girls, estradiol and
progesterone production results in the onset of breast development,
followed by the onset of pubic hair growth and vaginal elongation.
Axillary hair subsequently develops during stage 3 of pubic hair de-
velopment. Although there is wide variability in different cultural
environments, menarche is usually attained 2 years after the onset
of breast development and has been reported to occur at an average
of 12.8 years of age in population studies (Zacharias et al., 1976),
the range is between 10—16 years. Menarche appears to be affected
by nutrition, genetic endowment, general health status and environ-
mental factors such altitude and light. In boys, puberty begins when
rising levels of pituitary hormone result in enlargement of the testes
and subsequent increases in circulating testosterone. Spermatogen-
esis occurs after testicular enlargement at approximately 14 years
of age. Pubic hair development is triggered by adrenal androgens
and occurs in five stages during the course of about 2.5 years. Facial
hair tends to develop between 14 and 15 years of age.

Growth hormone and gonadal hormones are both neces-
sary to initiate the adolescent growth spurt. This occurs earlier
in girls, usually during Tanner’s breast stages 2 and 3, whereas in
boys it does not occur until stage 4 of genital development. Both
an acceleration of bone growth and a maturation of the skeletal
structure as reflected by increased bone density and closing of
epiphyses occur during this process.

Sexual function peaks early in the adult years in men but
there is only a gradual decline in sexual function as measured by
frequency of orgasm from 20 to 70 years. Women have consistent

experiences and their

experiences experiences

sexual functioning throughout the childbearing years and fre-
quently become more orgasmic in their 30s. However, decreases
in estrogen levels associated with menopause usually occur be-
tween 45 and 54 years of age. Men have no comparable meno-
pausal change in hormonal levels.

Cognitive Development

The study of cognitive development provides a perspective on
the evolution of the capacity to think. Increased cognitive abili-
ties are an integral component required for the onset of language.
Changes in thinking ultimately shape the course of emotional,
social and moral development. Recent investigations of the re-
lation of brain development to cognitive development have at-
tempted to attribute specific developmental changes in central
nervous system function with the achievement of new cognitive
abilities (Casey ef al., 2000; Anderson, 2001).

However, the acquisition of mental abilities has been charted
as an independent sequence of mental accomplishments. Piaget es-
tablished the field of cognitive development, and his stage theory
of the evolution of cognitive processes has dominated this field
(Piaget and Inhelder, 1969). Although specific aspects of his four
primary stages have been modified by subsequent empirical experi-
ments as well as by the development of a greater appreciation of the
role of emotions and context in the utilization of cognitive abilities,
his careful observations and brilliant deductions have provided the
framework on which much of our knowledge of cognitive develop-
ment has been built. In contrast, Vygotsky (1978) provided a model
of early cognitive development that placed greater importance on the
influence of culture and language-mediated guidance by adults.

Piaget introduced the concept of “schemas’ which he
defined as units of cognition. He further described processes
that result in schema modification, which begin in infancy as a
child assimilates new information and accommodates to novel
stimuli. A particularly important Piagetian concept has been that
of a decalage within cognitive development, which refers to an
unevenness in cognitive development. For example, a child may
demonstrate cognitive abilities at the concrete operational stage



of development with regard to conservation of volume and at the
same time retain preoperational forms of thinking such as per-
sistent egocentrism. Such an unevenness can also be seen across
lines of development. The concept of interlineal decalages is de-
scribed more fully in the last section of this chapter.

Even newborns have the ability to learn through making
associations between different states or experiences. There is
evidence that cognitive “prewiring’’ exists, which allows for the
perceptual capacities of infants that are necessary to seek stimu-
lation and interaction with adult caregivers. A key capacity re-
quired for these early cognitions is recognition of the invariant
features of perceptual stimuli coupled with the ability to translate
these invariant features across sensory modalities. Interestingly,
infants can differentiate the human voice from other sounds in-
nately without “learning” the complex characteristics of the
structure and pitch of speech.

By 2 to 3 weeks of age, cross-modal fluency is demon-
strated by the ability of infants to imitate facial expression. This
requires the recognition of a visual schema of a facial expression
to be linked with a proprioceptive tactile schema of producing a
facial expression. By 3 months of age, infants can be classically
conditioned, and their interest in stimuli led Piaget to suggest
this was a period dominated by attempts to make “interesting
spectacles last” (Piaget and Inhelder, 1969).

By 6 months of age, associations between “means’ and
“ends”” have been demonstrated. This is followed by object per-
manence, which evolves during the second half of the first year.
During the second year, infants can infer cause after observing
an effect as well as anticipate effects after producing a causal
action. A corollary of this new ability is that they are now able
correctly to sequence past events.

By the third year of life, children enter the preoperational
stage. This form of thinking is more similar to adult cognition,
but it incorporates magical explanations and is marked by a
tendency to focus on one perceptual attribute at a time (centra-
tion). Idiosyncratic cosmological theories are common and are
usually dominated by transductive reasoning, which attributes
causality based exclusively on temporal or spatial juxtaposition.
Throughout the preschool period, attention span and memory are
limited while pretend play and fanciful thinking are common.
Animism is frequently used and refers to endowing inanimate
objects with the qualities of living things. Not surprisingly, chil-
dren having imaginary friends and talking pets characterize this
cognitive period. The preoperational stage is also the time dur-
ing which explosive language development occurs. This develop-
ment appears to be made possible by a genetically determined
capacity for language. However, language development is clearly
enhanced by experiential support and parental communication
that is sensitive to the child’s ability to process new words and
grammatical structure.

By age 6 or 7 years, children begin to use operational think-
ing. The child who has attained concrete operational thought has
the ability to conserve both volume and quantity as well as being
able to appreciate the reversibility of events and ideas. A shift
from an egocentric perspective results in a new capacity to appre-
ciate the perspective of others. These new cognitive skills dem-
onstrate an ability to engage in logical dialogue and to develop
an appreciation of more complex causal sequences. These new
cognitive abilities are clearly required for a child to benefit from
the grade school curriculum.

Adolescence results in the development of a new processing
capacity that involves the manipulation of ideas and concepts.
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Furthermore, the informational fund of knowledge is dramatically
expanded and serves as a referent for verification of new data
that are assimilated. A final major transition is possible with the
development of the ability to reflect on cognition as a process.
This is referred to as the development of a metacognitive capacity.
Achievement of this capacity allows adolescents to understand
and empathize with the divergent perspectives of others to a
greater degree than was previously possible. This capacity is
necessary for recursive thinking which involves an awareness
that others can think about the domain of the adolescent’s own
thought. These cognitive skills represent the transition into the
final stage of cognitive ability, which is referred to as the use of
formal operations. One capacity characteristic of this stage is the
ability to understand complex combinatorial systems that require
a well-developed sense of reversibilities that include inversion,
reciprocity and symmetry. New levels of problem solving are
achieved that include the ability to recognize a core problem or
core isomorph withina more complex new problem. The adult with
formal operational ability can recognize a previously successful
solution and use this knowledge to develop a parallel innovative
solution to the complex problem. It is important to appreciate that
many adults remain at the stage of concrete operations and never
develop these more advanced capacities.

A timeline of cognitive development during the course of
the lifespan is presented in Figure 7.3.

Emotional Development

The emotional state of the newborn is largely assessed by facial
expression and accompanying vocalizations. However, the
communicative capacity of young infants has become increasingly
well appreciated. Inthe first weeks of life, contentment and distress
have been reliably monitored (Lewis, 1994). These primary
emotions further differentiate during the first months of life. It
is clear from work beginning in the late 1960s and 1970s that
the infant is not a passive recipient of external influences, a tabla
rasa or blank slate. Freud’s idea about a stimulus barrier, which
was postulated to protect a young infant from overstimulation,
and Mabhler et al., (1975) notion that the first 2 months can be
conceptualized as a relatively autistic phase of development are
no longer supported. By 7 to 9 months, a transition occurs that is
based on the earliest attainment of intersubjectivity. At this point,
infants begin to understand that their own inner experiences and
feelings can be appreciated by other individuals (Trevarthen,
1979; Emde, 1984). This leads to the possibility of developing
affect attunement as parents match their own behavior with the
behavior of their infant, while experiencing shared internal feeling
states. An infant pouting to elicit a parental response evidences
the instrumental use of emotions. Social referencing is usually
evident by 12 months of age, when infants turn to examine their
mothers’ facial expressions at times when they are confronted
with potentially fearful situations or objects (Klinnert, 1984).

In the second year of life, the rapprochement crisis oc-
curs, as infants become aware of their separateness from their
primary attachment figure and the limitations of their control on
her behavior. After the infant has attained self-cognition, new,
more complex emotions of embarrassment and envy emerge that
further evolve to feelings of shame, pride and then guilt by the
end of the second year. Object constancy, or the ability to reduce
anxiety in response to the separation from the primary caretaker,
reflects the association of an emotional state with the memory of
the sense of internal security provided by the attachment figure.
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Figure 7.3 Timeline (in years) of cognitive development across the lifespan.

The role of implicit memory through the experience of
synchrony, reciprocity and affect attunement between parent and
infant in numerous modalities is substantial in early emotional
development and has been related to sense of self and emotional
regulation. Affect attunement beween mother and infant in-
volves an emotional interchange in which the mother matches
her behavior to the infant’s behavior. This matching is not merely
imitative but involves some aspect of the internal feeling state
that is shared. An attuned mother exaggerates her responses
which allow the infant to begin to recognize his own emotional
response as being separate from that of his mother’s. Affective
attunement appears to be an essential ingredient of empathy, in-
timacy, mirroring and other clinical phenomena. Fonagy’s (2001)
concept of mentalization is predicated on the mother’s ability to
promote both relatedness and separateness in the infant through

her marked affective responses. Mentalization is the capacity of
the infant to ascertain the mental states of the self and of others.
It describes a process of the infant’s recognition that someone
else has a different mind from his own. It is acquired through
repeated experiences in judging facial expression, tone of voice
and other nonverbal communications. These experiences are en-
coded in implicit (nondeclarative) memory and in parallel with
explicit (declarative) memory which has a temporal dimension.
This is a critical accomplishment in that it establishes the ba-
sis for secure attachment. Conversely, the failure to mirror the
child’s affective state often results in disorganized attachment
through problematic internalization and therefore less than op-
timal identity formation and individuation. These infants are at
extreme risk for attentional, behavioral and emotional distrur-
bance in early childhood often with enduring consequences in
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Emotional Development
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Figure 7.4 Timeline (in years) of emotional development across the lifespan.

development at later stages of childhood, adolescence, and even
adulthood.

During the preschool years, children begin to learn the na-
ture of the relationship between emotions and behaviors. They
begin to understand the culturally defined rules associated with
affect expression and consequently begin to mask their emotions.
This is also the period when the Oedipus impulses are most evi-
dent and children must deal with both their conscious attraction
to the parent of the opposite sex and their fear of potential retali-
ation from the same-sex parent.

As children move into the school years, they experience the
full range of adult emotions, although there is at least a qualita-
tive sense that during the prepubertal period there is less intense
expression of affect. Although sadness is easily recognized from
the second year of life, prolonged periods of depressed affect are

rare during this period. However, temperamental styles tend to
emerge and, specifically, behavioral inhibition can become more
clearly appreciated within the context of increasing social and
educational demands (Kagan ef al., 1989).

In adolescence, emotions are more intensely displayed.
Capacities for abstraction permit adolescents to consider factors
outside their own immediate emotional experience and they are,
therefore, more emotionally interactive than at any previous pe-
riod of development. Emotions in adolescence exert an increas-
ingly important role in guiding behavior and become a sustaining
motivation for behaviors and mediate relationships with peers
and family. During this period, there is an emergence of a greater
incidence of affective disorder and anxiety. Similarly, there is a
dramatic increase in suicidal behavior that is in part associated
with cognitive ability. At this point, there is a greater reflection
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Figure 7.5 Shifts in distribution of defensive vignettes shown by 95 subjects at adolescence, young adulthood, and middle age (A/0
indicates acting out, Fan, fantasy; P/A, passive aggression; Hypo, hypochondriasis; Proj, projection). (Source: Vaillant GE [1976]
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on aspects of existential crisis, which can be experienced from
more complex vantage points.

A perspective on the evolution of defense mechanisms
as regulators of affect suggests that a hierarchy of more sophis-
ticated and effective defensive strategies emerge throughout
adolescence and adulthood (Vaillant, 1993). Figure 7.5 illustrates
the evolution of defense mechanisms during adulthood. A time-
line of emotional development during the course of the lifespan
is presented in Figure 7.5.

Social Development
It has become widely appreciated that infants are socially
interactive from the first days of life. The strong tie that parents
feel for their infants has been referred to as the parent—infant bond.
Between 7 and 9 months of age, infants develop separation protest
and a negative reaction to the approach of a stranger. During the
second half of the first year, the attachment of the infant to his or
her parents evolves. The primary role of the attachment figure is
the provision of a secure base from which the infant can begin to
explore a wider social environment (Ainsworth et al., 1978). It
is within the context of the attachment relationship that the first
Eriksonian state of “basic trust’ is achieved.

Attachment is the affectional connection that a baby de-
velops with its primary caregiver, most often the mothering per-

son, which becomes increasingly discriminating and enduring.
It is the availability and responsiveness of the mother or other
caretaker that is ultimately the most influential in determining
the strength and safety of the attachment system. The infant’s
attachment behavior is an attempt to bring stability, predict-
ability and consistency to his or her world through drawing the
mother closer. There is an extensive literature on and theories
about what occurs in the mental life of infants and children dur-
ing the attachment process. At the risk of over-simplifying, the
most intriguing and clinically useful of these theories focuses on
the process of internalization. Internalization is the mechanism
for building psychological structure. More specifically, it is an
attempt to describe how the child achieves an increasingly stable
and sophisticated view of himself and the world around him. The
acquisition of internal representations of the infant and those who
care for him are the building blocks of identity formation and in-
dividuation. The former includes the capacity for relatedness and
cohesiveness of self and the latter refers to the establishment of
autonomy or separateness. Table 7.4 summarizes patterns of at-
tachment. There is an extensive literature on attachment patterns
and subsequent development of psychopathology (Kay, 2005).
By 18 months, play begins to be more directed toward
peers, but this does not become the predominant form of play
until the third year. Along with the striving toward autonomy that
characterizes Erikson’s second stage, there emerge more negative



Table 7.4

States of Arousal Characteristics

Regular respirations, limited
movements

Quiet sleep

Active sleep Rapid eye movements, irregular
respirations, large muscle paralysis

Most common state in newborn period

Drowsy Transitional state between sleep states

and waking states

Quiet alert Sustained gaze, limited movements,
maximal alertness

Limited in first few weeks

Active alert Active movements, mild distress

occasionally

Crying Unable to attent to other stimuli

affective interactions within the context of the attachment
relationship. This phenomenon is widely recognized within the
popular culture as the arrival of the “terrible twos’’. However,
the quality of the attachment relationship earlier in life has been
shown to predict better preschool social adaptation and a stronger
sense of self-worth. Included in it is the observation that patterns
of social dominance become established during the third year of
life and that insecurely attached preschoolers exhibit more conflict
and aggression in the establishment of their social status. These
early social strivings are compatible with Erikson’s third stage,
which has as its central developmental objective the achievement
of initiative within the context of potential failure and guilt.

Gender differences emerge by 2 years of age. Boys are
more aggressive and tend to play with toys that can be manipu-
lated. Girls prefer doll play and artwork. However, boys and girls
also engage in both types of play. By the end of the third year,
gender preference in play has emerged, and the preference is
to play with children of the same sex. This preference remains
throughout childhood. Associative play, which refers to play
that involves other children and the sharing of toys but does not
include the adopting of roles or working toward a common goal,
becomes more prominent during the preschool years. Coopera-
tive play also emerges along with a strong tendency to include
elements of pretend play into the cooperative sequences. The cul-
tural context begins to shape the nature of social interaction even
at these earliest stages of development.

During the school years, the role of peers in shaping so-
cial behavior becomes predominant. Small groups form, and the
concept of clubs becomes important. Shared activities, including
the collection of baseball cards or doll clothes, are a common

Table 7.5

® Disengagement from parents along with ability to make
decisions about onw’s life

® Value system respecting self and others

® Solid employment, possibly beginning a vocation

® Fixed sexual identity

® | ong-term sexual relationship
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and important characteristic of this period. Sharing secrets and
making shared rules also serve as organizing social parameters.
Social humor develops, and appearance and clothing become an
important social signaling system. It is a time of practicing and
developing athletic, artistic and social skills that are associated
with Erikson’s fourth stage of achievement of industry within the
context of a sense of potential interpersonal inferiority.

In adolescence and throughout the adult years, social and
sexual relationships play a complex and powerful role in shap-
ing experience. With the onset of strong sexual impulses and in-
creasing academic and social demands in adolescence, the role
of peer influences in shaping both prosocial and deviant behav-
ior becomes powerful. Adolescence is the period during which
Erikson described the central objective to be the establishment of
an individual identity, and there has been wide acceptance of this
sense of self-occurring within the context of the social and cul-
tural experience. Table 7.5 describes the tasks of adolescence.

The roles of adulthood are complex and focused on the
most basic issues of marriage, parenting, working and dealing
with death. The key to understanding the sequential nature of
adult development lies in the appreciation of both the relative
complexity and the inner threat of the tasks and commitments
that must be mastered. The twin anxieties of young adulthood
involve the abilities to commit to one person and one job without
sacrificing autonomy. Prospective studies suggest that by midlife
a major developmental task for women is to achieve traits of in-
dependence, rationality and self-direction. Similarly it becomes
equally enriching for men in midlife to achieve warmth, emo-
tional expressiveness and relatedness (Vallant, 1977; Gutttman,
1977). Individuals who achieve generativity almost always have
evolved to stages of identity formation, achievement of intimacy
and career consolidation. It is important to note that within the
various Eriksonian stages, a selfless generativity reflects a clear
capacity to care for and guide the next generation. The final stage
of adult development, achieving integrity, may be compared to
putting a garden to bed for the winter. Reflection on one’s life
facilitates coming to terms with it and accepting the past.

A timeline of social development during the course of the
lifespan is presented in Figure 7.6.

Moral Development

The newborn infant lives in an interactive world but one that is
free of moral directives or structure. However, by the second
year of life, the emergence of “moral emotions’” such as empathy,
pride, embarrassment, shame and guilt demonstrates that the be-
ginning of a code of moral behavior, in the most primitive sense,
is being established. Moral emotions evoke a sense of shared ex-
perience with important others that is central to the process of
moral internalization. By 36 months, most children demonstrate
the internalization of parental standards even when their parents
are not available to provide cues or reinforcement. The impor-
tance of emotions in the early evolution of moral behavior during
the preschool years represents a distinct departure from the more
traditional perspective that moral development does not occur
until the establishment of concrete operation.

During the school years, the importance of rules and adher-
ing to them becomes well defined. The moral code tends to be one
of absolutes with strong consequences for transgressors. Extreme
examples of children turning their parents into authorities be-
cause of political resistance provide a sobering perspective on the
strength of the convictions of some children. However, for most
boys and girls during this period, interpersonal relationships with



104

Part Il « A Developmental Perspective on Normal Domains of Mental and Behavioral Function

Social Development

Interactive communication occurs
Vocalizations become social
Emergence of turn taking

in vocalizations
Social smile appears

reactions appear

Solitary play

Parallel play

Separation protest and stranger

Emergence of gender differences

Associative play

Cooperative play

I
0 1 2

|
3 4 5

Primarily unisex friendships

Rise in social consciousness with respect to what is "in

Peers become more influential

Conflicts with parents increase

Develop opposite sex friendships

\

Sexual experimentation
Experimentation with substances

\

I 1 1 1
14 16 18 20

Marriage

*kk *kk

Adapting to parental death

Adapting to
spousal death

I 1 1
20 30 40

*** = Periods of high risk for divorce

I I >
60 70

Figure 7.6 Timeline (in years) of social development across the lifespan.

peers or siblings are a consideration in the determination of “cho-
sen outcomes’ when situational paradigms designed to clarify
moral priorities are presented (Smetana et al., 1991). There appears
to be some gender difference in the quality of mercy demonstrated
during the school years. Girls are more concerned with aspects of
human interaction and boys preferentially seek blind justice.

The later evolution of moral principles is a complex pro-
cess. With the development of abstract reasoning, adolescents
progress through Kohlberg’s (1964) stages of conventional mo-
rality, which entail meeting the expectations of others (stage 3)
and subsequently accepting the maintenance of societal norms
and rules as an appropriate standard (stage 4). These stages do
not progress in a strictly sequential manner. Stages 5 and 6, which
ultimately lead to the conviction that moral principles of justice
should supersede those of human-made laws, have not been eas-

ily codified either, given the influence of complex emotions on
behavior and the well-documented moral inconsistencies that oc-
cur over the course of adult development (Gibbs, 1979).

A timeline of moral development during the course of the
lifespan is presented in Figure 7.7.

Developmental Psychopathology

Risk and Protective Factors

The risk and protective factor model is a paradigm that facilitates
the understanding of developmental deviations. It can be applied
at any stage of development. Risk factors have been divided into
three large categories: those at the level of the individual, the
family and the community.



Chapter 7 ¢ A Psychiatric Perspective on Human Development

Moral Development

Premoral period
Emergence of normative standards
Emergence of "moral" emotions

Empathy, pride, shame,
and guilt develop

Social conventions and moral rules
Struggle with moral dilemmas

0 1 2 3 4 5

Kohlberg's stages of development

Stage | predominates
Stage Il predominates
(Stage IV emerges)

Stage Il predominates
(Stage V emerges)

Egocentricity

Rules considered inviolable

Emergence of ability to consider
social problems mutable

Development of mutual perspective taking

6 8 10 12 14 16 18 20

Kohlberg's stages of development

Stage IV predominates

I I I
20 30 40

I I >
60 70

Figure 7.7 Timeline (in years) of moral development across the lifespan.

The first category of risk factors is defined at the level of
the individual. Both physical and emotional considerations are
relevant. Examples include atypical genetic polymorphisms, defi-
cits in perception and high levels of generalized anxiety. Variable
possibilities for adaptation exist, but for a trait or condition to be
considered a risk factor there must be a demonstrated increase in
the probability of subsequent emotional or behavioral disorder
associated with the factor.

The second category of risk factors is conceptualized at the
level of the family. One of the classic examples of a familial risk
factor is a parent with a serious mental illness. It is difficult to de-
fine the mechanism by which this risk is transmitted. Each parent
provides exactly one-half of the genome of the child. However, par-
ents are also in a powerful position to shape the early environment
of their children. The full range of family risk factors is quite broad,
and extends beyond the influence of single individuals within the

family to include the impact of family dynamics which influence
the development of the child. For example, a scapegoated child in
a family environment that tolerates overt child maltreatment is at
particularly high risk for the development of psychopathology.

The third category of risk factors is defined at the level
of the community. Discrimination based on ethnic or racial
status falls into this group of risk factors, as does social
disadvantage. Although there is little controversy regarding
the negative consequences of discrimination and poverty, the
quantification of this risk has been problematic. Community risk
factors rarely occur in the absence of individual and familial risk
factors, making it difficult fully to understand their specific
influence. Table 7.6 elucidates some important developmental
risk factors.

One strategy that has been used to determine the overall risk
for developmental psychopathology is to add up the specific factors
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Development Risk Factors

Risk Factors Biological Effect Psychological Effect

Social Effect

Poverty Malnutrition Attachment problems

Disturbed affective
responsiveness, poor social
interaction, attachment
problems

Child maltreatment ~ Trauma effects, failure to thrive

Maternal substance
abuse

Impaired prenatal central nervous
system development

Inconsistent and unpredictable
parenting, attachment
problems

Family dysfunction, environmental
threat

Antisocial behavior and conduct
disorder

Family dysfunction

Premature birth and
serious illness in
infancy

Delayed or disrupted central
nervous system development,
increased development disorders

Increased parental stress

Environmental destabilization

that a child must deal with, creating an adversity index. This has
been accomplished for young children (Sameroft, 1986) as well as
applied torisk factors occurring later in development (Rutter, 1985a,
1985b). Most individuals can cope with a small number of risk
factors, particularly if protective factors are also present. However,
under the weight of multiple risk factors, most individuals begin
to show signs of disturbance. Sophisticated research designs have
been developed to estimate relative contributions (Topolski et al.,
1997). Curiously, the quantitative effects of protective factors have
been less extensively studied, although investigations into the life
course of resilient individuals provide some understanding of these
factors (Mrazek and Mrazek, 1987).

Resilient children represent one of the most fascinating
opportunities to understand the mechanisms by which risk and
protective factors interact. The study of the children of mothers
with schizophrenia or bipolar disorder has been an area of inves-
tigation that is of particular interest to psychiatrists. Perhaps this
is because these children have been perceived to have had both
a high risk for the inheritance of genes that confer poor adap-
tive skills and the misfortune of having a parent with impaired
capacities for sensitive responses to their early developmental
needs. What is striking is that some of these children turn out to
be productive and happy adults despite what appear to be over-
whelming odds.

In adulthood, resilience depends on the ability to find, use
and internalize social supports. Throughout the life span, maturity
of'ego defense is animportant characteristic of resilience (Vaillant,
1993). The use of mature defenses has been associated with
health — whether health was defined as the presence of successful
objective life adjustment, the absence of psychopathology, or the
achievement of subjective self-satisfaction. The number of risk
and protective factors appears to be more significant than the
specificity of stressors.

A timeline of the development of psychopathology during
the course of the lifespan is presented in Figure 7.8.

High-Risk Periods for Psychopathology

Psychiatrists who treat children and adolescents are par-
ticularly aware of the precursors and onset of psychiatric
illnesses. Two examples of age-specific vulnerabilities will be
discussed, but Figure 7.8 gives an overview of the periods of
most probable onset for many of the major psychiatric disor-

ders. The first example is autism, which is unusual in both its
invariant early onset and its striking presentation. The second
is suicide, which is particularly interesting because of epi-
sodic periods of particularly high risk during the developmen-
tal course.

Autism is a disease of early onset that has been shown to
have a strong genetic basis. Nevertheless, the role of the environ-
ment in affecting the onset of autism is still striking, as demon-
strated by the quite dramatic variability in the symptom presen-
tations and ultimate adaptations of monozygotic twins. Autistic
children appear normal at birth. During their first months of life,
they begin to develop severe deficits in their capacity to form re-
lationships and communicate with others. Once fully expressed,
autism has a devastating impact on the subsequent development
of afflicted children. What is perhaps most striking is the inevi-
tability of early expression as there are no examples of onset later
in childhood or adolescence.

Suicide provides a sharp contrast to autism. Suicide is
highly associated with mental disorder in general and affective
disorder in particular. It has also been shown to be moderately
heritable. Whereas the onset of suicidal thoughts does occur in rare
cases in the preschool period, the capacity to commit suicide in-
creases with age. After puberty the rate of suicide increases nearly
tenfold. The underlying explanation for this dramatic increase is
complex and involves consideration of risk factors at the level of
the individual, family and community. However, the ultimate life
course pattern is striking, as there is a second dramatic increase in
suicidality in the later years of life. The explanation for this sec-
ond increase usually focuses on the increase in medical problems
of the elderly, but the multiple emotional losses of these years also
provide a vulnerable context for depression and despair.

Interlineal Decalage

Piaget and Inhelder defined uneven developmental progress of
specific cognitive abilities as a decalage (1969). Psychiatrists
must often help patients deal with a decalage across lines of de-
velopment. Although this chapter is largely devoted to the expla-
nation of normal development, there has been a systematic effort
to illustrate how deviations in development may lead to the onset
of developmental psychopathology. Normality can be defined as
a multilineal progression of development without a decalage, or
unevenness of progress, across any of the primary domains of
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Figure 7.8 Timeline (in years) showing the development of psychopathology across the lifespan.

function. Normal children learn to think, to make friends, to deal
with intense affects, and to honor the customs of their society.
Problems occur when development is uneven. The patterns of
these interlineal decalages are varied and their complexity is in
large part one of the persistent areas of fascination for psychia-
trists. To illustrate this process, two straightforward decalages
are discussed. Finally, a more complex example of a severe arrest
in development is presented.

Cognitive delays can result in a decalage in which a teen-
ager has the mental capacity of a second-grader while having the
sexual urges and emotional swings of a normal adolescent in high
school. The cognitive ability of such a teenager may not be per-
ceived as abnormal in the context of a protected classroom. How-
ever, within the general population, he will be clearly labeled as

deviant and will be at high risk for experiences that will place
him in jeopardy for negative social and academic outcomes. Be-
yond dealing with the obvious limitations in achievement, there
are also emotional risks to be considered if intellectual limita-
tions cannot be placed within a context that protects such an ado-
lescent from ridicule and humiliation.

Emotional delays provide a similar potential for a variety
of decalages. A child who is cognitively normal or even preco-
cious may remain emotionally immature. The decalage can be
widened if intensive academic effort and subsequent successes
become the predominant strategy that the child develops for deal-
ing with social awkwardness or peer rejection. Temper tantrums
that were expected in the early years become less easily tolerated
in the child “genius” who repeatedly demands to have family
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and social events orchestrated on her or his terms. In more severe
cases, frustration and despair may interfere with adaptation in the
same way that they do in the child who is cognitively delayed.

If a domain of function becomes arrested, the decalage
becomes more severe. In these cases, overt psychopathology often
results. A clear example is the development of conduct disorder
and, subsequently, antisocial personality disorder. In these
individuals, physical, cognitive and social developments appear
to be progressing well, but a specific deficit in the development
of moral judgment occurs. In some cases, the deficit is best
described as the persistence of an immature sense of right and
wrong, but in other adolescents there is a deviant development of
amorality that is abnormal at any stage of development. Given the
resistance of adults with antisocial personality disorder to current
treatments, there is a strong case for focusing on the origins of
this developmental decalage with the expectation that earlier
intervention may be more effective than later efforts to treat.

The Psychiatrist as a Developmentalist

All psychiatrists inevitably become students of development. The
life histories of their patients demand developmental formulations
to achieve a sense of understanding of the origins of the present-
ing symptoms and disturbing behaviors that bring the patients to
psychiatric treatment. Perhaps one of the most poignant exam-
ples is Huntington’s chorea. The gene that causes this disease has
been identified, and it is possible to know accurately whether an
infant is destined to struggle with the symptoms of this crippling
disability many decades in the future. Yet it is the life experi-
ences of this individual that shape many of the coping strategies
that determine the ultimate outcomes of these future struggles.
Anticipating the challenges of later life and understanding the
origins of the strengths and weaknesses of each patient are at the
core of the therapeutic process, whether it involves influencing
the balance of the central neurotransmitters or identifying and
supporting available community resources.
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CHAPTER

Psychopathology Across
the Life-Cycle

Psychopathology is the study of the nature and causes of mental
disorders. Because definitive etiologies for most mental disorders
have not been identified, psychopathology for the most part is
focused on the myriad manifestations of psychiatric illness. An
elusive concept itself, mental disorder has been defined in the
Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition, Text Revision (DSM-IV-TR) (American Psychiatric
Association, 2000, p. xxxi) as “a clinically significant behavio-
ral or psychological syndrome or pattern that occurs in an indi-
vidual and that is associated with present distress (e.g., a painful
symptom) or disability (i.e., impairment in one or more important
areas of functioning) or with a significantly increased risk of suf-
fering death, pain, disability, or an important loss of freedom”.

The manifestations of psychiatric illness can be grouped
into five broad domains of human functioning: 1) consciousness,
orientation, memory, and intellect; 2) speech, thinking, perception,
and self-experience; 3) emotions; 4) physical functioning; and 5)
behavior and adaptive functioning. These five areas encompass the
processes by which humans know about themselves and the world
around them; how they think, reason, learn, and express themselves;
how they feel and express these feelings; how they perceive their
bodies and experience their sensations and essential functions; and
how they act and react to both internal and external stimuli.

In this chapter, we discuss the ways in which psychiatric ill-
ness presents across the life-cycle and in which the manifestations
of disorder may vary according to the patient’s developmental life
stage (e.g., infancy, childhood, adolescence, adulthood and late
life). We also discuss variation by gender, because psychiatric dis-
turbance often takes different forms in men and in women. Fun-
damental to our discussion is the notion that different life stages
(and genders) are associated with differential incidence and preva-
lence rates of particular mental disorders as a result of the devel-
opmental tasks of the epoch and corresponding stressors (Rutter,
1989a). Thus, developmental considerations may help to explain
both the origins of individual disorders and their course (Rutter et
al., 1994). In addition, age appears to have a pathoplastic effect on
the manifestations of psychiatric illness such that the same disor-
der may have different manifestations at different ages.

Continuity, Persistence and Progression
Across the Life-Cycle

Epidemiological research suggests that considerable stability
or continuity of mental disorders can be observed from child-
hood into adolescence, at least for broad diagnostic groupings.
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In particular, behavior disorders in childhood are associated with
increased risk of behavior disorders in adolescence, especially
for boys, and childhood emotional disorders are associated with
increased risk of adolescent emotional disorders, especially for
girls (Costello and Angold, 1995). The more severe the disorder,
the more likely it is to persist (Cohen et al., 1993a). In addition,
epidemiological surveys of adults indicate that the age at onset
of disorders for many patients was during adolescence, further
reinforcing the notion of persistence or progression of disorders
from childhood across the life-cycle (Burke ef al., 1990).

Stress-diathesis Model of Psychopathology
Theories of the causes of mental disorders are many and are the
subjects of other chapters. For simplicity, we take the position
that etiology in psychopathology is multifactorial. Most mental
disorders are likely to be caused by both a predisposition or vul-
nerability at the level of brain biochemistry and experience with
acute life events or chronic stressful life circumstances. Such a
model helps to explain why a person with a strong family history
of depression, for example, may be asymptomatic for long peri-
ods but may experience depression after a loss.

Pathoplastic Effects of Age

Age appears to influence psychopathology in three ways (Table 8.1).
A few mental disorders appear almost to be age-specific and not to
occur outside a certain age range. Feeding disorder of infancy or
early childhood (failure to thrive) is a disturbance restricted to the
first several years of life because of a child’s total dependence on
caregivers for food during this time. Dementia of the Alzheimer’s
type is much more common after the age of 65 years; few cases
develop before age 50 years.

More commonly, disorders that may occur at virtually
any age have an usual onset at certain stages in life. Mental
retardation, learning disorders, disruptive behavior disorders and
elimination disorders, among others, usually have their onset and
are first diagnosed during childhood. The median age at onset for

Table 8.1
Age specificity of disorders

Usual age at onset
Age effects on symptom expression
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the first psychotic episode of schizophrenia is in the early to mid-
twenties for men and in the late twenties for women (American
Psychiatric Association, 2000).

Most mental disorders can occur at various times in life’s
stages. Some of these are expressed differently depending on age.
For example, although the core symptoms of major depression
are the same regardless of a person’s age, in children somatic
symptoms, irritable mood and social withdrawal may be espe-
cially common. In depressed elderly persons, cognitive symp-
toms such as memory loss, disorientation and distractibility may
predominate.

Problems of Childhood

Individual Differences

Children differ from each other in ways that affect their psy-
chological functioning from birth. They differ in intelligence,
in temperament and in genetic endowment for both risk for and
resilience against mental disorder.

Intelligence is the ability to reason, plan, think abstractly,
solve problems, understand and learn. Average intelligence is as-
sociated with a score of 100 (IQ) on a standardized intelligence
test. About 67% of children have 1Qs between 85 and 115 and
about 95% between 70 and 130. Estimates of the heritability of IQ
range from 0.4 to 0.8 (Plomin, 1990) indicate that heredity plays
a larger role than environment. Higher intelligence is correlated
with successful adaptation in life, and substantially reduced in-
telligence is associated with developmental and behavioral prob-
lems and functional impairment (see the discussion of mental
retardation).

Types of Problems
Psychopathology in childhood falls into four major groups of
problems (Table 8.2). Many of the disorders of childhood appear
to be severe forms of problems that are more or less continuously
distributed, common and “normal” occurrences. Thus, clinical
depression may appear to be a severe form of sadness and disap-
pointment, conduct disorder a severe form of aggressiveness, and
anorexia nervosa a severe form of adolescent dieting and dissat-
isfaction with body shape (Rutter and Sandberg, 1985).
Estimates are that 5 to 15% of 9- to 10-year-old children
suffer from an emotional or behavior disorder of sufficient
severity to cause impairment in everyday functioning (Cox,
1994). The co-occurrence of several disorders (i.e., comorbidity)
is common in childhood (Caron and Rutter, 1991). As can be seen
in Table 8.3, comorbidity both within and between disorder types
can be observed.

Developmental Problems
Childhood is a time of growth, physical and social maturation,
and the acquisition of skills necessary to deal independently and

Psychopathology in Childhood

Developmental problems
Emotional problems

Behavioral problems

Problems in physical functioning
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Common Patterns of Comorbidity in

Childhood

Disorder Type or
Specific Disorder

Comorbid Disorders

Intellectual (mental
retardation)

Learning disorders

Motor skills
disorders
(developmental
coordination
disorder)

Communication
disorders

Pervasive
developmental
disorders

Anxiety disorders

Depressive disorders

Behavioral disorders

Feeding disorders

Elimination disorders

Attention-deficit/hyperactivity
disorder

Pervasive developmental disorders

Stereotyped movement disorder

Mood disorders

Disorders due to general medical
condition

Other learning disorders

Conduct disorder

Oppositional defiant disorder

Attention-deficit/hyperactivity
disorder

Major depressive disorder

Dysthymic disorder

Communication disorders

Medical conditions (e.g., lead
poisoning, fetal alcohol syndrome)

Communication disorders

Other communication disorders

Learning disorders

Motor skills disorders

Enuresis

Attention-deficit/hyperactivity
disorder

Mental retardation

Pica

Communication disorders
General medical conditions

Other anxiety disorders
Major depressive disorder
Behavioral disorders

Anxiety disorders

Other behavioral disorders
Learning disorders
Communication disorders
Mood disorders

Anxiety disorders
Substance use disorders
Somatoform disorders
Tourette’s disorder

Mental retardation

Mental retardation

Other elimination disorders
Parasomnias

Oppositional defiant disorder
Conduct disorder

Continues




Table 8.3

Disorder Type or

Specific Disorder Comorbid Disorders

Tourette’s disorder Obsessive—compulsive disorder
Attention-deficit/hyperactivity
disorder

Learning disorders

successfully with the environment. Children who are greatly
delayed in their development or who never acquire the requisite
skills or maturity associated with their developmental stage have
developmental problems. Developmental disorders fall into five
main types: intellectual, learning, motor skills, communication
and pervasive developmental disorders.

The most severe developmental problems are evident in
infancy. For example, the infant with autism may manifest limited
eye contact, facial responsiveness and smiling, and may be difficult
to hug or may appear to dislike physical contact. Restricted social
relationships emerge, however, after the third or fourth year of
life. For children with other pervasive developmental disorders,
infancy may be normal, with the onset of the abnormal behavior
occurring months or even years after birth. In milder forms, such
as Asperger’s syndrome (Tantum, 1988), in which communication
skills are spared, a pervasive developmental disorder may not be
recognized until preschool or the actual beginning of school. The
course after diagnosis is variable, depending on the subtype.

Emotional Problems

The emotional problems of children involve anxiety and
depression. Although these problems have counterparts in adults,
children frequently experience and express their disturbances of
feelings or emotions differently from adults. Because of their
more limited vocabulary and understanding of emotional life,
children may not express their emotional distress verbally as
well as some adults do. Thus, even in the emotional disorders of
childhood, disturbances in behavior and in physical functioning
are apt to be prominent in the clinical presentation. Children are
not unlike so-called alexithymic adults, whose expression of
emotions is indirect and nonverbal.

Some children may be excessive worriers in general.
They may worry about school performance, athletic prowess,
appearance and popularity, parental expectations, potential
catastrophic events, and so on. Children who worry exces-
sively are said to have generalized anxiety disorder. Moody
periods are common in children, but children may also ex-
hibit prolonged and persistent disturbances of mood, usually
depression.

The manifestations of mania in younger children may
involve irritability, emotional lability, or admixtures of dys-
phoria and hypomania, as well as more typical symptoms of
hyperactivity, grandiosity, pressure of speech and distractibility
(Carlson, 1990; Strober et al., 1989). As many as one-third of
children with major depressive episodes may show bipolar
disorder by adolescence (Geller et al., 1994). Early-onset bi-
polar disorders may have a poorer prognosis than later onset
disorders. Childhood major depressive disorder also appears to

Chapter 8 ¢ Psychopathology Across The Life-Cycle 111

increase the risk for the development of personality disorders in
young adulthood (Kasen et al., 2001).

Behavior Problems

Behavior problems in children fall into the general groupings of
oppositional behavior, hyperactivity, excessive aggressiveness
and conduct disturbance. An appropriate degree of control over
behavior is a necessary development for a child to function in a
family, in school, and with peers.

Disturbances in Physical Functioning
A number of developmental tasks of childhood involve primarily
physical functions. These include developing proper eating and
sleeping habits (Wolke, 1994), bowel (Hersov, 1994) and bladder
(Shaffer, 1994) control and sexual identity (Paikoff and Brooks-
Gunn, 1994). Disturbances may occur in these functions during
childhood.

Table 8.4 summarizes the estimated prevalence and sex
distribution of DSM-IV-TR mental disorders seen in children.

Problems of Adolescence

Adolescence is the period of life between puberty and age
19 years. For the great majority of children, the physiological
events of puberty signify the end of childhood. Achievement of
financial independence from the family of origin through work
and formation of love relationships outside the family usually
signify the end of adolescence and the beginning of adulthood.
In the modern world, these goals may not be attained until the
early or middle twenties or later. There are many important
developmental phases in adolescence. Although moody,
confused and rebellious “adolescent turmoil” is no longer
considered the norm for young people, some emotional troubles
are fairly common. These may turn out to be symptomatic
of nothing more than the stresses and strains of normal
development, or they may be the early signs of significant
psychological disturbance.

Types of Problems

Common problems of adolescence are listed in Table 8.5. Rarely,
schizophrenia may have a late adolescent onset. As might be ex-
pected, comorbidity is common among disorders of adolescence.
Table 8.6 summarizes these patterns.

Problems in Self-image

and Physical Functioning

Disturbances in body image and eating behavior have peak ages
at onset during adolescence and early adulthood. Persistence
of disturbed eating behaviors into early adulthood is often
accompanied by the development of personality disorders in
many cases. Bulimia nervosa has been shown to be associated
with borderline personality disorder in contrast with anorexia
nervosa, which was found to be associated with avoidant
personality disorder (Skodol et al., 1993).

Although adolescents tend to sleep late, excessive daytime
sleepiness may become a problem during adolescence. Excessive
sleepiness may indicate the onset of narcolepsy, a rare disorder
characterized by sleep attacks, accompanied by cataplexy
(sudden, bilateral loss of muscle tone), and/or hypnopompic or
hypnogogic hallucinations or sleep paralysis (Regestein, 1994).
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Prevalence and Sex Distribution of Mental Disorders of Childhood

Type of Problem Specific Disorder Estimated Prevalence* Predominant Sex
Developmental Mental retardation Rare Male
Intellectual Reading disorder Less common Male
Learning Developmental coordination disorder ~Common Male
Motor skills
Communication Expressive language disorder Less common Male
Mixed receptive—expressive Less common Male
language disorder
Phonological disorder
Stuttering Less common Male
Rare Male
Pervasive Autistic disorder Very rare Male
Rett’s disorder Very rare Female (only)
Childhood disintegrative disorder Very rare Male
Asperger’s disorder Very rare Male
Emotional Anxiety Separation anxiety disorder Less common Female
Specific phobia Less common Female
Social phobia Rare Female
Generalized anxiety disorder Less common Female
Obsessive—compulsive disorder Rare Equal
Posttraumatic stress disorder NK Female
Selective mutism Very rare Female
Mood Major depressive disorder Rare Equal
Behavioral Oppositional defiant disorder Common Male
Attention-deficit/hyperactivity Less common Male
disorder
Conduct disorder, childhood onset Common Male
Physical functioning Rumination disorder NK Male
Eating Feeding disorder NK Equal
Pica NK NK
Sleep Nightmare disorder NK Female
Sleep terror disorder NK Male
Sleepwalking disorder Less common Equal
Elimination Encopresis Rare Male
Enuresis Common Male
Sexual Gender identity disorder Less common Male
Tic Tourette’s disorder Very rare Male

*Prevalence estimates are as follows: common, .5%; less common, 2—-5%; rare, 1-2%; very rare, ,1%; NK, not known.

A preoccupation with an imagined or exaggerated defect
in appearance may develop in adolescence. Unlike the normal
concerns of adolescents with their physical appearances,
excessively time-consuming concerns that cause great distress
or interfere with functioning suggest body dysmorphic
disorder.

Table 8.7 summarizes the estimated prevalence and sex
distribution of DSM-IV mental disorders commonly seen in
adolescents.

Problems of Early Adulthood
The period between the ages of 20 and 30 years is commonly
referred to as early adulthood.

Early Adult Development

Developmental tasks of early adulthood include achieving emo-
tional and financial independence from parents and forming
intimate relationships with people outside the family of origin.
Stage-specific stressors include leaving home, education and

Psychopathology in Adolescence

Identity problems

Emotional problems

Behavioral problems

Problems in self-image and physical functioning




Common Patterns of Comorbidity in

Adolescence
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Prevalence and Sex Distribution of Mental

Disorders of Adolescence

Dysthymic disorder

Anxiety disorders

Substance use disorders

Borderline personality
disorder

Mood disorders
Substance-related disorders
Generalized anxiety disorder
Sleepwalking disorder
Enuresis

Mood disorders
Anxiety disorders
Personality disorders

Narcolepsy

Body dysmorphic disorder

Disorder Type or Specific Type of Specific Estimated  Predominant
Disorder Comorbid Disorders Problem Disorder Prevalence* Sex
Mood disorders Anxiety disorders Emotional Major depressive  Common Female
y
Substance use disorders Mood disorder
Eating disorders Bipolar disorder ~ NK Equal
Anxiety disorders Other anxiety disorders Anxiety Panic disorder Very rare Female
Mood disorders Social phobia Rare Female
) ) ) Obsessive— Rare Male
Substance use disorders Substance-induced disorders compulsive
Other substance use disorders disorder
Conduct disorder Conduct disorder Behavioral Alcohol Very common Male
Substance use disorders Substance intoxication
Mood disorders related Substance abuse ~ Common Male
Pathological gambling Mood disorders Disruptive Conduct disorder ~Very common Male
Substance use disorders
Anxiety disorders Impulse Pathological Very rare Male
Trichotillomania Substance use disorders control gambling
Mood disorders Trichotillomania  Rare Female
Anxiety disorders Self-image and
. . . . . physical
Eating dls.orders Major c.lepresswe d1§0rder functioning
Anorexia nervosa Obsessive—compulsive
disorder Eating Anorexia nervosa Very rare Female
Substance use disorders Bulimia nervosa  Less common Female
Avoidant personality disorder Sleep Narcolepsy Very rare Equal
General medical conditions Body dysmorphic NK Equal
Bulimia nervosa Major depressive disorder disorder
Somatoform

career choice, in some cases service in the armed forces, find-
ing and maintaining employment, courtship and marriage, and
sexual relations, among others.

Types of Problems

Problems of young adulthood fall mostly into the categories listed
in Table 8.8. By the end of early adulthood, people have passed
through the ages of greatest risk for first onset of the majority
of recognized mental disorders. Comorbidity between disorders
becomes the rule rather than the exception. In a population sur-
vey in the USA, 14% of those evaluated had three or more life-
time disorders and accounted for more than 50% of the mental
disorders found, both on a lifetime basis and in the year before
the assessment (Kessler ef al., 1994).

*Prevalence estimates are as follows: very common, .0%; common,
5-10%; less common, 2-5%; rare, 1-2%; very rare, ,1%; NK, not
known.

The relationships between comorbid “disorders” are
complex. Whether they indeed represent independent entities
with distinctive etiologies, pathogenetic mechanisms and
outcomes, or merely reflect different ways in which fundamental
psychopathological disturbances are manifest over time, between
sexes, or across aspects of psychological functioning remains to
be determined. In some cases, one disorder is clearly antecedent
to another. Examples include disorders of childhood, such as
separation anxiety disorder or conduct disorder, that evolve into
adult versions — in these cases, panic disorder with agoraphobia
or antisocial personality disorder, respectively. Sometimes, as
in the case of attention-deficit/hyperactivity disorder, residual
symptoms persist and form the basis for developing problems such
as substance abuse or personality dysfunction. At other times,
a second disorder may develop as a consequence of a primary
disorder — in reaction to it or as a complication. Examples include

Psychopathology in Early Adulthood

Emotional problems

Problems of behavior and adaptive functioning
Problems in physical functioning

Problems in reality testing
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major depressive disorder developing after a person has been
incapacitated by panic disorder with agoraphobia, or sedative,
anxiolytic, or alcohol abuse developing because the person
attempted to self-medicate for the condition. Alternatively,
disorders appear more or less contemporaneously and reflect
an underlying diathesis or vulnerability. Thus, patients present
with several disorders, all suggestive of a problem of generalized
impulsivity, such as bulimia nervosa, a substance use disorder
and an impulse control disorder (e.g., kleptomania). Personality
disorders often develop in the context of underlying traits affecting
specific capacities such as impulse control or interpersonal
relatedness, as dysfunction becomes widespread.

Table 8.9 summarizes patterns of comorbid mental disor-
ders in early adulthood.

Emotional Problems

Although disturbances in mood can occur at any age, the peak
ages of onset of mood disorders are probably in the twenties.
Mood disturbances may be acute and episodic or insidious and
chronic. They may be relatively mild or severe and may be ac-
companied by psychotic features or suicidal behavior. The most
common mood disorders are major depressive disorder, dys-
thymic disorder, bipolar disorder and cyclothymic disorder.

Although several anxiety disorders have their onset most
often in childhood or adolescence, as previously described, others
have increased risk for onset in early adult life. In particular,
many cases of acrophobia (fear of heights) and situational
phobias, such as of elevators, flying, or closed places, develop in
early adulthood (American Psychiatric Association, 2000). There
is arise in the rate of panic disorder in women in early and middle
adult life (Regier et al., 1988). Obsessive—compulsive disorder
has a later age at onset in women than in men, during the twenties
rather than the teens. Acute stress disorder and PTSD can occur
at any age but are prevalent in young adults.

Disorders such as panic disorder, other specific phobias,
social phobia and generalized anxiety disorder, which are more
likely to begin in childhood or adolescence, may persist or recur
during early adult life.

The severity, duration and proximity of a person’s expo-
sure to a traumatic event influence the risk of developing either
an acute stress disorder or PTSD (March, 1993). Acute stress
reactions which do not resolve (Classen et al., 1998), peritrau-
matic dissociation (Shalev et al., 1996) or emotional numbing in
response to the stressor (Epstein et al., 1998) predict later PTSD.
Social support, family history, childhood experiences, personal-
ity variables and preexisting mental disorders also affect risk.
Men and women appear equally vulnerable. Dissociative dis-
turbances may occur in the absence of reexperiencing or avoid-
ance symptoms, often in response to severe stress (Spiegel and
Cardena, 1991).

Milder, time-limited reactions to stressors of any severity
may also occur. These are common occurrences that might
follow the breakup of a romantic relationship or the loss of a job.
The symptoms may be of depression, anxiety, or disturbance
of conduct. They cause temporarily decreased performance at
school or work or impairment in social relationships. Provided
that the consequences of the stressor are resolved (i.e., the
person resumes dating or obtains a new job), the course of the
symptoms and impairment should be less than 6 months.

Behavior and Adaptive Functioning
Problems with various types of impulsive behaviors and problems
with adaptive functioning in general seem particularly prone to

Table 8.9
Disorder Type Comorbid Disorders
Mood disorders Other mood disorders

Anxiety disorders

Eating disorders
Substance-related disorders
Personality disorders

Anxiety disorders Other anxiety disorders
Mood disorders
Substance-related disorders
Eating disorders
Somatization disorder

Personality disorders

Mood disorders

Post traumatic stress disorder
Substance-related disorders
Somatoform disorders
Personality disorders

Dissociative disorders

Other substance-related
disorders

Mood disorders

Anxiety disorders

Personality disorders

Schizophrenia and other
psychotic disorders

Eating and sleep disorders

Impulse control disorders

Mood disorders

Anxiety disorders
Substance-related disorders
Eating disorders
Personality disorders

Substance use disorders

Impulse-control disorders

Personality disorders Other personality disorders
Psychotic disorders

Mood disorders

Anxiety disorders

Eating disorders
Substance-related disorders
Impulse control disorders

Somatoform disorders

Sexual disorders
Sexual dysfunctions Other sexual dysfunctions

Mood disorders

Anxiety disorders

Substance-related disorders

Sexual dysfunction

Personality disorders

Mood disorders

Anxiety discorders
Substance-related disorders
Dissociative disorders
Personality disorders

Paraphilias

Somatoform disorders

Substance-related discorders
Personality disorders

Factitious disorders

Source: Data from American Psychiatric Association (2000) Diagno-
stic and Statistical Manual of Mental Disorders, 4th edn., Text Rev.
APA, Washington DC.



become manifest in early adulthood. These problems may de-
velop, in part, secondary to the increased stresses of movement
away from the protective environments of school and family that
characterize the period.

Of major significance in the twenties is the stabilization of
patterns of perceiving, relating to, and thinking about the envi-
ronment and oneself that we call personality. Also, however, in
the twenties, the potential for the development of inflexible and
maladaptive traits that cause distress or interfere with effective
social and occupational functioning may arise. Thus, personality
disorders may become evident.

Disturbances in Physical Functioning

Certain disturbances in physical functioning are likely to become
manifest in early adult life. These include disturbances in sexual
functioning, sleep disturbances and some physical complaints
that cannot be fully explained on the basis of a known general
medical condition.

Certain disturbances characterized by physical complaints
without known medical etiology have a high incidence rate in
early adulthood. Specifically, conversion reactions, hypochon-
driasis and somatization disorder can be first diagnosed in this
age group.

Problems in Reality Testing

Problems in reality testing are reflected in abnormalities of
speech, thinking, perception and self-experience. They are sug-
gestive of psychotic disorders such as schizophrenia. Although
schizophrenia and its counterpart disorder of briefer duration,
schizophreniform disorder, may have an onset in late adoles-
cence (or in later adulthood), the most common age at onset is in
early adult life.

Patients who have illness episodes that are character-
ized by major episodes of mood disturbance, either depressed
or manic, accompanied by schizophrenia-like psychotic symp-
toms and whose delusions and hallucinations are also present
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when mood symptoms are not, are said to have schizoaffective
disorder.

The vast majority of disorders with typical onset in early
adult life persist or recur in middle adult life. Some of these
disorders may also have their initial onset after age 30 years.
Table 8.10 summarizes the estimated prevalence and sex distri-
bution of mental disorders of early adulthood.

Problems of Middle Adult Life

Middle Adult Development

Middle adult life may be applied to ages 30 to 65 years, which
are characterized developmentally by consolidation and
generativity in career and family life. Although potentially
the most productive years of life, they are also fraught with
obstacles and frustrations in the achievement of personal
goals. Common stressors include marriage and divorce,
parenting, career setbacks, recognition of unattainable goals
and death of parents. Any of these may serve as the focus of a
midlife crisis.

Types of Problems

Psychosocial stressors may precipitate episodes of already exist-
ing disorders of virtually any type or initiate disorders de novo.
Relatively few disorders have a typical onset between 30 and 65
years (Table 8.11). They include particular anxiety, psychotic,
sleep and substance-related disorders, and disorders associated
with general medical conditions.

General Medical Conditions

Because medical conditions have increased incidence during
adult life, psychopathological conditions resulting from the direct
physiological effects of general medical conditions are on the
rise. General medical conditions (and their treatments) can cause
delirium, dementia, amnestic disorder, psychotic disorder, mood

Prevalence and Sex Distribution of Mental Disorders in Early Adulthood and Middle Adult Life

Type of Problem Specific Disorder

Estimated Prevalence* Predominant Sext

Emotional
Mood

Major depressive disorder
Dysthymic disorder
Bipolar I disorder

Bipolar II disorder
Cyclothymic disorder

Anxiety Specific phobia

Social phobia

Panic disorder
Obsessive—compulsive disorder
Acute stress disorder

Post traumatic stress disorder

Generalized anxiety disorder

Dissociative amnesia
Dissociative fugue
Depersonalization disorder
Dissociative identity disorder

Dissociative

Adjustment Adjustment disorder

Very common Female
Very common Female
Rare Equal
Very rare Female
Very rare Equal
Very common Female
Very common Female
Less common Female
Less common Equal
NK NK
Less common or common NK
Less common Female
NK NK
Very rare NK
NK NK
NK Female
Very common Equal

Continues
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Prevalence and Sex Distribution of Mental Disorders in Early Adulthood and Middle Adult Life Continued

Type of Problem Specific Disorder Estimated Prevalence* Predominant Sext
Behavior, adaptive Alcohol dependence Very common Male
functioning Amphetamine dependence Less common Male
Substance use Cannabis dependence Less common Male
Cocaine abuse Very rare Equal
Hallucinogen abuse Very rare Male
Inhalant abuse NK Male
Nicotine dependence Very common Male
Opioid dependence Very rare Male
Sedative dependence Rare Female
Substance-induced Alcohol-induced persisting amnestic NK Male
Impulse control disorder§ Rare Male
Intermittent explosive disorder Rare Female
Kleptomania Rare Male
Pyromania Less common Male
Pathological gambling
Personality Paranoid personality disorder Rare Male
Schizoid personality disorder NK Male
Schizotypal personality disorder Less common Male
Antisocial personality disorder Less common Male
Borderline personality disorder Less common Female
Histrionic personality disorder Less common Female
Narecissistic personality disorder Very rare Male
Avoidant personality disorder Very rare Equal
Dependent personality disorder NK Female
Obsessive—compulsive personality disorder — Rare Male
Physical functioning Sexual Premature ejaculation NK Male (only)
dysfunction Vaginismus NK Female (only)
Paraphilias All NK Male
Sleep Primary insomnia NK Female
Primary hypersomnia NK NK
Breathing-related sleep disorder§ Common Male
Somatoform Conversion disorder Very rare Female
Hypochondriasis NK Equal
Somatization disorder Rare Female
Pain disorder§ Very common Female
Factitious Factitious disorder NK Male
Reality testing Schizophrenia Very rare Equal
Schizophreniform disorder Very rare Female
Schizoaffective disorder Very rare Female
Delusional disorder§ Very rare Equal

*Prevalence estimates are as follows: very common, .10%; common, 5-10%; less common, 2—-5%; rare, 1-2%; very rare, ,1%; NK, not known.

TNK, Not known.

ISecond peak in incidence in middle adult life.

§Peak in age at onset in middle adult life

Disorders with Onset in Middle Adult Life

Panic disorder

Delusional disorder

Breathing-related sleep disorder
Substance-induced disorders

Disorders due to general medical conditions
Pain disorder

disorder, anxiety disorder, catatonic disorder, sexual dysfunction,
sleep disorder and personality disorder.

Medical conditions can also act as psychosocial stressors
(Popkin et al., 1987), in which case the prognosis also depends
on the management of the stress and the treatment of the mental
disorder.

The estimated prevalence and sex distribution of the few
mental disorders with a peak in age at onset in middle adult life
are included in Table 8.10.




Psychopathology in Late Life

Memory impairment

Emotional problems

Substance abuse

Problems in physical functioning
Problems in reality testing

Problems of Late Life

Late Life Development

The developmental demands of late life are many. Coping with
physical illness, disability, or a diminished capacity for physical
activity; adapting to retirement or reduced productivity at work;
and dealing with grief after the loss of friends or a spouse are
all frequent and challenging tasks. Maintaining emotional
equilibrium by finding a new balance between desirable and
undesirable events and circumstances (Baltes, 1987) is a major
undertaking.

Types of Problems
Risk for mood disturbances in late life remains high. Other
emotional problems, substance abuse and problems in physical
functioning and in reality testing may occur. However peak age
of risk is mainly for memory, or other impairment associated
with the dementias (Gurland, 1996), or delirium (Table 8.12).
Table 8.13 summarizes the estimated prevalence and sex
ratio of selected mental disorders of late life.

Conclusion

Psychopathology occurs throughout the life-cycle, from infancy
to death. Certain forms of psychopathology are limited to spe-
cific stages in life, but most can occur at any stage. Particular
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disorders have a peak age at onset during specific intervals of
the life-cycle. Some seem related to the developmental themes
of the stage in which they tend to develop. The manifestations of
psychopathology may change in expression in relationship to age.
Men and women differ in their susceptibilities to certain disor-
ders, the age at which they are at greatest risk, certain symptom
patterns, and, in some cases, in their prognoses.

Given the wide range of psychopathology encountered in
the life-cycle, clinicians must cast a wide net in collecting diag-
nostically relevant information. They must exert good clinical
judgment in interpreting the information collected, including a
judicious weighing of the evidence supporting diagnostic criteria.
They must view patients through the filter of their cultural context.
And they must apply accepted diagnostic algorithms to reach the
most accurate diagnosis for each patient’s problem. The remain-
ing chapters in this section are meant to assist in these endeavors.
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Prevalence and Sex Distribution of Mental Disorders in Late Life

Type of Problem Specific Disorder

Memory impairment Dementia of Alzheimer’s type

Vascular dementia

Emotional Major depressive disorder
Mood Other depressive disorders
Minor depression
Anxiety Specific phobia

Panic disorder
Generalized anxiety disorder
Obsessive—compulsive disorder

Substance use Alcohol abuse or dependence

Physi