% BULETINUL ASOCIATIEI BALINT, voL. 10., NR. 37, MARTIE 2008

BULETINUL ASOCIATIEI

BALINT DIN ROMANIA CUPRINS

Almos Bela Trif
FALS ESEU DESPRE BURNOUT-UL
PROFESORULUI UNIVERSITAR 3

Martie 2008, Volumul 10, Nr. 37.

Periodic trimestrial, apare in ultima decada a lunii a treia

din trimestru. Georgian Tiberiu Mustata

CHALLENGING BURNOUT: JOIN, ADD PERSONAL

Fondat — 1999 EXPERIENCE, AND STIR 7

Redactor sef — Albert VERESS M.D. Sc.D. Voichita Dumitru, B. Nemes, Doina Cozman

DE LA STRES LA BURNOUT.
STUDIU PILOT ASUPRA ASISTENTULUI
MEDICAL DE PSIHIATRIE 9

Lector - Almos Bela TRIF M.D., Sc.D., J.D., M.A.

Tehnoredactor — Ors SULYOK

Adrian Lala
SINDROMUL BURNOUT - ASPECTE SPECIFICE
iN PRACTICA MEDICINEI DE URGENTA ........cooee...

Coperta — Botond Miklés FORRO

Comitetul de redactie:

1
Tiinde BAKA, Dan Lucian DUMITRASCU, Evelyn 3
FARKAS, Tosif GABOS GRECU, Cristian KERNETZKY dr. Mioara Tovirnac
(Germania), Holger Ortwin LUX, Csilla MOLDOVAN, MiEDICIN A ESTE SI ARTA?
Iuliu OLTEAN, Gheorghe PAINA, Ovidiu POPA-VELEA, ) 17
Traian STRAMBU, Almos Bela TRIF (USA),
Ionel TUBUCANU, Eva VERESS, Nicolae VLAD, Don Bryant
Robert ZIELINSKI. “A BALINT-GROUP IS NOT JUST
FOR DOCTORS” 1
Adresa redactiei: OR DOCTORS 8
530.111 — MIERCUREA CIUC, Str. Gabor Aron 10. Laura Poanti, Dan L. Dumitrascu
X .
07;21'?12‘; 3356'13)71$36 DIRECTII DE CERCETARE ACTUALE
‘ -812.900, (Dr. Veress) iN MEDICINA PSIHOSOMATICA 23
E-mail: albert.veress@yahoo.com, alveress@clicknet.ro,
wx(viv.balllnt.txhols t:.ro Marie-Anne Puel
. .l,re;';‘ .;C 0“111“1’ SCRISOARE DESCHISA
-mail: abtrif@yahoo.com CATRE ROGER VAN LAETHEM 27
Editat de Asociatia Balint din Roménia NECROLOG — DR. MARC ZSUZSANNA ....ococcrrrcrenn 28
Tiparit la Tipografia Alutus, Miercurea-Ciuc
Manuscrisele sunt supuse lecturii unui comitet de STIRI DIN VIATA ASOCIATIEI 28

referenti, care primeste manuscrisele cu paroli, fara sa
cunoasci numele autorilor si propune eventualele
modificiri care sunt apoi transmise autorului prin

intermediul redactiei.
Toate drepturile de multiplicare sau reeditare, chiar si numai
a unor parti din materiale apartin Asociatiei Balint.
Buletinul este expediat de citre secretariatul Asociatiei Dorim sd stabilim schimburi cu alte publica!ii_
Balint fiecarui membru cu cotizatia achitata la zi.

O o . On désiré établir I’échange avec d’autres
Plata abonamentului si a cotizatiei se face in cont CEC

Miercurea Ciuc, nr. RO26CECEHR0143RON0029733, publications.
titular Asociatia Balint, cod fiscal: 5023579 (virament) We wish to establish exchange with other
sau 25.11.01.03.19.19 (depunere in numerar) publications.

Pretul unui numar la vanzare libera este de 2 EURO/numir

o - Wir wiinschen mit anderen Herausgaben den
la cursul BNR din ziua respectiva.

Abonamentele pentru tarile occidentale costa 50 EURO/an, Austausch einzurichten.
incluzind taxele postale si comisionul de ridicare Desideriamo stabilire cambio con alte
a sumei din banca. publicazioni.
INDEX: ISSN - 1454-6051 Déseamos establecer intercambio con otras
publicaciones.




BULETINUL ASOCIATIEI BALINT, voL. 10., NR. 37, MARTIE 2008

Prezentarea

ASOCIATIEI BALINT DIN ROMANIA

Data infiintarii: 25 iulie 1993

Michael BALINT: Psihanalist englez de origine
maghiard

Grupul BALINT: Grup specific alcétuit din cei
care se ocupa de bolnavi si care se reunesc sub
conducerea a unu sau doi lideri, avand ca obiect de
studiu relatia medic-bolnav prin analiza transferului
si contra-transferului intre subiecti.

Activitatea Asociatiei:

a grupuri Balint,

O editarea Buletinului,

0 formarea si supervizarea liderilor,

O colaborare la scara internationald.

Specificul Asociatiei: Apolitica, nereligioasa,
inter-universitard, multi-disciplinard, de formatie
polivalenta.

Obiective: Formarea psihologicd continua a
participantilor. Incercarea de a imbunatati prin cuvant
calitatea relatiei terapeutice intre medic si bolnav si
a comunicdrii dintre membrii diferitelor categorii
profesionale. Rol de “punte” intre etnii, confesiuni,
categorii sociale, regiuni, tari.

BIROUL ASOCIATIEL:
Presedinte: Albert VERESS;
Vicepresedinte: Tiinde BAKA;
Secretar: Eva VERESS;
Trezorier: Rita-Lenke FERENCZ;
Membri: Csilla HEGYI, Csilla MOLDOVAN,
Attila MUNZLINGER, Ovidiu POPA-VELEA,
Istvan VARADI

Cotizatia se achitd pand la 31 martie a.c.
Cvantumul ei se hotdraste anual de catre Biroul
Asociatiei. In cazul cand ambii soti dintr-o familie
sunt membrii Asociatiei, unul din ei poate cere
scutirea de la plata abonamentului la Buletinul
Informativ, al cirui cost se stabileste anual.

Cei care nu achiti cotizatia pana la data de 31
martie a anului in curs nu vor mai primi Buletinul
din luna iunie, iar cei care nu vor plati cotizatia
nici pana la data de 31 martie a anului urmétor vor
fi penalizati cu 0 majorare de 50%! Cei cu o restan-
ta de doi ani vor fi exclusi disciplinar din Asociatie.

Studentii sunt scutiti de plata cotizatiei, fiind
necesard doar abonarea la Buletinul Asociatiei.

Cotizatia pentru anul 2008 este de 10 EURO (la
cursul oficial BNR din ziua in care se face plata), in
care se include si abonamentul la Buletin.

Taxa de inscriere in Asociatie este de 20 EURO
(nu se fac reduceri studentilor!). Abonamentul costi
4 EURO.

Se primesc articole cu tematicd legatd de activitatea
grupurilor Balint din Romania si din stréinatate, de orice fel
de terapie de grup, de psihoterapie, de psihologie aplicata si
de alte abordari de ordin psihologic al relatiei medic-pacient
(medicind sociala, responsabilitate medicala, bioetica, psiho-
somatica, tanatologie). Materialele scrise la solicitarea
redactiei vor fi remunerate.

Buletinul este creditat de citre CMR ca prestator de
EMC, deci orice articol publicat se crediteaza cu 15 credite
EMC. Abonamentul la Buletin se crediteazi cu 5 credite.

Redactorul sef si / sau lectorul isi iau libertatea de a face
cuvenitele corecturi de forma, iar In cazul neconcordantelor
de fond vor retrimite articolele autorilor cu sugestiile pentru
corectare.

Deoarece revista se difuzeaza si in alte tari, articolele
care nu se limiteazd la descriere de evenimente, adica —
eseurile, expunerile teoretice, experientele clinice — trebuie sa
aiba un rezumat in limba romana si engleza, de maximum 10
randuri dactilografiate. Lectorul 1si asuma responsabilitatea
de a face corectura rezumatului.

Pentru rigoarea stiintificd apreciem mentionarea
bibliografiei cit mai complet si mai corect, conform
normelor Vancouver, atit pentru articolele din periodice cat
si pentru monografii (citarea in text se noteaza cu cifre in

CATRE AUTORI

paranteza, iar in bibliografie se enumeri autorii in
ordinea citarii nu cea alfabetici).

Recenziile cértilor trebuie sa cuprinda datele de identificare
a cartii in cauza — autorii, titlul si toate subtitlurile, anul aparitiei,
editura si orasul de provenientd, numarul de pagini si ISBN-ul.
Pentru cei care au posibilitatea, se poate trimite pe figier separat
imaginea scanatd a primei coperti.

Se primesc doar materiale trimise pe diskete floppy de
3,57, CD sau prin e-mail ca fisier atasat (attach file). Este
inutil sa expediati materiale pe alta cale (foi scrise de mana,
dactilografiate, fax sau altfel). Se vor folosi numai caracterele
roméanesti din fontul Times New Roman, culese la marimea
12 pentru aprecierea conventionald a numarului de pagini, in
WORD 6.0 sau 7.0 din WINDOWS.

Imaginile — fotografii, desene, caricaturi, grafice - vor fi
trimise ca fisiere separate, cu specificarea locului unde tre-
buie inserate in text pentru justa lectura. Pentru grafice este
important sa se specifice programul in care au fost realizate.

Articolele trimise vor fi insotite de numele autorului, cu
precizarea gradului stiintific, a functiei si a adresei de contact,
pentru a li se putea solicita copii In extras de cétre cei care
doresc. Autorii vor scana o fotografie tip pasaport sau eseu
pe care o vor trimite ca figier atagat sau pe o disketa la adresa
redactiei.
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ANUNTURI IMPORTANTE

ACEST NUMAR ESTE UNUL TEMATIC AXAT PE SINDROMUL BURNOUT

Asociatia Balint are un site. Adresa: www.balint.xhost.ro

Autorii sunt rugati sii se conformeze regulilor de redactare a articolelor.

COLEGII SUNT RUGATI SA OFERE 2 % DIN IMPOZITUL PE 2007 PENTRU ASOCIATIA BALINT. ROG SA
COMPLETATI FORMULARUL DE OFERTA CU CONTUL, CODUL FISCAL (DIN CASETA BULETINULUI)
SI NUMELE ASOCIATIEIL, APOI DEPUNETI DECLARATIA LA ADMINISTRATIA FINANCIARA

FALS ESEU DESPRE BURNOUT-UL PROFESORULUI UNIVERSITAR

Almos Bela Trif, M.D., Sc.D., J.D., M.A.,
Pathology Department College of Medical Sciences, NOVA SOUTHEASTERN University, U.S.A

Abstract: Using a literature review and his personal
expertise as a university professor the author, with a 26
year medical practice behind, writes a pseudo-essay about
some of the causes and symptoms of the burnout syndrome
apparent at some university professors. At the end he makes
two suggestions aimed to avoid future cases of burnout in
academia.

Desigur cid v-ati dat seama ca titlul este inspirat de
superba lucrare a lui Alexandru Odobescu, ,,Fals tratat de
vanatoare — Pseudokinegetikos”. De ce mi-am intitulat eu
asa rezultatul muncii mele? Mai intai, textul pe care il cititi
nu e un articol stiintific, caci nu e rezultatul unei cercetari,
iar de aceea nu veti gasi in el de loc Cronbach alfa si alte
elemente de validitate statistica, care sa-i dea credibilitate
in lumea stiintifica. Mai apoi nu poate fi nici mécar vorba
de un adevirat eseu, deoarece textul contine céteva referin-
te bibliografice riguroase. Forma asta hibridd ma va salva
de situatia nefericita, cdnd cineva ar vrea si ma tragd la
raspundere pentru ceea ce am scris, iar atunci eu ar trebui
s pretind cd am creat de fapt un pamflet, care nu poate
aduce niste consecinte neplacute pentru mine ca autor.

Ce veti citi este rezultatul unor amanuntite observatii
facute timp de cativa ani buni de un om avizat. La urma ur-
mei observatia empiricd este o metoda stiintifica rudimen-
tard, dar de neinlocuit, iar cei mai batrani stiu ca ,,un om
avizat face cat doi”.

Pe cand studiam la Biblioteca Bodley din Oxford in
1993, pentru finalizarea doctoratului meu despre ,,Respon-
sabilitatea medicald”, mi-a cdzut din intdmplare in mana o
publicatie din 1983 de la ,,The Tavistock Institute”. in ea
am gasit un articol care mi-a facut cunostinta pentru prima
oard cu notiunea de burnout i care continea urmatoarea
definitie:

Burnout is defined as a state in which individuals ex-
pect little reward and considerable punishment from work
because of a lack of valued reinforcement, controllable
outcomes, or personal competence (1).

La vemea aceea Internetul era inca in fasa, iar eu imi
copiam cu mana referintele bibliografice, deoarece nu vo-
iam sa dau 10 pennys pe o pagind de xerox. Mai tarziu am
redescoperit cu mare placere aceiasi lucrare undeva pe web.

Ceea ce mi s-a parut atunci extrem de interesant era mani-
era rezervati in care autorul aborda cercetarea despre burn-
out, iar citarea extensiva in original care urmeaza poate fi
perceputa si ca un fel de scuza pentru faptul ca eu personal
nu am fost n stare inca si conduc o cercetare adevarata.

The burnout phenomenon, while widely acknow-
ledged as an important issue among people-helping pro-
fessionals, has to date been treated chiefly in anecdotal or
descriptive reports that lack both precise theoretical
foundations and substantial empirical support (1). Va rog
sa notati urmatoarea idee ce se desprinde din textul citat,
anume ca ,, cei care lucreazd in profesiuni unde ajutd pe alti
oameni, pot suferi de fenomenul de burnout”.

Cand am publicat in anul 2000 in Buletinul Informativ
Balint din Romania primul articolas despre ,,Sindromul de
secdtuire”, consultasem ceva bibliografie care vorbea despre
aparitia sindromul burnout numai la medici. De aceea tot
continutul articolului se referd exclusiv la experienta mea
de munci si la colegii mei din vremea aceea (2). Sa nu uitam
ca pe atunci Google facea primii pasi, jurnalele medicale nu
aveau Inca versiunea online, iar procurarea articolelor stiin-
tifice era ceva mai anevoioasa decét azi.

Situatia e diferita astizi cdnd mi-am tiparit pentru uz
personal ,Inventarul Maslach de Burnout” sau cum l-as
denumi eu ,, Decalogul original al sindromului de secdtui-
re”. Am gasit versiunea a treia a acestui faimos instrument,
care teoretic s-ar putea administra oricui in aproximativ 15
minute, intr-un capitol al unei cértulii disponibile online.
Capitolul e semnat chiar de Cristina Maslach, autoarea care
a definit si a redefinit burnout-ul incepand cu 1976 (3).
Desigur cé asta mi-a adus aminte de un grupaj de intrebari
alcatuit de mine insumi in romaneste, dar care nu au vazut
lumina tiparului inca.

Inca din 1981 Maslach si Jackson au sugerat publicului
o definitie extrem de simplificata pentru ,,secatuire”:

”Burnout has been defined as both a psychological
and physical response to workplace stress”, dar detaliaza
folosirea termenului pentru a descrie un ,,sindrom de epui-
zare emotionala si cinism, care apare ca raspuns la fac-
torii de stress si la tensiunile vietii profesionale”. (4).

Pentru prima oara termenul de ,,burn-out” (sic, cu
linioara de despartire) fusese folosit in 1974 de Freuden-
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berger intr-un articol intitulat ,,Staff Burn-Out” pentru a
denumi o ,,conditie psihologica speciala in care personalul
suferd de epuizare (secituire), simte lipsa implinirii profe-
sionale si tinde sa 1i vada pe altii altfel decat ca pe niste
persoane” (a specific psychological condition in which

people suffer emotional exhaustion, experience a lack of

personal accomplishment, and tend to depersonalize
others)(5). E interesant de semnalat ca temenul de ,,deper-
sonalizare” fusese folosit in literatura sociologica-politica
de catre Karl Marx, pentru a descrie modul cum era vazut
proletariatul in secolul XIX. Acum nu ma voi stridui sa
caut referinta bibliografica, caci suntem doar in limitele
unui fals eseu, iar la urma urmei eu stiu ¢d dumneavoastra
ati dezvoltat o aprehensiune pentru citatele din traducerile
romanesti ale lucrarilor de marxism-leninism.

Tot Maslach si Jackson descriu in 1986 trei compo-
nente diferite ale sindromului de secituire:

a) o epuizare emotionald, constdind in sentimentul cd
el-subiectul este suprasolicitat si nu mai are re-
surse emotionale pentru a duce la bun sfdrsit ceea
ce ce i se cere;

b) o depersonalizare, exprimatd printr-o lipsd de sen-
timente in interactiunile cu subiectii cu care luc-
reazd,

¢) o senzatie de neimplinire personald, ca rezultat al
pierderii eficientei personale (6).

Deja intr-o cartea publicatd cu alti co-autori in 1993,
Maslach utilizeaza termenul de ,,profesional burnout” si
reitereaza cele trei componente:

,Burnout as a syndrome includes three dimensions:
emotional exhaustion, depersonalization and reduced
feelings of personal accomplishment”(7).

In prefata la editia a treia a Inventarului, publicata in
1996, se enunta definitia modernizata a burnout-ului — “a
syndrome of emotional exhaustion, depersonalization,
and reduced personal accomplishment that can occur
among individuals who work with people in some ca-
pacity”(8).

Mie mi se pare destul de clar ca in aceasta definitie se
vorbeste despre depersonalizarea insdsi a subiectului care
suferd de acest sindrom, si nu de modul in care subiectul i
percepe pe cei din jur, cum era cazul in definitia primor-
diala din lucrarea lui Freudenberger (5).

Tot in introducerea din 1996, cei trei autori subliniaza
ca ,,pentru trei decade cercetdtorii au studiat burnoutul la
divese populatii din S.U.A., inclusiv la lucrdtorii sociali,
educatori (termenul include si profesorii universitari), lucrd-
tori in domeniul sandtdtii publice §i a sandtdtii mintale,
lucrdtori de la serviciile de protectie a copiilor, ofiteri de
politie, avocati si reprezentanti ai protectiei consumatori-
lor” (8).

Probabil ca intre timp existasera ceva nelamuriri cu pri-
vire la definirea componentului de epuizare emotionala, cici
in aceeasi editie a treia se mentioneaza:

“Emotional exhaustion can occur when, a worker's
resources are depleted and they feel that they are no
longer able to give themselves at a psychological level.
Individuals suffering from burnout experience a deple-
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tion of physical and emotional resources, develop cynical
attitudes, and feel a loss of professional self-efficacy.” (8).

In alt studiu intitulat “Adevirul despre burnout” aparut
doar cu un an mai tirziu, Cristina Malach dezvoltd o sche-
ma teoreticd a sindromului de secdtuire ce cuprinde 6
elemente:

1) workload;

2) lack of control over establishing and following

day-to-day priorities;

3) insufficient reward and the accompanying

feelings of continually having to do more for less;

4) the feeling of community in which relationships

become impersonal and teamwork is under-
mined;

5) the absence of fairness, in which trust, open-

ness, and respect are not present; and

6) conflicting values, in which choices that are

made by management often conflict with their
mission and core values. (9)

Se poate vedea cu usurinta ca cele 6 elemente sunt ugor
de intilnit in activitatea oricaruia care lucreazd ,,cu
persoane”, si nu numai in munca de zi cu zi a medicilor sau
a surorilor.

Mai apoi se poate intelege cé oricare dintre elementele
detaliate pot determina aparitia sindromului de secdtuire
profesionald, chiar 1n absenta celorlalte.

E probabil de asemenea adevarat cd acumularea a trei
sau mai multe din aceste elemente pot duce la o aparitie
precipitatd a sindromului de secatuire.

Mai recent, in 2003, Cristina Maslach actualizeaza de-
finitia sindromului de secétuire subliniind ca este legat ex-
clusiv de munca de la locul de munca si ca provine dintr-
un “prolonged response to chronic emotional and
interpersonal stressors on the job”(10).

Standardizarea permanenti a instrumentului de cerce-
tare a dus la aparitia celei mai moderne forme numité ,,The
Maslach Burnout Inventory Human Services question-
naire”.

Un remarcabil studiu inceput in 2002 si publicat in
2004 a folosit acest ultra-cizelat instrument pentru a diag-
nostica sindromul de secatuire la rezidentii in obstetrica si
ginecologie din statul Texas, S.U.A. Un nmar de 368 me-
dici rezidenti au primit chestionarele, dar in ciuda tuturor
asigurarilor teoretice si a masurilor practice menite sa asigu-
re anonimitatea, numai 136 din ei le-au completat si le-au
returnat investigatorilor, reprezentand un procent de 36%.

Rezultatele au aratat ca 38,2% dintre acestia se plan-
geau de inaltd epuizare emotionald, 47,1% se simteau de-
personalizati, iar 19,1% au raportat diminuarea implinirii
personale.

Numarul de rezidenti care prezentau intreaga simpto-
matologie a sindromului de secatuire, cuprinzand cele trei
elemente (high emotional exhaustion, high depersonali-
zation, and low personal accomplishment) a fost de 24 adi-
cd 17,6% (11).

Aparent sunt destul de putine studii depre burnout-ul
profesorului universitar, dar un studiu serios si bine docu-
mentat a fost facut de doi cercetatori de la Eastern Illinois
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University si University of Southern Indiana asupra instruc-
torilor care tin lectii on-line (12).

La cativa ani dupa lucrarea publicata in anul 2000 des-
pre sindromul de secdtuire incercat de medicii practicieni
din Romaénia, caracterul activitdtii mele profesionale s-a
schimbat fundamental, deoarece eu am devenit profesor la
o facultate de medicina particulara. Trebuie sd spun cu
claritate aici: eu nu sufdr de burnout, dar o treime din
colegii mei sufera si desi ei o spun pe sleau in timpul mesei
de pranz, de minimum trei ori pe sdptamand, nu ar completa
un chestionar de tipul ,,Maslach Burnout Inventory Human
Services Questionary”, nici chiar dacd i-ai pica cu ceara sau
nici daca ar avea vreum stimulent banesc.

De unde stiu eu asta? Pentru simplul motiv ca in anul
2007 fiecare salariat a completat un asa numit ,,Gallup em-
ployee questionnaire” care a fost obligatoriu. Spre surpriza
tuturor nu a fost nici o garantie de anonimitate, deoarece
formularul se completa on-line pe adresa personald de e-
mail de la universitate. Pe de alta parte, din punct de vedere
al acuratetii cercetarii, intrebarile contineau prin formularea
lor intriseca un mare grad de eroare. Ca exemplu una din
intrebari era ,,Nu-i asa ca administratia va protejeza la locul
de muncd?” Nu imi inchipui céti au indraznit si raspunda
NU. De aceea completarea chestionarelor a fost facuta de
toatd lumea 1n acelasi spirit in care au fost create intrebarile.

Tocmai pentru ca sunt un om avizat si incerc sa inteleg
cat mai mult din ceea ce vad imi este imposibil sa conduc o
cercetare stiintifica pe aceasta tema la locul meu de munca,
fard a da de necaz, cum se spune pe aici. Sa nu mai spun ci
banii pentru cercetare se dau cu mare greutate, iar chiar
dacd nu ceri bani, acest tip de cercetare e greu de aprobat,
caci sunt doud comisii prin care proiectul trebuie sa treaca,
deoarece ¢ considerat ,,research with human subjects”.

Cu toate acestea, la o intlnire de eticid medicali locala
am prezentat o lucrare intitulatd ,,The ethics of teaching
medicine before residency”, ca o consecintd a experientei
mele nemijlocite ca profesor. Prezentarea mea a fost emfa-
tica si tumultuosa, iar unii dintre colegii prezenti s-au simtit
obligati sd adauge la urma unele lucruri, ce sustineau ideile
prezentate de mine. Cu tot succesul aparent, doi colegi m-au
avizat pe rand si independent unul de altul, cd nu ar fi bine
ca vreun text continand ideile mele sd ajunga la cunostinta
celor din administratie. Ca o consecintd m-am abtinut sa
mai scriu in limba engleza, asa cum o fac si acum, iar din
prezentarea PowerPoint am incropit un mic eseu care a fost
publicat in Buletinul Balint din Romania. Pentru cei ce nu
au parcurs incd textul original, voi cita copios din acel text:

»Sunt recrutati studenti dintre candidatii cu rezultate
mai putin bune la examenele pregatitoare, la colegiu sau la
liceu, deoarece este nevoie de clienti. Unii studenti abia
iesiti din colegii, isi permit sa afiseze mai in tot locul
atitudinea de ,,clienti care platesc”.

Multi dintre studenti au o abordare minimalistd a
studiului in general: adicd vor sa li se dea cu lingurita ca s
poate digera totul, chipurile! Daca s-ar putea, ei ar dori sa li
se reducd cat mai mult din materia pentru examen, caci lor
nu le pasa ca au de dat examene de ,,capacitate - boards”,
daca acelea sunt mai tarziu cu céteva luni. Eu tot incerc sa

le spun: ,, Non scuole, sed vitae discimus”, le traduc vorba,
adica ,,nu invatdm pentru scoald, ci pentru viatd”, dar ei,
desi se intampla ca ei sa zica da-da asa-i!, dupa aceea, tot
pe a lor o tin, cd mai au timp sa invete si alta data!

Trebuie s stiti cd daca vrea, orice student te poate face
albie de porci la evaluarile profesorilor care sunt anonime,
prin regulament. Un tanar medic-profesor care lucreaza cu
studentii la “primul lor contact clinic cu pacientii” ne-a po-
vestit cum intr-un singur semestru el a avut lucrari practice
cu doud grupuri succesive de studenti, iar primii i-au scris
niste evaluari elogioase, in timp ce al doilea grup l-au ma-
trasit cu vorbe grosolane, sugerandu-i sa se lase de meseria
de profesor.

Un alt coleg ce preda Fiziologie la anul intdi (materia
considerata foarte dificila de studenti) ne-a atras atentia ca,
mai nou, prin prisma exagerarii ,,nevoii de corectitudine
politica”, profesorii sunt admonestati de administratie daca
pun intrebari unor studenti de fatd cu colegii acestora.
Adica se stipuleazi ca nu este corect sa il pui pe student
intr-o situatie jenanta, daca el nu stie s@ raspunda. Reciproca
la aceastd situatie e si mai non-eticd insd! Cand studentul
intreaba ceva in timpul cursului, oricat de tAmpita ar fi intre-
barea pusa de el, tu ca profesor trebuie sa spui neaparat ,, Ce
intrebare bund!”, ca altfel iti pui pozitia in primejdie! (sic)

O alta profesoard a subliniat ca unii dintre colegii ei
cadre didactice sunt reticenti chiar si la ideea de a rezista
cererilor studentesti, oricat de aberante ar fi.

Eu le-am tot pomenit celor de la adunarea unde am
facut prezentarea, de niste Doctori in Educatie care vin la
noi la Universitate sd ne invete cum sa predam, adicd cum
sa ne comportam cu studentii cu scopul de “a primi evalu-
ari mai bune” (sic, chiar asa). Dupa ce am asistat la prezen-
tarile lor, eu le-am spus franc in fatd acestora, ca ei pleaca
de la niste premise false, adica incercau sa sugereze cé toti
studentii sunt mediocri, iar toate subiectele de predare sunt
de dificultate mijlocie, dar in realitate e altfel: noi predam
la studenti buni, mediocri si prosti, iar topicile sunt dificile,
medii §i usoare”. (12)

Combinand gandurile mele din 2000 cu cele de azi, voi
spicui cateva idei din articolul meu publicat atunci, unde
voi incerca sad inlocuiesc cuvintul ,,doctor (medic)” cu
cuvantul ,,profesor”, iar cuvantul ,pacient” cu cuvantul
»student”. Ia sd vedem ce poate iesi:

,»Cheia psihologicd a manifestarilor in sindromul de
secdtuire este datd aproape in permanentd de modul cum se
obtine raspunsul la celebra intrebare: “Cui prodest?”, sen-
sul exact fiind “Cui foloseste? Cui serveste”, dar noi vom
folosi varianta “Cui bono?”, tradusd cu “La ce bun?”.
Cand profesorul nu mai gaseste raspunsul la aceasta intre-
bare, daca l-a avut vreodata, apare pericolul instalarii sind-
romului de secétuire”.

In articol urma o listare quasi cronologici a simpto-
melor de burnout la medici, dar care poate fi aplicata foarte
bine si la alte profesii, bineinteles si la profesorul universitar:

e Profesorul isi pierde interesul pentru studentii asa-

zis mediocri, acorddnd atentie numai celor care
sunt foarte buni;
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e Profesorul manifestd o “cumsecadenic” exagerata
fata de oricare student si nu refuza nimic din ceea
ce acesta 1i propune sau cere;

e Profesorul manifestd interes doar pentru consem-
narea unei activitati, chiar dacé ea e minima, si nu
pentru activitatea insasi;

e Profesorul manifesta interes exagerat pentru
imaginea sa in fata oricui — “Oricum ar fi — sd iasd
bine la calificativ”, chiar daca nu face nimic pen-
tru asta;

e Profesorul practicd “atitudinea defensiva”, acor-
dand atentie abuziva unui singur student, de obicei
cel mai rau de gura, care poate sa influenteze opi-
nia altor studenti;

e Profesorul isi pierde interesul pentru cazurile asa-
zise de studenti dificili;

e Profesorul are “fricd de studenti”, iar de aceea tri-
mite la Seful de Catedra pe studentul care solicita
o consultatie, fara si afle macar ceea ce doreste
studentul;

e Profesorul manifestd un autoritarism exagerat cu
tendinta de a célca n picioare orice umbra de auto-
nomie a studentului;

e Profesorul isi pierde interesul pentru opiniile pro-
fesionale ale celorlalti colegi;

e Profesorul isi pierde interesul pentru imaginea sa
in fata colegilor;

e Profesorul isi pierde interesul pentru imaginea sa
in fata superiorilor;

e Profesorul isi pierde interesul pentru imaginea sa
in fata studentilor;

e Profesorul isi pierde interesul pentru imaginea sa
in fata oricui;

e Profesorul isi pierde interesul fata de actul de pre-
dare in general;

e Profesorul isi pierde respectul fatd de sine;

e Profesorul renunti la profesiune.

Am folosit aici in aceasta listd aceeasi ordine de aparitie

a semnelor de burnout pe care o imaginasem in anul 2000
pentru burnout-ul in relatia medic-pacient (2).

O intrebarea justificatd la acest moment ar fi: Ce e de
facut?

Inainte de a face orice alta sugestie tehnica, eu as cere
in primul rand s& se recruteze studentii pe criterii mai rigu-
roase, apoi s se renunte la satisfacerea cererilor exagerate
din sub-cultura studentilor, numai de dragul de a fi ,,politi-
cally correct”, iar la urma, dar nu in ultimul rand sa se re-
nunte la termenul de ,,instructor”, provenit de la scolile teh-
nice si folosit abuziv pentru a denumi pe profesorii univer-
sitari.

Bibliografie:

L.

2.

10.

I1.

12.

13.

Scott T. Meier, Toward a Theory of Burnout, Human
Relations, Vol. 36, No. 10, 899-910 (1983)

Trif, A. B. (2000): Sindromul de secatuire (The
burnout syndrome), Buletinul informativ al
Asociatiei Balint din Romania, nr. 5, March 2000,
p.11-12.

Christina Maslach, University of California at
Berkeley, Susan E. Jackson, New York University,
Michael P. Leiter, Acadia University, Maslach
Burnout Inventory, Third Edition, in Evaluating
Stress - A Book of Resources edited by Carlos P
Zalaquett and Richard J. Wood, The Scarecrow
Press, Inc. Lanham, Md., & London 1997, pp. 191-
218

Maslach, C., & Jackson, S. E. (1981). The mea-
surement of experienced burnout. Journal of
Occupational Behavior, 2(1), 99113.
Freudenberger, H. J. (1974). Staff Burnout. Journal
of Social Issues, 30(1), 159165.

Masclach, C., & Jackson, S. (1986). Maslach burn-
out inventory manual. Palo Alto, CA: Consulting
Psychologists Press.

W. B. Schaufeli, D. Maslach, & T. Marek (Eds.)
(1993). Professional burnout: Research develop-
ments in theory and research. Washington, D.C.:
Taylor & Francis.

Maslach, C., Jackson, S., & Leiter, M. (1996).
Maslach burnout inventory manual. (3rd Ed.). Palo
Alto, CA: Consulting Psychologists Press.
Maslach, C., & Leiter, M. (1997). The truth about
burnout: How organizations cause personal stress
and what to do about it. San Francisco: Jossey-
Bass Publishers.

Maslach, C. (2003). Job burnout: New directions
in research and intervention. Current Directions in
Psychological Science, 12(5), 189192.

Garza, Joseph A. MD; Schneider, Karen M. MD;
Promecene, Pamela MD; Monga, Manju MD
(2004). Burnout in Residency: A Statewide Study,
Southern Medical Journal. 97(12):1171-1173,
December.

R.L. Hogan, M.A. McKnight (2007). Exploring
burnout among university online instructors: An
initial investigation; Internet and Higher Education
10 117-124

Trif, A. B. (2006): The ethics of teaching medicine
before residency — American and Romanian
features, Buletinul Asociatiei Balint din Romdnia,
vol. VIII, nr.30, June 2006, p. 14-18.



2

BULETINUL ASOCIATIEI BALINT, voL. 10., NR. 37, MARTIE 2008

CHALLENGING BURNOUT: JOIN, ADD PERSONAL EXPERIENCE,

AND STIR

Georgian Tiberiu Mustatd, MD
Senior psychiatry resident at SUNY Upstate Medical University in Syracuse, New York

Rezumat: Surmenajul produce un colaps al spatiului
reflexiv limitand astfel semnificativ capacitatea psihiatrilor
de a fi terapeutici cu pacientii lor. Reconstructia acestui
spatiu este posibild fie prin psihoterapie personald, fie prin
prezentarea cazurilor dificile emotional in cadrul unor
grupuri de supervizare precum cele de tip Balint. Acest
scurt eseu prezintd experienta autorului cu o variantd de
grup derivatd nu din psihanalizd, ci din terapia simbolic-
experientiald. Sunt prezentate cdteva diferente specifice intre
cele doua tipuri de grup, o imagine generald asupra inter-
actiunilor de tip simbolic-experiential §i o serie de reflectii
despre eul therapeutic si vicisitudinile lui in medicina de tip
corporatist. Autorul sugereazd deasemenea cd surmenajul
poate reprezenta o oportunitate de dezvoltare a eului
terapeutic ca subsistem al eului profesional.

Abstract: Burnout leads to a collapse of the internal
reflective space, thus dwarfing the capacity of the psychiat-
rist to act therapeutically. Revamping this space is possible
through individual therapy and through participation to
supervision gatherings such as Balint groups. This short
essay presents the experience of its author with a group of
which philosophy is not derived from psychoanalysis but
from symbolic-experiential therapy.

Several specific differences between the two kinds of
groups are presented along with a flavor of symbolic
experiential therapy, and a few reflections about the
venture of the therapeutic self in the land of corporatist
medicine. A few remarks about the counterintuitive value of
burnout are thrown in for the final taste.

“I don’t want that to happen to me again!” I told
Robert Gregory during my usual Monday morning super-
vision. “I got so burnt out: down, worn out, my internal
reflective space collapsed. I even got pneumonia from
exhaustion!” There was intensity in my voice as if I was
coming alive by recounting my experience for him. Bob
looked at me half smiling. “But burn out was also good for
you!” he replied. “You learnt a lot about yourself and about
therapy from it! It proved your dedication, too!” His answer
baffled me. I could not see anything good about this
exhausting and depressing experience up to that point. I
loved what I was doing but by the end of my first year in
the clinic I came to doubt my ability to carry it on. Yet Bob
thought otherwise. Maybe he caught the glimpse of pride in
my account, maybe he fell back on his favorite theoretical
grounds, maybe both. Nevertheless, his sly remark turned
my experience on its head and broke the sense of certainty
I held. It was one of those therapeutic moments that chan-
ged the color of an experience by bringing into awareness a

part of it not accounted for. I have not been able to look at
my burnout the same old way since.

In our society there is a implicit belief that doctors
should selflessly devote themselves to the good of their
patients while taking care of themselves is just a private
business. Reality challenges this belief. At least in
psychiatry, the care for the provider is or should be part and
parcel of the patient care. Financial incentives are not
enough and at times, in the contemporary bussinessization'
of medicine, may contribute to the problem by pushing
providers to earn more at the expense of the time for
reflection. In addition to the aforementioned belief and its
consequences, in our age bureaucracy and control are on
the rise and professional interactions in medicine and
psychiatry are becoming progressively scripted. The
corporate environment with its rules and style brings a
sense of the impersonal to daily work experience which

further isolates the therapist (the term therapist reflects

here the function and not the background of the provider)
who already works in a space closed by the condition of
confidentiality. In such a context, the need to bring
therapists together by recasting the communication
between them seems in itself a therapeutic act that should
suffer no delay.

Unfortunately, as psychiatry goes more biological and
psychotherapy more manually done and prescriptive, the
focus falls off the internal experience of the provider and
the place for such encounters narrows down. Thus, the
challenges that we need to overcome in order to
successfully fight burnout in our profession are multiple
and multiplying.

There are a few solutions available. The first I can
think of on which usefulness those who have tried it com-
monly agree is personal therapy. There is enough suppor-
ting literature available and the few psychoanalysts who
visited our department and with whom I opened conver-
sations all stressed this point. For instance, I remember
Fred Griffin from New Orleans Institute of Psychoanalysis
saying to me: “I highly recommend it if you want to
become a therapist. Otherwise, I don’t see how you can
continue to do it without burnout. I am happy about my
therapy, but my wife is even happier”.

My own experience of therapy - 15 months at the time
this text was written - confirms his opinion: my awareness
increased, I am less avoidant of painful reactions, fewer
enactments go unchecked, and even when I feel like a
hopeless therapist, I am no longer too afraid to feel so.

However, in spite of its obvious usefulness, personal
psychotherapy is rare game among psychiatrists and
therapists these days. None of my fellow residents is

1 The word was introduced in my text by David Keith, adept of James Joyce’s language games. Such neologisms push the creative function of language
across a barrier making it more suitable to therapy. Business mindset usually stiffens language in order to conform to its unambiguous purposes.
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involved in one and faculty members are ambivalent about
reinforcing it in training. Many of the latter were never in
therapy before so that their attitude is barely surprising.

The financial aspect of personal therapy is likely part
of the problem, but I suspect that the mentality of quick fix
and the preference for ‘objective knowledge’ to the detri-
ment of self-knowledge which is epidemic in our culture is
a better explanation for its seldom use. Finally, one argu-
ment about personal therapy that demotes its position of the
most preferred answer for burnout is that it almost never
addresses the hurdles we face with our patients. While our
personal issues predispose us for burnout and working them
through helps prevent it, it is the interaction with patients
that many times tips the balance unfavorably. Stated
differently, burnout is primarily an illness of the professio-
nal self that extends to our whole personality. Treating it,
we may very well want to start with the trigger. If this
approach is addressing the cause or the effect sounds like a
theoretical problem and good clinicians are known for
being irreverent at theories.

The original part of this communication comes from
my experience with two groups: The ‘shrink (w)rap group’
and the ‘Cult With No Name’ the first one joining psychiat-
ry residents at Upstate Medical University in Syracuse, and
the second gathering established community therapists in
the Syracuse area. The resident group meets every other
week for one and a half hours while the therapists meet
monthly for two hours. Both groups are lead by David
Keith, a known figure of symbolic-experiential family the-
rapy and a mentor for this writer. The playful names of the
groups are revealing of their spirit: where play starts, there
therapy begins. The approach brings a family systems
orientation to Balint-style group work. Here discussions are
not focused exclusively on the therapist-patient dyad but
include family members as an actual and ghostly influence
in patient’s life and the frame is more symbolic-experiential
than psychoanalytic.

In this respect, the leader does not maintain a neutral
stance, behaves more like a peer than like a supervisor
(Keith says: “I am taking out of this as much as anyone
else!”), and refrains from providing authoritative interpre-
tations. He shares clinical “war stories” and invites other
members to do the same. “This story reminds me of...” and
“while you were speaking I had a thought.” are frequent
openers to associative material. The group may enter in a
primary process mode thus expanding meanings and
exploring feelings elicited by a therapeutic conundrum. In
this sense, some degree of disclosure takes place at the
boundary of the personal and the professional self, yet this
boundary is not crossed towards what would become
personal therapy of the group members. The symbolic-
experiential group is meant to help members develop their
professional self by internalizing the comments of the
others. ‘This way’ — says David Keith — ‘next time you
meet your patients you will have the entire group with
you!” The encounters are never scripted i.e., they do not
follow any kind of protocol and are open to experiments.

The resident group works within an open frame.
Participants are invited to make best use of the time by
bringing in cases they have trouble with as well as
reflections or concerns that might interest the other
members. As participation is fully voluntary, there is no
need of reinforcements. Sometimes the group stays focused
on a single case, some other times it tests the waters of
several topics before taking off. There are also moments
when it goes more experiential than usual. For instance,
once we decided to enact lonesco’s play “The bald
soprano” for the sake of entering into a primary process
mode. The exercise ended with the residents spontaneously
continuing to exchange non-sequiturs and absurd lines ten
minutes after the play was over, thereby becoming authors
of an unexpected sequel. In such a transformed mindset
defenses fly low and a sense of playfulness makes room for
an expansion of the therapeutic self. Without a process that
sometimes rolls at the edge of chaos it is difficult for
residents to learn the language of ambiguity. Yet, this is the
language of therapy and it differs greatly from the certainty-
loving medical language currently so all pervasive in
psychiatry.

Not knowing, not making sense, and not doing are
essential ingredients of a therapeutic mindset. Learning
them is counterintuitive and countercultural. Some
residents have difficulties grasping how such mindset can
be useful. A number of them never attended the group.
Others came for the first six sessions set as a condition for
commitment and did not return afterwards. Those who
remained consider the group a gathering of peers where
they can explore issues unconstrained by professional
language and norms. A transitional space between their
social self and the full professional role opens and invites
play to rule its game.

My opinion is that burnout is the consequence of the
absence or the collapse of such a transitional space. The
role of the group is to keep this space open and creative.
The symbolic experiential mindset agrees with Winnicott’s
ideas about play. If patients do not know how to play, then
it is the therapist’s job to teach them. In the same vein, if
therapists forgot how to play they should be reminded. If
medical school taught students how to erase uncertainties,
a therapeutic mindset should restore and value them.

Burnout might appear the same when you look around
and see people complaining, yet its meaning is
idiosyncratic and the road to the roots of it seems never
linear or complete. Wondering how to better fight it is a
legitimate question and this short essay attempts an answer.
Fighting it might not be the only way to deal with burnout
though. I would also say that questioning how far should
one go with this fight is worth considering. Burnout is an
experience that one can hardly enjoy. Yet, making use of it
is a gesture that might flip its course.

For more about Symbolic-Experiential Therapy visit
www.therapeusis.com.

The site is in construction but there are a few useful
materials available.
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DE LA STRES LA BURNOUT.
STUDIU PILOT ASUPRA ASISTENTULUI MEDICAL DE PSIHIATRIE.

Voichita Dumitru*, B. Nemes**, Doina Cozman**
*Spitalul Clinic Judetean de Urgentd Cluj — Clinica Psihiatrie 111
**U.M.F. “lului Hatieganu” Cluj-Napoca, Catedra de Psihologie si Sandtate mintald

INTRODUCERE

Termenul de burnout defineste sindromul stresului cro-
nic la locul de munca. Initial a fost descris de Freudenber-
ger (1), ca un sindrom de epuizare rezultat in urma solici-
tarilor excesive de energie, putere sau resurse.

O prezentare mai tehnicd a fost facuta de Maslach si
Jackson (2;3), care au definit burnout-ul ca un sindrom de
epuizare emotionald, depersonalizare si reducere a realizéri-
lor personale, in randul indivizilor care muncesc cu oamenii.

Burnout-ul este definit asadar ca un concept tridimen-
sional care include urméatoarele componente (4):

1. Epuizarea emotionald — in cele mai multe cazuri
cand se vorbeste de burnout se face de fapt referire la epui-
zarea emotionald, cauzati de cerintele psihologice excesive
ale sarcinilor de lucru. Persoana se simte golitd de resursele
emotionale personale si devine foarte vulnerabild la
stresori. In acest context, epuizarea emotionala este cea mai
raspandita caracteristica a persoanelor care ocupa posturi ce
presupun contactul direct cu oamenii.

2. Depersonalizarea — persoana se detagesaza de cei-
lalti, pe care Incepe sa-i vada impersonal. Apare tendinta de
a trata persoanele cu care intrd in contact ca pe niste obi-
ecte. Aceste aspecte se reflectd in limbaj, prin utilizarea unor
etichete pentru descrierea persoanei sau bolii acestuia (de
exemplu “ulcerul din salonul 2”)

3. Sentimentul de realizare personald redusd — acesta
este cea de-a treia componenta definitorie a burnout-ului,
caracterizatd prin tendintd de autoevaluare negativa si prin
experienta unui declin in ceea ce priveste competenta la
locul de munci si succesul personal profesional.

Initial burnout-ul a fost investigat la profesionistii din
domeniul sanatatii (5;6;7). Se argumenteaza ca relatiile per-
sonale cu pacientii sunt foarte solicitante, necesitd empatie
si implicare emotionala (8,9).

Implicarea emotionald este de obicei asociatd cu un
nivel ridicat de aspiratie de a dezvolta relatii personale si
de a evita tratarea oamenilor ca niste obiecte. In profesiile
medicale managementul emotiilor este considerat o parte
centrald a muncii. Burnout-ul semnaleaza faptul ca profesi-
onistul nu mai este capabil sa 1si gestioneze emotiile in in-
teractiunea cu pacientii.

Pe termen lung, burnout-ul conduce la acuze somatice,
oboseald cronicd, reactie de manie (explozie) pentru cauze
aparent minore — cerinte ale pacientilor sau ale slujbei, ne-
gativism, iritabilitate, pierdere sau castig in greutate, in-
somnie, stare depresiva, sentimente de neajutoare, migrene
si tulburdri gastrointestinale (5).

Analiza recenta a literaturii de specialitate a identificat
stresul ca fiind un predictor important al burnout-ului (10).
Expunerea la stresul profesional este o cauza importantd in
aparitia sindromului de burnout.

Specialistii in studierea burnout-ului la asistentele me-
dicale, medici, stomatologi, au ajuns la concluzia ca, etiolo-
gia burnout-ului se afla in nevoia oamenilor de a crede ca
vietile noastre sunt pline de sens si ci toate lucrurile pe care
le facem sunt utile, importante, chiar eroice (11) . Atunci
cand ei cred cé au esuat apare burnout-ul (12). Acest lucru
se intdmpla la persoanele care si-au ales meseria pentru ca
au considerat ci au vocatie pentru asa ceva i mult mai rar
la persoanele care intrd In campul muncii foarte motivati,
dar realisti. Acest lucru duce la diferentierea dintre burnout
si stres (13).

Asistentele medicale din sectiile de psihiatrie se con-
fruntd zilnic cu pacienti lipsiti de ajutor, agitati si fara dis-
cernamant, trebuie sa linisteasca pacientii supradozati, tre-
buie sa consoleze rudele pacientilor. Neintrerupt, asistenta
trebuie sa faca fatd acestor stimuli, cu toate conflictele si
stresul pe care le genereaza.

OBIECTIVELE CERCETARII

Asistentul medical este supus riscului de a ajunge la
limita puterii si rezistentei, atat din punct de vedere emo-
tional, cit si din punct de vedere fizic. Noptile nedormite pe
care le petrec incercand si , minimalizeze” boala pacien-
tilor, putinul timp liber pe care il au la dispozitie, precum si
necesitatea de a reactiona prompt la solicitéri, duc de multe
ori, la epuizare, stres si in cele din urma la burnout.

Obiectivele cercetdrii noastre sunt identificarea nivelu-
lui de stres la asistentii medicali din sectia de psihiatrie si
analiza relatiei dintre stres §i variabilele clasificatorii var-
std, sex si vechimea in munca actuala.

MATERIAL, METODA

Colectivul supus cercetarii, este format din 33 asistenti
medicali cu studii de specialitate de cel putin 3 ani si exper-
ientd minima de 15 luni. Programul de lucru se desfasoara
in 3 ture a céte 8 ore, iar in week-end in 2 ture de 12 ore.
Asistentii sunt atat femei cat si barbati (12 barbati si 21
femei).

Fiecdrui asistent medical i s-au administrat 2 teste: Un
test de perceptie a stresului "Cdt sunteti de stresat?” (T.
Hindle 2001) care contine un numar de 32 itemi, iar raspun-
surile se pot da pe o scala de la 1 la 4. Cifrele obtinute prin
sumarea rezultatelor de la itemi releva nivelul stresului,
astfel:

e intre 23-46 puncte — persoana isi domind foarte
bine stresul si realizeazd un echilibru optim intre
stresul negativ si cel pozitiv.

e Intre 47-67 puncte apare un nivel acceptabil de
stres, dar anumite aspecte trebuie Imbunatitite.

e intre 68-92 puncte, nivelul de stres este foarte
ridicat si trebuie gasite metode pentru a-1 reduce.
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Al doilea test administrat a fost “Scala de simptome
psihologice “ (V. Birkhenbil, 2000) — cuprinde 29 itemi, care
sunt de fapt simptome ce apar:

— deseori,

— cu regularitate, sau

— In permanentd, in cazul unei persoane stresate.

Totalizdnd numarul simptomelor obtinute rezulta trei
nivele de interpretare :

e <3 simptome- persoana nu este afectata de stres ;

e intre 3-6 simptome — nivel scézut de stres ;

e > 6 simptome- nivel crescut de stres.

INTERPRETAREA REZULTATELOR

1. Descrierea datelor

In ce priveste componenta lotului studiat, se constati o
predominenta a persoanelor de sex feminin ( 63,6%)., fata
de persoanele de sex masculin (36.4%).

Figura 1 reda grafic distributia pe sexe in lotul studiat.

Figura 1. Distributia pe sexe a lotului studiat

Sexul

[l Masculin
Feminin

In continuare s-a efectuat analiza statisticd a variabile-
lor: varsta, vechime in munca actuald, nivel de stres si
rezultate la scala de simptome psihologice.

Prelucrarile statistice (tabelul 1) releva faptul ca varsta
medie a grupului este de 36,2 ani si coroborand acest as-
pect cu histograma varstelor (fig.2) putem aprecia ca avem
in studiu un colectiv tanar.

Tabel 1. Parametrii de centralitate
a loturilor luate in studiu

Variabila Total

Media Deviatia standard
Varsta 36,22 7,725
Vechimea in munci 11,31 7,896
Rezultatul la scala de stres perceput 61,47 11,164
Rezultatul la scala de simptome 5,38 5,339
psihologice

Figura 2. Histograma varstelor
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Figura 3. Histograma vechimilor in munca
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Vechimea in munca

In ceea ce priveste stresul perceput de asistentii
medicali de psihiatrie, putem constata cd media grupului
este 61,47, adica avem de-a face cu un colectiv care
controleaza stresul , insa trebuie remarcat faptul ca exista si
extreme, persoane cu un nivel crecut al stresului, care
necesitd o analiza mai profunda ( fig. 4).

Figura 4. Histograma rezultatelor la scala de stres perceput
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Datele obtinute din prelucrarea rezultatelor la Scala de
stres confirma rezultatele anterioare, si anume: grupul are
un nivel mediu de stres (5,38) cu existenta unor extreme
pozitive si negative ( fig. 5)

Figura 5. Histograma rezultatelor la scala de simptome psihologice

. N

pe scala de si




=

BULETINUL ASOCIATIEI BALINT, voL. 10., NR. 37, MARTIE 2008

2. Corelatii

Tabel 2. Corelatia intre rezultatul
pe scala de stres perceput si varsta

Tabel 5. Corelatia intre rezultatele pe scala de simptome
psihologice si vechimea in munca

Rezultatul pe
Varsta scala de stres
perceput

Coeficientul .
R de corelafie 1,000 A7C)
varsta i (2-tailed) . 016
Spearman's N 33 33
rho Rezultatul  Coeficientul 4170 1,000

pe scala de corelape

de stres  Sig. (2-tailed) ,016 .
perceput N 33 33

Corelatie semnificativa statistic - p < 0.05 (2-tailed).

Pentru a putea aprecia mai corect influentele stresului
in grupul asistentilor medicali s-au efectuat studii de
corelatie. Astfel cu ajutorul indicelui Spearman s-a stabilit
ca exista o corelatie puternic semnificativa intre varsta si
nivelul de stres perceput ( p=0,016 < 0.05), ceea ce arata ca
stresul perceput de un asistent medical creste in intensitate
odata cu varsta.

Tabel 3. Corelatia intre scorul pe scala
de simptome psihologice si varsta

Rezultatul pe
Varsta scala de stres
perceput

Coeficientul .
Va de corelape 1,000 358()
arsta  gig. (2-tailed) . 041
Spearman's N 33 33
rho Rezultatul  Coeficientul 358(") 1,000

pe scala de corelape

de stres  Sig. (2-tailed) ,041 .
perceput N 33 33

Corelatie semnificativa statistic - p < 0.05 (2-tailed).

Acelasi calcul de corelatie demonstreaza cé si simpto-
mele psihologice consecutive stresului cresc ca si numar
odata cu varsta ( P=0,041<0,05 — corelatie semnificativa).

Tabel 4. Corelatia intre rezultatul pe scala
de stres perceput si vechimea in munca

Rezultatul pe
Varsta scala de stres
perceput
Coef|C|ent_uI 1,000 338
Va de corelape
arsta  gig. (2-tailed) . ,048
Spearman's N 32 33
ho Rezultatul ~ Coeficientul 338 1,000
pe scala de corelape
de stres  Sig. (2-tailed) ,048 .
perceput N 32 33

Rezultatul pe
Varsta scala de stres
perceput
Coeflment_ul 1,000 224
R de corelape
Varsta g, (2-tailed) . ,046
Spearman's N 32 32
rho Rezultatul Coeficientgl 224 1,000
pe scala de corelafie
de stres  Sig. (2-tailed) ,046 .
perceput N 32 33

Corelatiile efectuate intre vechimea In munca si nivelul

de stres, precum si cele intre scala de simptome

psihologice si vechimea in munca sunt si ele semnificative
( p=048, respectiv p=046), insd intr-o masurd mai mica.

3. Testarea diferentelor pe sexe

Tabel 6. Diferente intre sexe in lotul studiat

Barbati Femei

Variabila . Deviatia . Deviatia

Media standard Media standard
Vérsta 30,45 5,241 | 39,24 7,169
Vechimea 573| 3552 1424| 8012
1n munca
Rezultatul
pe scala de 5555| 6,948 | 64,57 | 11,818
stres
perceput
Rezultatul
pe scala de 218| 2089| 705| 5783
simptome
psihologice

Figura 6. Vechimea medie in munca a barbatilor si femeilor din lotul de studiu
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Analiza pe sexe a grupului din prisma variabilelor stu-
diate-varsta, vechime in munca, stres perceput, simptome
psihologice releva doua aspecte: in primul rand ca asistentii
de sex masculin percep un nivel de stres mai scazut si de
asemenea au un numar mai scazut de simptome psihologice
decat cadrele medii de sex feminin (tabel 6 , figura 7 i1 8 ),
insa aceste diferente este necesar sd fie apreciate si prin
prisma diferentelor de varsta si de vechime in munca intre
componentii celor doua grupe ( tabel 6, fig. 6).
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e

In urma calculdrii diferentelor dintre medii putem
avansa afirmatia cd nivelul de stress la asistente medicale
este semnificativ crescut fatd de asistentii medicali.
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Figura 7. Scorurile medii pe scala de stres perceput a bérbatilor si femelor din lotul de studiu
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Figura 8. Scorurile medii pe scala de simptome psihologice a bérbatilor si femeilor din lotul de studiu
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Concluzii :
Pe baza rezultatelor concluzionam urmatoarele:

1.

Testarea asistentilor medicali cu doud instrumente

psihologice releva un nivel de stres acceptabil,

controlabil al personalului mediu care isi desfa-
soara activitatea in Clinica de Psihiatrie, dar exista
si persoane cu nivele ridicate de stres.

Trei aspecte importante trebuie mentionate:

a. nivelul de percepere al stresului si simptomele
psihologice ale acestuia se accentueaza cu var-
sta, datorita evenimentelor de viatd si cresterii
responsabilitatilor din viata personala.

b. sexul feminin este mai afectat de stres, meca-
nismele de coping avand un rol deosebit in di-
ferentele dintre cele 2 sexe.

¢. vechimea in munca reprezintd de asemenea un
factor care duce la cresterea nivelului de stress
al asistentului medical de psihiatrie, insatisfac-
tia profesionald, rutina, solicitdrile crescute fiind
o0 sursa majora de stres.

. Ca o concluzie generala putem spune ca varsta si

numarul de ani lucrati in domeniu dar si sexul fe-
minin al personalului medical mediu din psihiatrie,
reprezintd buni predictori ai declansarii sindromului

de burnout. Aparitia sindromului poate fi constatata
de semne ca: moral scazut, intarzieri, absenteism,
descresterea progresiva a sederii la locul de munca,
performante scézute, atitudini negative fata de co-
legi, oboseald cronicd, accentuarea unor tulburari
preexistente, cresterea consumului de alcool, ti-
gari, etc.

Prezentul studiu nu are pretentia de a oferi o privire de
ansamblu asupra fenomenului de burnout, ci este o incercare
de sensibilizare a factorilor responsabili asupra fenomenu-
lui de burnout in randul asistentilor medicali de psihiatrie
din Romania si totodata dorim sa fie inceputul studierii
aprofundate a acestui complex fenomen.
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SINDROMUL BURNOUT - ASPECTE SPECIFICE
IN PRACTICA MEDICINEI DE URGENTA

Adrian Lala, student in anul al doilea, UMF “Carol Davila”, Bucuresti

Sumar: Acest articol face parte dintr-o lucrare mult
mai vastd pe tema aspectelor psihosociale ale medicinei de
urgentd, dar reprezintd un punct cheie al acestei teme prin
importanta ce trebuie acordatd cunoasterii situatiilor cu
potential stressor sau chiar psihotraumatizant ce pot apd-
rea in medicina de urgentd. Acesta incearcd punerea in
prim plan a principalelor influente ale stresului profesional
asupra lucratorilor din serviciile de urgente medicale (me-
dici, paramedici, asistenti medicali de urgentd) pundndu-se
accent pe specificitatea proceselor de rustout §i burnout in
aceastd specializare medicald.

Sunt dezvoltate probleme precum influenta transferului
negativ, complianta terapeuticd, tipuri dificile de pacienti
(GOMER, tulburari de personalitate) sau protocolurile me-
dicale dificil de pus in practicd. De asemenea sunt prezen-
tate principalele componente ale burnoutului conform
clasificarii clasice a lui Maslach, dar si o abordare relativ
noud bazatd pe teoriile lui Adler si Mosak. Sunt precizate
anumite tipuri de personalitate care pot prezenta un risc
crescut pentru un burnout mai intens, dar si unele pe care
studiile le-au evidentiat ca fiind imunogene in acest sens.

In final, articolul trece in revistd principalele forme de
coping din acest mediu, semnaldnd potentialul lor malign
prin generalizarea si influenta lor asupra tuturor
aspectelor vietii medicului.

Abstract: This article is part of a much wider study
work regarding the psycho-social aspects of emergency
medicine, but represents a central part of this theme because
of the importance that should be awarded to the details of
different situations with either distressing or even psycho
traumatizing situations encountered in the emergency
room. It tries to lay out the main influences of professional
stress on the workers in the emergency department (medics,
paramedics and ER nurses) with a strong accent on the
process of rustout and burnout in this medical field.

The issues at hand are negative transfers, patient
compliance and adherence to treatment, difficult patients
such as GOMERs or patients with personality disorders or
medical protocols that put the medic in difficult and stress-
ful positions. An entry has been made on the specificity of
the Maslach Burnout Scale in emergency medicine, but a
relatively new approach based on the theories of Adler and
later Mosak has also been put into view. These studies
present different types of personality that might hold a high
risk for a more intense burnout, bur also some that have
shown to be slightly immune to this process.

Finally, the article presents the main forms of coping
adopted in this field, signaling their malignant potential
because of the tendency of the medic to generalize them in
all aspects of his life.

Introducere

Urgentele medicale si cadrul de desfagurarea al acestora
au fost intotdeauna unul dintre obiectele de studiu al
psihologiei datoritd impactului pe care l-ar putea avea in
aceeasi masura asupra pacientului cat si asupra medicului
curant. S-au facut numeroase studii pentru a determina si a

teoretiza asemandrile si caracteristicile experientelor traite de
cei care iau parte la actul medical de urgentd, astfel incat, in
prezent, personalul medical din acest departament este supus
unui control psihologic riguors.

In SUA si alte state ale lumii, personalul medical de
urgentd si paramedical este testat la termene precise pentru
stabilirea unor parametrii care includ stresul profesional, ni-
velul de rustout sau burnout, capacitatea de concentrare,
perspectivele profesionale i motivatia. De asemenea, nume-
roase programe de consiliere psihologica au fost implemen-
tate, insd cu toate aceste eforturi, studiile arati ca durata
medie a vietii profesionale a unui paramedic este de cca. 4
ani, similara cu cea de stabilitatate a locului de munca pentru
medicii urgentisti.

Caracteristic acestei ramuri a medicinei este epuizarea
fizica a personalului. S-a constatat cé nivelul de solicitare fi-
zicd este cel mai crescut dintre toate specializarile, atat dato-
rita afluxului de pacienti dar si datoritd conditiilor in care unii
medici sunt nevoiti sa-si desfdsoare activitatea. In cadrul
UPU, medicii sunt nevoiti sd consulte mai multi pacienti intr-
o perioada foarte scurta de timp, pastrandu-si atentia si un
nivel acceptabul al concentrarii astfel incat s pund diagnos-
ticul corect pentru fiecare dintre ei §i sd prescrie tratamentul
corect pentru a fi acordat. De asemenea, trebuie luat in consi-
deratie faptul ca numeroase manevre comune in medicina de
urgentd necesitd un efort fizic maxim din partea echipei
medicale (compresiile toracice in SCR, intubatia oro-traheala
de urgentd, manevre medicale efectuate in timpul transportu-
lui interspitalicesc, etc.), repetitivitatea lor fiind un puternic
factor care contribuie la epuizarea fizicd a medicului. In acest
sens s-au stabilit limite mai restranse ale duratei maxime a
garzilor in MU de 12 ore fata de 24 in celelalte specializari.

Specificitatea actului medical de urgenti se manifesta
foarte puternic prin prisma unei serii de factori psihotrauma-
tizanti augmentati att de starea de vulnerabilitate in care se
gaseste pacientul, cat si de caracterul lor paroxistic. In cazul
unitdtilor de terapie intensiva mobila (TIM), medicul trebuie
sa acorde o atentie sporitd atat pacientului cat si membrilor
familiei care pot suferi tulburdri de panica severe cauzate de
situatia de crizd experimentatd si care nu trebuie alimentate
prin manifestarea unei autorititi profesionale excesive din
partea medicului.

Conditia sociald a pacientului

Interactiunea cu o conditie sociald precara a pacientului
(specificda medicului de pe ambulantd) — familie disfunctio-
nald, stare materiald precard, cazuri extreme, poate influenta
capacitatea sa de comunicare si, in acest fel, interfera in pro-
cesul de luare a unei decizii optime in legatura cu tratamentul
ce trebuie acordat pacientului pe termen lung (considerand
faptul cd 1n acest caz este foarte posibil ca o alta infatisare la
un medic este putin probabila dupd depasirea situatiei de
crizd acutd in care se afla pacientul). Astfel, In asemenea
cazuri in care medicul se simte influentat negativ de
comportamentele si modul de viatd ale pacientului, este
recomandatd o anamneza tehnicistd cu scopul de a releva
rapid simptomele specifice unei eventuale boli somatice
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care trebuie completatd de observatiile circumstantiale
obiective ale medicului pentru a se putea forma o imagine
globala coerentd asupra situatiei de abordat. Autoritatea pro-
fesionald care apare aici ca un element de statut legat de spe-
cificitatea functionald are un rol fundamental in desfasura-
rea actului medical, iar nerespectarea ei poate duce la
incetarea relatiei interpersonale medic-pacient, insa reluarea
acesteia este obligatoriec dupa finalizarea actului medical
sau, dupa caz, odata cu incetarea situatiei de criza.

Transfer - Contratransfer

O caracteristicd permanentd a actului medical de urgen-
ta este transferul negativ la care este supus specialistul care
are, de obicei 3 surse primare:

a) bolnavi psihici agresivi si fara discernamant (unde
trebuie luatd in consideratie sedarea acestora spre
protejarea colectivitatii si chiar a medicului, cu pre-
tul unei anamneze care devine imposibil de realizat);

b) Dbolnavi somatici cu discernamant (care, din diferite
considerente, fie refuzd si comunice, fie au un
transfer verbal negativ);

c) apartindtori agresivi sau cu transfer negativ conti-
nuu manifestat In special in situatia neintelegerii
unor procedee medicale de urgenta (intubatia oro-
traheala, defibrilarea, etc.) acestia necesita o atentie
sporitd, deoarece stressul psihic la care sunt supusi
cauzat de situatia de crizd ii poate impinge spre
gesturi violente.

Un contratransfer negativ trebuie evitat in toate mani-
festarile sale deoarece acesta va avea ca efect un raspuns
negativ din partea pacientului prin alimentarea unei atitudini
de ostilitate sau chiar prin cresterea agresivitatii fata de
medic. Neutralitatea afectiva este canonica in aceste cazuri,
deoarece pacientul si apartindtorii, In ciuda sentimentelor
negative pe care le manifesta fate de medic, au ca asteptare
primara ameliorarea conditiei patologice. In acest sens este
delimitatd clar limita atitudinii paternaliste a medicului,
deoarece medicul nu are niciun prerogativ spre a judeca sau
de a condamna ori pedepsi pacientul pentru actele sale in
masura In care acestea nu intervin in terapia simptomaticii
acute. Accesele de furie sau agresivitate trebuie controlate n
limita mentinerii unui proces terapeutic eficient.

Complianta terapeutica

Problema consimtdmantului informat in medicina de
urgenti este una controversata. In tari precum SUA, Marea
Britanie sau Israel, cu un sistem medical de urgentd foarte
bine dezvoltat s-au implementat sisteme de tip ,,checking
chart” care ofera pacientului posibilitatea de a se informa
foarte rapid in legaturd cu procedeele medicale la care va fi
expus si de a-si manifesta sau nu consimtamantul, limitand
astfel problema compliantei terapeutice acute. De asemenea,
trebuie luatd in discutie problema consimtaméantului indi-
rect, adica cel oferit de apartindtor (membri ai familiei, tuto-
re legal, etc.) deoarece, in unele situatii, este necesara o im-
portantd putere de convingere care si contracareze efectele
induse de tulburarile de panicéd sau de neintelegerea gravi-
tatii crizei in care se afla pacientul. Au fost inregistrate ca-
zuri in care apartinatorii au refuzat ca pacientii sé fie intubati
si ventilati sau si-au exprimat dezacordul in privinta admi-
nistrarii de epinefrind bazandu-se pe informatii eronate do-
bandite din media.
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Abordarea variabilitatii cazurilor

Un alt factor care poate cauza un distress cronic specia-
listului este variabilitatea excesiva a cazurilor ce necesitd un
autocontrol afectiv avansat si de asemenea, o empatie nese-
lectiva. Este foarte intalnita situatia in care, intr-o unitate de
primire a urgentelor sa existe cazuri din domenii foarte
diferite (geriatrie, pediatrie, paleative, traumatologie, etc.)
care sa necesite o stabilizare prealabila referirii lor spre sec-
tiile de specialitate. Astfel, sunt necesare cunostinte avan-
sate si o capacitate empatica foarte bine dezvoltata care sa
permita specialistului o abordare psihologica optima pentru
fiecare dintre pacientii sdi, fapt care, alaturi de presiunea
timpului foarte scurt acordat schimbarii sensului empatic,
contribuie decisiv la acumularea cronica de stress. In com-
pletare, cursul normal al abordarii unui pacient in medicina
de urgenta presupune referirea acestuia catre sectia medicala
corespunzatoare patologiei sale intr-un timp cat mai scurt
dupa stabilizare. In aceste conditii, orice forma de atagsament
amedicului fatd de pacient va deveni o sursa de stress cauzat
fie de dorinta (frecventa) a medicului de a trata pacientul pa-
nd la vindecarea completd a suferintei sale, fie prin aparitia
sentimentului de nesiguranta si neincredere in echipa medi-
cala ce preia pacientul. Repetitia acestor scene pe parcursul
practicii medicale in unitétile de primire a urgentelor poate
duce, in timp, la alterarea procesului decizional al specialis-
tului si la aparitia sentimentului de uselessness cauzat de
faptul ca medicul urgentist nu are posibilitatea de a vedea, ci
poate doar intui starea finala, vindecatd a pacientilor sai.

Protocolul DNR

Poate printre cele mai complicate situatii intalnite in
practica medicald este aceea a aborddrii pacientilor care nu
au o indicatie de resuscitare in cazul survenirii stopului
cardio-respirator, aceastd decizie este una care tine exclusiv
de atitudinea medicului. Aceste atitudini sunt rareori contro-
late de protocoale clare care sa protejeze medicul din punc-
tul de vedere al disculpabilititii personale (unele state din
SUA, Canada), in cele mai multe cazuri fiind acceptatd doar
in cazul bolnavilor incurabili in faza terminala a bolii, iar in
altele fiind considerata culpa medicala. O situatie caracteris-
ticd unitatilor TIM este aceea a familiilor pacientilor de
acest tip care indiferent dacd sunt familiarizati sau nu cu
protocolul in cauzi, solicita echipei medicale sau paramedi-
cale sd inceapa manevrele de resuscitare cardio-pulmonara
impotriva vointei preexprimata a bolnavului sau a protocoa-
lelor medicale existente sau nu in tara respectiva. Astfel
medicina de urgentd devine una dintre specializarile in care
atitudinea DNR este destul de greu acceptat i de adoptat din
cauza paroxismului §i gravitatii situatiilor, dar si din cauza
cadrului de desfasurare a actului medical, in cazul unitatilor
mobile. Chiar si asa, letalitatea in cadrul MU este printre
cele mai crescute, fiind devansatd doar de practicile medi-
cale paleative si de ATI.

Pacienti de tip GOMER

Acest tip de pacient a fost descris pentru prima data de
Samule Shem in 1978, sub numele de GOMER (abreviere
de la Get Out Of My Emergency Room) ca si ,,0oameni care
si-au pierdut tot ce este uman”, si se referd la acei pacienti,
de obicei foarte batrani, care se prezinta in unitatile de pri-
miri urgente cu patologii multiple de tipul dementelor sau
cu forme decompensate ale unor patologii care nu pot fi tra-
tate medical intr-o asemenea unitate. Problema acestor
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pacienti a fost evidentiata in multiple jurnale datoritd multi-
tudinii aspectelor negative pe care le prezintd. Acesti paci-
enti sunt unul dintre factorii principali ai aglomerarii
unitatilor, se prezintd In mod repetat la spitale fiind consi-
derati “clienti fideli” ai unei anumite camere de garda si
reprezintd un factor stressor important atat pentru medic cat
si pentru ceilalti pacienti datoritd manifestarilor lor fiind
atractori de contratransfer negativ.

Trebuie consemnat, insa, ca pozitia oficiala fata de acest
aspect ramane aceea ca nu se poate refuza tratamentul unui
pacient intr-o unitate de urgentd bazandu-ne pe criteriile
enumerate mai sus, deoarece acest lucru este considerat lip-
sit de etica medicala si se opune atat valorilor Hipocratiene
cat si credintelor publicului larg.

Stressul Profesional

Existd numeroase studii recente care fac o legatura clara
intre nivelul de stress al medicului si calitatea actului
medical, majoritatea avand o referire speciald la medicina de
urgentd. S-a constatat de-a lungul timpului c@ procentajul
persoanelor care lucreazda in domeniul medical si aratd un
nivel de stress peste normal a rdmas in jurul a 28%, fata de
media populatiei muncitoare care este de 18%. Ceea ce s-a
schimbat in ultimii ani este deschiderea medicilor spre a
discuta aceastd problema si de a recunoaste existenta ei in
fata colegilor, dar si fatd de sine. La nivel international s-a
constatat cd personalul medical ,,obosit si stresat” nu furni-
zeaza servicii medicale de calitate ceea ce este 1n special
adevarat pentru serviciile medicale de urgenta.

Unul dintre factorii cu cea mai puternicad influenta este
lipsa somnului. Recent s-a remarcat o atentie mai mare
acordata acestui aspect atat de cétre societitile academice
cat si de citre cele in masura si ia atitudini in acest sens. In
SUA si in alte state s-a redus numéarul maxim de ore de lucru
pentru un medic din cadrul serviciului de urgentd la maxim
12 ore fara pauza, adica jumatate din numarul orelor admise
pentru orice altd specializare, recunoscandu-se astfel nivelul
mai ridicat de solicitare fizica si psihica prezente in acest
domeniu. Cu toate acestea, legislatia nu prevede nicdieri
limitarea locurilor de munca sau alternarea garzilor din ser-
viciul public cu cel privat, ceea ce duce la o ineficacitate
pronuntatd a sa. Cu toate acestea existd controverse cu
privire la eficienta exacta a acestor masuri.

Atat studiile clasice (McHenry — 1989) cét si cele mai
recente demonstreaza riscul crescut pentru simptomele de
rustout si burnout la care sunt expusi lucratorii din sistemul
medical de urgentd. Paramedicii si medicii din terapia
intensivd mobila au fost catalogati ca avand cel mai mare
factor de risc pentru aceste sindroame. Principalul factor ce
influenteaza acest aspect este acumularea treptatd de stress
ceea ce duce la o scadere considerabild a calitétii actului me-
dical. Manifestarile acestui sindrom in cazul MU sunt repre-
zentate in principal de absenteism, moral scédzut si calitate
slaba a actului medical.

Clasificarea dupa Maslach

Conform lui Maslach burnout-ul are trei componente
principale, fiecare fiind un factor alterant atat al relatiei me-
dic-pacient cét si al calitatii actului medical.

Prima componenta este reprezentatad de sentimentele ac-
centuate de epuizare emotionald — fiind caracteristicd pentru
paramedici si urgentisti. Aceasta duce la dezvoltarea unor
trairi negative manifestate printr-un contratransfer daunator

pacientului, in plus, s-a facut legatura intre aceste situatii si
o crestere a riscului stabilirii de diagnostice medicale ero-
nate. Radacina acestui factor se afld in cerintele psihologice
care solicitd excesiv specialistul din punct de vedere emotio-
nal. De asemenea, serviciile din exteriorul spitalului (TIM)
se desfdgoard foarte des in conditii nefaste precum intune-
ricul, fenomene meteorologice incomodante, violenta ver-
bald a trecatorilor, factori de risc fizic §i chimic (incendii,

Tabelul *1

Clasificarea conceptuala a indivizilor conform unor teme centrale
ale personalitatii cu referire la caracteristicile prezente la
specialistii in medicina de urgenta si lucratorii paramedicali.
Dupi Adler si Mosak

Axati pe o [si inhiba sentimentele si spontaneitatea pentru
control a evita sa devind vulnerabili
e Adepti ai ordinii, intelectualizdrii, consecventei
si atentiei la detalii
o Perfectionisti; 1i depreciaza pe altii in
comparatie cu sine
Axati pe a e Activi, agresivi, energici
conduce e Simt nevoia de a fi in centrul atentiei si de a-i

conduce pe ceilalti

o Sunt ambitiosi si accepta foarte greu criticile §i
contraargumentele celorlalti

e Simt nevoia de a multumi pe toata lumea in
scopul aprecierii

e Se dedica in mod absolut scopului propus si
dau dovadi de o constiinciozitate excesiva

Axati pe a e Simt nevoia de a multumi pe toata lumea in

multumi orice moment si de a fi apreciati pozitiv

e Sunt extrem de sensibili la critici venite din
exterior, se simt devastati emotional cand nu
reugesc sd multumeascad in mod constant i
absolut persoanele din jur

e Analizeazd oamenii din jur pentru a identifica
ce anume ii multumeste si isi schimba
atitudinea in functie de aceste evaluari

e Se apreciaza pe sine 1n functie de parerile
exprimate ale anturajului.

Axati pe e Considera cd viata este necinstitd cu ei pentru

acaparare ca le refuza ceea ce ei considera ca merita

e Exploateaza si manipuleaza anturajul, recurg la
intimidare, sarm personal sau orice altd metoda
pentru a obtine ceea de doresc

o Sunt instabili in dorinte $i manifesta aceasta

caracteristica in toate aspectele vietii

(profesional, social, afectiv, etc.)

Autocompatimitori, resemnati, predispusi la

accidente

e Se dedica absolut scopului pe care si-1 propun
si il centreaza in toate aspectele vietii

e Se lauda si se mandresc cu suferinta lor se
considera dezavantajati si subapreciati

Opozanti o Contrazic orice argument si cred in ceea ce
argumenteaza

e Nu sunt sustinatori a niciunei cauze si sunt
intotdeauna gata s o contracareze

o Sunt pasivi la cererile §i parerile altora, sunt
extrem de pesimisti i gasesc solutii unice si
independente oricarei probleme cu care se
confruntd

Axati pe o Evitd sentimentele, cred cd ratiunea poate

ratiune rezolva orice problema indiferent de natura sa

o Sunt foarte calculati, se tem de propria
spontaneitate si si-o remit pe cat posibil

e Nu se simt confortabil in mediul social dar
vaneaza bunele aprecieri ale anturajului

“Vanatorii o Urisc rutina si repetitivitatea actiunilor, sunt

de actiune” foarte sensibili la plictiseald si monotonie

o Cauta anturaje diferite in care sa le fie
satisfacute nevoile de actiune si provocari

Victimizanti | e
/Martiri
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accidente biologice), situatii critice (batai de strada, atacuri
armate) care augmenteaza factorii traumatizanti ai acestei
practicii medicale. Cea de-a doua componenta este tendinta
de a dezindividualiza pacientul cu scopul de a minimaliza
implicarea psihafectiva care ar putea afecta calitatea ajuto-
rului acordat, iar cea de-a treia caracteristica identificata este
tendinta cétre autoevaluare negativa in momentele rememo-
rarii $i documentarii cazurilor medicale abordate.

Abordarea Adleriana

Teoriile lui Adler completate mai tarziu de Mosack defi-
nesc anumite tipologii care sunt folosite ca suport concep-
tual pentru a evidentia similaritudinile dintre indivizi in ceea
ce priveste modalitatile de coping cele mai probabile si ris-
cul de a fi afectati de un burnout acut. Acesti autori catego-
risesc indivizii conform unor teme centrale ale personalitatii
astfel: axati pe a conduce, axati pe control, axati pe acapa-
rare, axati pe a multumi, victimizanti/martiri, opozanti, axati
pe ratiune, “vanatori de actiune” (conform tabelului *1).

Studiile au aratat ca aceastd teoretizare poate fi utila in
stabilirea dinamicii personale a specialistilor din urgentele
medicale stabilind c& exista tipologii cu factor de risc cres-
cut pentru burnout, dar evidentiaza si anumite tipologii cu
caracter imunogen. Astfel cei axati pe control, datoritd
caracterului spontan si inconstant al actului medical de
urgenta, pot fi susceptibili unui burn-out mai acut, la fel ca
si cei axati pe a multumi, din cauza ratei mari a mortalitatii
din aceasta specializare. De asemenea, se evidentiaza un risc
la fel de crescut pentru personalitatile de tip opozant si cei
axati pe ratiune datoritd contrastului dintre nevoile persona-
le ale acestora si natura actului medical de urgenta. Tipurile
de personalitate axate pe acaparare, pe a conduce si “vanato-
rii de actiune” sunt considerate a fi imunogene in acest caz
datoritd ambitiei i spontaneititii acestora.

Specificitatea Copingului

Fiind confruntati constant cu situatiile enumerate mai
sus, specialistii din medicina de urgentd atat mobila cat si
spitaliceasca tind sa adopte o abordare distantd si
autoconservatoare a pacientilor. Conform lui C. E. Palmer,
aceastd abordare se manifestd sub forma unor tehnici de
coping folosite de ei pentru a-si ameliora perceptiile in
privinta situatiilor medicale critice cu aspect si potential
psihotraumatizant. Printre acestea vom enumera desenziti-
vizarea educationald, umorul si ironizarea, alterarea limba-
jului uzual, fragmentarea, atitudinea de workoholic si
rationalizarea (tabelul *2).

Considerand lipsa totala de educatie profesionald in
ceea ce priveste abordarea situatiilor conflictuale cu
pacientii, personalul medical, oficialitdti sau cu persoanele
care asistd pasiv la scenele din spatiul public in TIM, s-a
observat faptul cd medicii adoptd mecanisme defensive in
functie de temperamentul si personalitatea fiecaruia,
contribuind astfel la acumularea de stress psihic. Aceste
mecanisme 1i ajutd pe specialisti sd se poatd concentra mai
bine in timpul serviciului medical insd cronicizarea lor
devine cu atit mai daundtoare cu cat acestea devin constante
si influenteaza toate aspectele vietii medicului.
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Tabelul *2

Principalele mecanisme defensive si de coping manifestate de catre
personalul medical lucrator in Medicina de Urgenta.

Dupa C.E. Palmer

Desenzi- e Proces congtient

bilizarea e Considera experientele prin care trec ca scuza pentru a

educati- neglija procesul de educatie medicald continua

onala e Refuza sa documenteze diferite cazuri dupa tratarea
pacientilor pentru a evita reconfruntarea cu o situatie
traumatizanta

Nota: la nivel mondial se observa participarea redusa
la congresele si conferintele de MU fata de alte
specializari in conditiile unui numar redus de astfel de
manifestari.

Umorul si |  Proces congtient

ironizarea | e Ironizeaza pacientii si problemele lor de sanatate in
discutiile cu colegii

e Trateaza cu superficialitate componentele suferintelor
pacientului

Alterarea | e Proces congtient

limbajului | e Folosesc un limbaj dur si direct, cu invective si
expresii jignitoare, chiar fara a avea un scop anume.

e Adopta atitudini distante si inferiorizante fata de
pacienti, exprimate atit prin limbaj cat si prin alte
manifestari (evitd a privi in ochi pacientul, pastreaza o
distanta constanta, in mod vadit crescuta, intre sine si
pacient in afara consultatiei)

Atidudi- e Proces inconstient

nea de e [si programeaza cat mai multe ture.

workoho- | e Considera ca este indispensabil sistemului si se simte
lic vinovat dacd nu munceste.

o Evita viata sociala folosindu-gi timpul liber in special
pentru a-si perfectiona tehnicile §i pentru a se pregati
pentru o altd gardd medicala.

Fragmen- | e Proces constient

tarea e Medicul fragmenteaza situatia pacientului in mai multe

stiintifica parti (patologie — manifestari simptomatice — perceptia
pacientului asupra bolii) evitdnd confruntarea cu acelea
care nu pun in pericol acut viata pacientului.

o Evita sa constientizeze situatia generala a pacientului
concentrandu-se doar pe tratarea urgentei medicale
reprezentatd de patologia acuta

o Evita s comunice cu pacientul

Rationali- | e Proces inconstient

zarea e Medicul isi priveste pacientii ca si “cazuri medicale”,
nu ca oameni.

e Amplifica partea rational-tehnicista evitand sa
empatizeze in orice fel cu suferinta pacientului
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MEDICINA ESTE SI ARTA?

Dr. Mioara Tovarnac, lagi

Abstract: in our days, from different causes, Burnout Syndrom
is common in Medical World. I allow myself to show you which
would be one of these causes: the establishment of a diagnostic
differential between a fake organic affection and a real organic
affection.

Key words: Stress, malady, diagnostic differential.

De multe ori mi-am pus aceasta intrebare si, dupa atatia
ani de experientd clinicd, raspunsul cred, cd nu poate fi,
decat individual.

Am constatat in ultimul timp, mai ales dupa 1990 si din
ce 1n ce mai frecvent, un nou tip de pacient/pacientd cu un
sindrom la inceput vag definit, plurisimptomatologic, dar
care, prin evolutie, pune in evidenta o noua maladie.

De obicei este vorba despre o persoana adulta, cu predo-
minenta sexului feminin, cu varsta cuprinsa intre 40-60 ani,
din mediul urban, avand pregatire profesionald, medie sau
inalta, tipul de ipohondru, cu preocupare excesiva asupra
propriei sanatati, cu o culturd medicala culeasa din diferite
medii, Tmprejurari sau carti. Au antecedente personale,
bogate in afectiuni psihosomatice (dischinezii biliare, colite
mixte, sindrom de colon iritabil, cardiopatie ischemica,
gastritd, hipertensiune arteriald, obezitate sau sindrom hipo-
anabolic, etc.) toate, pe fond de usoard instabilitate psihica,
de multe ori determinate de traume personale, familiale
(divort, decese), sociale (conflicte la locul de munca, pensi-
onare medicald) si nu in ultimul rdnd, cu probleme privind
viata sexuala. Sunt consumatori moderati de bauturi al-
coolice si in general nefumatori.

Péna aici nimic nou. Ceea ce am constatat in ultimul
timp, particular la acesti pacienti este intensitatea in
avalansd privind evolutia simptomelor pe care le acuza,
legate curios nu in paralel cu evolutia dovezilor clinice si
paraclinice ci de numarul investigatiilor paraclinice, cu cat
mai sofisticate cu atat mai insistent cerute.

De obicei, asemenea pacienti, vin la o prima consultatie
cu simptome atenuate privind functionalitatea unui organ.

Ca medic internist dupa consultatie si investigatii para-
clinice, comunic pacientului ca totul este in ordine, ceea ce
il nemultumeste profund si prin autointretinere psihica,
simptomele se accentueazd, devin alarmante (se sufoca,
vede moartea cu ochii, dureri groaznice).

Isi administreaza o medicatie recomandati de diverse per-

17. Mosak, H. H. (1968). The interrelatedness of the
neuroses through central themes. Journal of Individual
Psychology, 24, 67-70 via

18. Kosinski, Frederick A. Jr, Journal of Employment
Counseling, Friday, December 1 2000

19. Journal of American Psychiatric Association 1994

20. Dernocoeur, K. (1989). Total self-care: Basic stress
management and more. Emergency Medical Services,
18(2), 29-38.

21. Palmer, R. G., & Spaid, W. M. (1996). Authoritarianism,
inner/other directedness, and sensation seeking in
firefighter/paramedics: Their relationship with burnout.
Prehospital and Disaster Medicine, 1 1(1), 11-15.

22. Graham, N. K. (1981). Done in, fed up, burned out: Too
much attrition in EMS. Journal of Emergency Medical
Services, 6(1), 24-29

soane care isi dau cu presupusul, consulta diversi parame-
dici, executa diverse proceduri (acupunctura, fitoterapie, etc.).

Mai nou si la moda, isi face un bilant bioenergetic. lata
de exemplu rezultatul unei astfel de investigatii si diagnos-
ticul stabilit prin aceastd metoda: neurastenie, anemie feri-
priva si pernicioasa, dischinezie biliard, duodenitd cronica
interstitiald, gastritd atrofica, helminti, lambliaza, enterita,
glutenopatie, diabet in dezvoltare, pancreatitd cronica,
deficienta enzimaticd, colecistita acutd calculoasa, laringo-
traheita, sinuzitd maxilard, T.B.C. pulmonar in dezvoltare?,
hipotiroidie (tiroidita autoimuna in evolutie), hidronefroza,
oxalurie-pielonefritd spre colectie?, polip uterin: tumora be-
nigna a muschiului uterin, papiloma virus, mastopatie bila-
terala-stafilococ?, lipom mamar stang, hipotensiune, miocar-
dodistrofie, angina pectorald spre evolutie, nevroza obsesivo
fobica, dereglare convulsiva (cognitiva), A.T.S. incipienta,
osteoporoza la nivelul coloanei cervicale, radiculita la nive-
lul articulatiilor, sclerodermie generalizata, infectie sistemi-
ca cu Enterococ, Stafilococ, Streptococ betahemolitic,
Streptococ Viridans, tulburare afectiva depresiva recurenta-
episod actual major cu ideatie autolitica persistenta,
cervicatroza, tahicardie sinusald, tetanie cronica, sindrom
dislipidemic, discopatie L5/S1, chist ovarian drept operat.

Acestei paciente i s-a depistat si o alergie la penicilina,
efedrind, cistina si peroxid de magneziu, recomandandu-se
un tratament homeopatic, cu metaterapie la nivelul pul-
monilor, traheei, bronsiilor, ficatului, splinei, pancreasului si
vezicei biliare.

E drept ca o asemenea lista de afectiuni ar pune pe gan-
duri §i pe cea mai optimista si tonicd persoana.

Ceea ce am constatat este ca afectiunile legate de starea
psihica sunt cu evolutie ciclicd, ca aceste simptome cresc in
intensitate ajungandu-se la o preocupare obsesivo-fobica, cu
un punct culminant necontrolat de administrarea medicatiei
sedative sau antifobica si cd recomandarea uneori fortuita a
unor investigatii de inaltd specializare medicald, deseori
dificile (R.M.N., C.T.,endoscopii etc.), fac ca imediat dupa
aceea pacientul sa se simta bine si sa nu-1 mai doara nimic.o
perioada de timp.

Cand acumulérile de stress depasesc un anumit prag,
persoana respectiva, de obicei isi gaseste o altd afectiune
care urmeaza aceeasi evolutie ca si precedenta. Pacientul
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este iar In cautarea unui medic “bun”, care sa stie ce are si,
mai ales, sa-i recomande investigatii cat mai complicate.

Problema medicului consultant (si aici intervine
pregatirea profesionald, experienta si artd) este aceea ca de
multe ori, limita Intre raspunsul organic al unei depresii
psihice si o boald organica propriu-zisa este foarte restransa.

De aceea, relatia medic-pacient, in aceste cazuri trebuie
sa fie una speciald, conlucrarea cu medicul psihiatru si
psiholog s fie perfecta pentru a stopa efectul de “avalansa”
al simptomelor.

Sunt pacienti foarte dificili in care rabdarea de a stabili
un diagnostic cat mai precis de a urmari evolutia simpto-
melor si uneori curajul de a o lua de la capit, constituie o
adevaratd artd medicald, ceea ce vroiam si spun de la
inceput. Sau, pentru medicul respectiv, incd o cauzd pentru
declansarea unui sindrom Burnout.

Dr. Tovarnac Mioara, Medic Primar Boli Infectioase
si Epidemiologie. Clinica de Boli Infectioase lasi,
mioara_iasi@yahoo.com

“A BALINT-GROUP IS NOT JUST FOR DOCTORS”

Don Bryant, London, United Kingdom

Abstract: This paper traces the development of the
group training method — originally designed for GPs and
fully described by Balint (1) — into ‘an eminently practical
experience for allied professional groups’ (2). Particular
applications of ‘Balint-like’ training groups are exemplified
by: hospital and other social institution leaders (3,4);
health-care professionals (5); and supervision groups for
counsellors and psychotherapists (6). A more detailed
account is provided by the Southwark Diocesan Group
Scheme for clergy and pastoral workers (7-16). This
account illustrates important parallels with Balint work for
GPs and other healthcare professionals, and addresses very
similar problems in relation to future directions (17). In
pursuing the question “What future for Balint work? ", this
paper will speculate on the potential for adapting the classic
Balint model to serve the needs of two new ‘client-groups’
which appear to be gaining prominence in the world in
which we live today — the “Expert Patient” (18) and the
“Volunteer Carer” (19).

Introduction

“Nothing ever stays the same...” “Just because it was
good once, doesn’t mean to say we’ve got to go on doing the
same old thing...” “The only thing that’s really certain about
an uncertain future is that it will certainly be very different
from how things are now...” “The only constant thing in our
universe is change...”

These and other similar aphorisms have become almost
axiomatic in the social and behavioural sciences. They are,
arguably, even more apt when applied to the developments
that have taken place in that body of specialised — and, at the
time, rather speculative — group work originally designed
over fifty years ago for the training of family doctors over.
When, in 1957, Michael Balint published his seminal work
(1) on the group method for the training and professional
development of general practitioners, it seemed like a breath
of fresh air blowing through the conventional and often
stereotyped teaching of the practice of family medicine.
Over and above the highly ‘scientific and evidence-based’
collection of textbook techniques for dealing with the
human condition, there were now strong resonances from
the field of psychoanalysis heralding the impact of the
Unconscious on the ways in which doctors experienced their
patients. Although challenged by the leaders of the more
orthodox schools of medical education, the group ‘learning
and experiential” method — soon to be more widely known
as the ‘Balint-group’ method — rapidly became seen as an
essential part of the modern young doctor’s toolkit of
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diagnosis and evaluation. Before long, local groups were
springing up all over the UK, shortly to be followed by
overseas groups and the setting up of the Balint Society as a
focus for regular dissemination, discussion and publication
of ideas and case studies.

Case discussion groups were, however, nothing new.
What was different about Balint groups was the absence of
didactic teaching: they were quite deliberately not intended
to be groups whose members were pupils to be instructed by
a teacher. Neither, however, were they intended to be psy-
chotherapeutic groups whose members are helped by an ‘ex-
pert’ to understand and to address their own emotional prob-
lems. The focus was on the process of the doctor’s inter-
action with the patient, and on the counter-transference as a
source of information. Balint’s aim was to get away from the
heavy reliance on theoretical knowledge and to help doctors
develop a new skill — listening. Listening to their patients:
not only to their spoken words but also to the unspoken. Lis-
tening also to their own responses and feelings. Evidence-
based medicine was now to be more evenly balanced with
empathy and experience in order to take on a human face.

A parallel development in the field of community men-
tal health was the recognition by Sutherland and his
colleagues at the Tavistock Clinic of the Balint method as
‘an eminently practical experience for allied professional
groups’ (2). These ‘allied professionals’ included hospital
physicians, practice nurses, social workers, family therapists
and the clergy. Group work, although firmly based on the
Balint method originally designed for family doctors was
now freely adapted to meet the needs of ‘allied professio-
nals’ who were clearly not doctors in the strict medical sense
(an early indication that “Balint-groups were just not for
doctors”). Perhaps more accurately described as ‘Balint-
like” groups, this form of group work was not, however, to
be regarded as a kind of “poor man’s psychoanalysis” (any
more than were the original Balint groups for family doc-
tors); it had a validity and value of its own.

Alongside this development of group work in commu-
nity mental health was the overspill into applications of the
‘group relations’ movement into specialised conference groups,
such as T-groups, encounter groups, and training laborato-
ries (especially those pioneered by the National Training
Laboratories at Bethel in the USA from 1947 onwards).

The first group relations conference in the UK was
mounted by the Tavistock Institute of Human Relations in
1957 at Leicester University. The ‘Leicester’ conference
soon became an annual two-weekly residential event with
an international membership drawn from mental health
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professionals such as psychoanalysts and psychiatric social
workers as well as leaders from industry, government,
hospitals and other social institutions (3). This particular
strand was heavily influenced by a concentration on the un-
conscious ‘basic assumptions’ that, according to Bion (4),
were always present as obstacles to the “W’ — the explicit
primary task of the organisation or work group

The tensions between ‘basic assumption’ phenomena
and primary task were creatively pursued by the work of
Harold Bridger and his colleagues at the Tavistock, culmi-
nating in the concept of the ‘Double Task’ (5). This made a
deliberate effort to secure a working balance between, on the
one hand, the demands of everyday problem identification
and resolution in the workplace and, on the other hand, the
influences of unconscious processes in the group.

The insights and experiences from these post-Balint
influences led to further modifications of the group learning
experience and its application to the supervision of coun-
sellors and psychotherapists (6). A major pragmatic distinc-
tion (between counselling and psychotherapy) with impli-
cations for the group supervision of ‘allied professionals’
was the emphasis on work with non-patient groups (i.e. with
practitioner groups) with little explicit use of the transfe-
rence and with a greater degree of task orientation.

Eleven factors identified by Yalom in his magisterial
work (6) provide a background to the principles and
assumptions guiding most forms of group work: (i) insta-
llation of hope; (ii) universality; (iii) imparting of infor-
mation; (7v) altruism; (v) the corrective recapitulation of the
primary family group; (vi) development of socialising
techniques; (vii) imitative behaviour; (viii) interpersonal
learning; (ix) group cohesiveness; (x) catharsis; and (xi)
existential factors. Among these eleven factors listed above
as curative in most (if not all) forms of group work is the
installation of hope, central to all forms of psychological
therapy and to medicine and to religion.

One of the great functions of religion in the past was to
affirm the sense of self in times of crisis — sickness or death,
birth and marriage. Changes in society, along with the
development of scientific knowledge in medicine has led to
a recession in the use of churches and of the role of clergy.
The need to care, however, is in no way diminished and the
fall in church attendance has been paralleled by a rise in the
size of the caring professions. The clergy, along with social
workers and counsellors and many others, are examples of
the ‘allied professionals’ who, with Balint’s original GP
groups, have been helped by institutions like the Tavistock
Clinic over many years to develop their skills of listening
and self-reflection and, as those skills have developed, these
‘allied prfoessionals’ have become more “professional”.
But, despite the many successes, there have also been
setbacks and disappointments. There now follows a more
detailed account of group work with clergy. This account
illustrates important parallels with Balint work for GPs and
addresses similar problems about the future.

The Southwark Group Scheme for Clergy

Schemes involving ‘Balint-like’ groups were pioneered
in several dioceses of the Church of England as one way of
providing adequate and regular pastoral support for clergy, a
structure within the Church for ‘caring for the carers’. The
first scheme was launched in Southwark in 1970. It was co-
ordinated by a whole-time Director of Pastoral Care and

Counselling, with the full backing of the then Diocesan
Bishop (Dr Mervyn Stockwood) and used group leaders
who already had relevant training in group work. Other dioce-
ses followed; some schemes were officially sponsored and
accountable to diocesan structures (for example London
Diocese set up a scheme in 1977 with features that included
secondment of experienced psychotherapists conducting
training groups for potential group leaders, an accreditation
process and continuing supervision for trained leaders); other
schemes were more informal in response to local needs.

These group schemes aimed for a balance of clergy and
accredited lay pastoral workers, and of men and women,
with an average complement of eight members plus two
leaders. Many groups continued for several years meeting
weekly or fortnightly; other members joining by agreement
to fill leavers’ places. Their tasks were to explore issues
arising at work, to look at the way these were handled and
to help in the search for better ways. Members were
encouraged to assist each other to understand their own
blind spots and how these affected their work. The ‘here
and now’ of the group’s involvement was found to reflect
the relationship problems at work or in the parish.

Typically one or two current ‘cases’ (pastoral situations
giving cause for thought, not necessarily ‘problems’) were
presented by group members in a session, the leaders
usually opening the session by asking “who has got a case?”
Everything shared in the group was counted as confidential
and not discussed outside the group. In order to give a
flavour of the kind of cases presented at the clergy group
sessions, two examples, based on material discussed at
supervision sessions (with some changes of detail to
preserve anonymity) have been selected.

CASE “A”

Andrew, the vicar of a large mixed working and middle
class parish on the outskirts of South London, tells the group
about his latest attempt to provide a better service of pastoral
care. He has put a notice in the parish magazine offering to
hold evening ‘surgery’ in the church hall between 6 to 8pm
every Tuesday. The notice was addressed to “all those feeling
lonely, stressed, or just in need of a friendly chat or a liste-
ning ear”. Andrew explains that his idea of a ‘surgery’ is de-
liberately open ended as regards session length, being model-
led on the ‘old style’ local GP surgery where patients could
just drop in and wait to be seen on a first-come, first-served
basis. Andrew then adds that nobody came the first week.
During the second week the only taker was an elderly man he
had never seen before with arm in a makeshift sling, deman-
ding treatment. Andrew’s attempt to explain that it’s not that
kind of surgery falls on deaf ears, and the old man goes off
complaining about the church being “all promise, no delivery”.

Andrew goes on to relate how he was awakened very
early the following morning by a ‘phone call from Mr A (a
regular parishioner) who, claiming that he had turned up at
the surgery before 8pm last night only to find it already
closed, asked to be seen immediately as “a very urgent and
sensitive pastoral matter has arisen”. Confessing to a mo-
ment of weakness, compounded by past frustrations, when
he very nearly agrees to Mr A’s request to be seen im-
mediately, Andrew sticks to his guns however, and reaffirms
the original offer: “come next week to evening surgery and
I’ll see you then”. Mr A replies that next week will be too
late and slams the ‘phone down.
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The following week Andrew reports to the group that
neither Mr A nor anyone else has come to evening surgery.
Nothing more is ever heard about Mr A’s “very urgent and
sensitive pastoral matter” nor, indeed from Mr A himself
who appears to have disappeared without trace from the
parish. In answer to the question “how does that make you
feel?” put by his fellow group members, Andrew replies
“you can’t win”.

(Several sessions later Andrew announces to the group
that the evening surgery experiment has been “put on hold”).

CASE “D”

David, a newly ordained young priest has been asked by
his Rector, John, to call on Mrs D. She is a lady in her early
50s whose husband had died suddenly eight weeks pre-
viously. At first Mrs D seemed bright and cheerful and asked
David about his new ministry and future plans. Nothing is
said about her husband’s death until David asks her how
things had been with her lately. Mrs D breaks down and cries
for several minutes. Not knowing what to say, David just sits
there, feeling helpless while she weeps. Eventually, he asks
if he might say a prayer before leaving, to which Mrs D
replies “if you like”. David feels that his visit has gone badly
wrong and invites the group to explore with him his anxieties
before the visit, his feelings of helplessness during the visit,
and the reasons he offered to say a prayer.

After asking David a few more factual questions about
Mrs D’s situation prior to her husband’s death, and about his
own training and expectations, various member of the group
speculate on what was happening both to David and to Mrs
D during the visit. Group members are thus able to make an
imaginative leap into David’s shoes and to imagine his fee-
lings as well as those of Mrs D as she opens the door to this
well-meaning and caring, but obviously inexperienced,
young man. She takes care of him. By helping him to recall
both what he has done and is planning to do, she enables
David to broach the subject he has come about. Thus encou-
raged, Mrs D breaks through her distress and shares it with
David by doing what she needs to do — to cry — for several
minutes and to have David take upon himself some of the
weight of her sense of helplessness. Sensing that the prayer
is more for him than for her, she encourages him to go ahead
if that is what he wants. He lets her cry, and she lets him pray;
each shares and so bears some of the anxiety of the other.

Very little of this imaginative interpretation of the
situation is available to David until he is able to retell it step
by step to a group prepared to listen and speculate in a non-
judgmental and supportive atmosphere. Without such a
setting David’s experience might otherwise have been
discarded as a failure. The group process has helped David
understand some things, not only about himself as a person,
but also about the practitioner-client relationship.

Despite the initial success of the clergy groups and their
burgeoning during the 1980s, there were, by the mid 1990s,
reports of their “running out of steam”. In response to these
reports a detailed review of the Southwark scheme was un-
dertaken in 1995.

The analysis of results of this review (7) largely confir-
med the beliefs that led the founding fathers of the support
group network in Southwark (8,9) to set up the scheme in
the first place. These beliefs stem from Moltmann’s vision
(10) of grass-roots communities where clergy and laity learn
together to help themselves.
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As beliefs they incorporate several assumptions: that
group members can learn ways of distinguishing between
their own personal anxieties and those of the people for
whom they have pastoral care; that their understanding is
deepened through sharing the resources of others who may
have faced, and sometimes resolved, similar problems; that
in learning through observation and participation about what
happens in groups they will come in time to recognise the
many human needs that can enhance the effectiveness of the
many groups in which they are involved in everyday life.

All of these beliefs appeared to be well vindicated by
the experiences of past and present group members. But
there were a few blind spots, in Egan’s sense (11). Notably
they included: the “tyranny of the group”; the lack of clear
expectations on joining; mismatch between expectations
and experience; uncertainty over whether support also im-
plies a measure of therapy; the competence, training and
theoretical orientation of leaders and supervisors; the extent
to which the theological component in group work is crucial
or optional (or sometimes, indeed, even relevant.)

Some of these blind spots were worked on in the course
of group work. As regards the point about theological
commitment, Leech (12) has complained about the reduc-
tion of pastoral ministry to a secular counselling model but,
as Rhymes (13) has pointed out, it is precisely because the
church has failed to exercise a ministry of the whole
community that the type of social service/clinical ministry,
of which Leech is rightly suspicious, has developed. Blows
(14) puts it in a different way by asserting that, while the
role and task of the pastor are unique among the helping
professions, and need to be strengthened, the pastor cannot
work in a disciplinary vacuum.

Issues about leadership, authority, dependence, pairing,
aggression, absence and mourning in group life have been
well described by Bion (4). The clergy groups, although
never intended to function like Bion’s Basic Assumption
groups, will doubtless encounter behaviours that are
dysfunctional as well as helpful to the primary task of the
group. It was Bion’s particular contribution to recognise that
emotional and irrational feelings in the group profoundly
affect their rational workings and that the full potential of
the group can only be realised when this is acknowledged
and dealt with by the group.

It is Bion’s view that the group only develops when it
learns by experience, gaining greater contact with reality.
Learning by experience was very much a feature of the
clergy groups, but it is to the work of Balint (1), rather than
Bion that they appeared to owe their theoretical basis.

The stated purposes of the Southwark clergy group
scheme were: to provide support and learning resources for
clergy and lay persons with pastoral roles and tasks; and to
help members in becoming more effective in their
relationships with those they were pastoring. Originally set
up as ‘Basic Groups’ in 1970, the Scheme was the respon-
sibility of the Director (later Adviser) for Pastoral Care and
Counselling, appointed by, and accountable to, the Bishop
of Southwark. After the initial launch, and with the training
and selection of supervisors and group leaders by outside
professionals, the Scheme was reported as “spreading like
wildfire”. By 1981, 14 groups were operating in different
areas of the diocese.

All groups were meeting, weekly for 90 minutes, ten ses-
sions a term (30 in a year), some groups continuing (albeit
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with changing membership) for several years. The average
complement of eight group members, co-led by two group lea-
ders, aimed for a balance of men and women, lay and ordained.

Leaders trained and experienced in group work, also
met fortnightly in supervision groups co-led by two external
supervisors. In addition, all group leaders and supervisors
met once a term with the Director/Adviser to discuss busi-
ness issues and common concerns (the content of individual
group discussion material was however, held confidential).

In terms of financing, group members originally
contributed a token amount towards administration; supervi-
sors were paid honoraria, and leaders their travelling expen-
ses, by the diocese. Eventually the principle was established
that group members should not be charged, and the groups
were funded from the diocesan budget but they had always
cost more to run than allowed for in the budget.

The parallels between the workings of the basic groups
for clergy and those of Balint groups for GPs were striking.
Comparisons were made to identify what common features
and what differences may be of value in providing insights
leading to the improved effectiveness of the clergy groups
and possibly those of other ‘allied professionals’.

Ten General Principles for Clergy Groups

Comparison of the operation of the clergy groups with
the essential characteristics of Balint groups for GPs as
suggested by the Balint Society (15) provided the basis for
some general principles which could be applied to both and,
indeed, to other ‘allied professionals’:

(a) Size: 6-12 (9 the optimum plus the 2 group leaders)

(b) Group leaders (2) — 1 clergy who has had group training

1 counsellor or other professional

(¢) Group members in pastoral/counselling contact with
parishioners/clients

(d) Material based presentation of current cases that give
group members cause for thought (not necessarily a
problem) giving rise to: distress; puzzlement; difficulty;
interest; surprise.

(e) Discussion focuses on relationship between group
member and parishioner/client, clearing up matters of
‘fact’ but only those bearing on that relationship.

() Reliance on memory and not on ‘case notes’

(g) Sessions not for personal therapy of group members
(discomfort in group members being worked through in
the context of the client’s needs rather than those of the
group member).

(h) Standard small group rules: (60 to 90 minutes) — one or
two cases per session.

(i) Purpose: to increase understandings of problems of the
client, not to find solutions or give advice, but to
speculate on ‘what’s going on?’.

(j) Group leaders responsible for keeping focus on task/
problem rather than on personalities.

In comparing clergy groups with Balint groups for GPs,
it is interesting to recall that what Balint thought was needed
was: first, the acquisition not of theoretical knowledge but
personal skill; and secondly, a limited, yet considerable,
change in the personality of the practitioner. Just as Balint’s
emphasis was to focus on the very nature of general prac-
tice, so in the basic clergy groups was it the intention to
focus on that of pastoral care. Here in pastoral care, no less
than in general practice, were the personal skills and the
personalities of its practitioners found to be crucial in pro-

viding continuing support and well-being for those in their
charge. However, the nature of pastoral care is very different
from that of general practice (for example, most interactions
with clergy being brief encounters at the church door, in the
street or supermarket, on the ‘phone, etc.) and the analogy
should not be pushed too far.

Towards the end of 2001, several changes in the
administration and the structure of the diocese (including
the appointment of a new Bishop followed by the
resignation of the Adviser of Pastoral Care and Counselling)
had occurred and the fortunes of the basic groups (now
renamed Consultation and Support Groups) had declined.
There were now only 36 group members within six groups,
each with two co-leaders, meeting as two supervision
groups, each comprising two supervisors and three pairs of
co-leaders. Current costs of the scheme were dominated by
‘professional’ fees for a two weekly session for each of the
four supervisors. Many other costs were ‘hidden’ (eg. room
hire for the meetings, usually negotiated on a goodwill basis
from local parishes) and there were also financial deficits
carried forward and projected into future years. There was
also the continuing absence of a full-time Adviser for
Pastoral Care and Counselling or even someone with
relevant skills and access to professional networks, who
could represent the scheme to the Bishop and to the Board
for Church in Society (the body responsible for mediating
ever-declining resources to other deserving projects within
the diocese.)

By the summer of 2004, work by an intermediate
management group set up to develop proposals for future
development was overtaken by events — namely the
decision, reluctantly, to close down the groups (mainly
because of the lack of new members coming forward to
make the remaining (now only five) groups viable). A
summary of working papers and ideas for any possible
future development was put together under the title of
“Chairs in a Circle” (16) and presented to a gathering to
which all past and present members of the Southwark
Diocese Group Scheme were invited. The benefits that the
Scheme had brought to many people since it began in 1970
were celebrated and to mark its end now — some 34 years
later - a founder member, Canon John Foskett, agreed to
reflect on the value of the experience and others present
were invited to join in this process. Once again the parallels
between Balint work for GPs and that of the clergy groups
were apparent. Two important questions, of equal pertinence
to ‘allied professionals’, raised by Salinsky in his summaries
(17) of current problems being experienced by GP groups,
were: “can Balint (groups) continue to speak to new
generations of doctors and health workers?”’; and “if so, how
can we preserve the best while being flexible enough to
adapt to the world we live in today?”

What Future for Balint Work?

There is one additional aphorism to be considered along
with those listed at the beginning of this paper: “On the
other hand, don’t throw the baby out with the bath water...”
It is clear that, building on Balint’s original ideas of fifty
years ago, there have been many considerable developments
and shifts of emphasis in response to changing social issues
and values as well as modifications more suited to the
particular needs of other ‘allied professionals’. Yet in
several fundamental aspects the Balint method remains
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unchanged: the focus is on the relatedness of the individual
to the group; the method relies basically on learning through
experience in the ‘here and now’; material for discussion is
drawn from ongoing cases in the practitioner group’s work
situation; the stance is educational but not didactic;
practitioners are encouraged to listen, but also to hear and to
absorb, emotions expressed by their clients without
themselves breaking down or acting negatively; there is a
commitment to providing a safe environment where
practitioners are able to talk in confidence about the feelings
aroused in them by their clients, and also to developing an
awareness of unconscious feelings projected by the client
and resonating with those of the practitioner.

There are, however, many other features which are not
immutable and would be suitable subjects for creative
experimentation: frequency and duration of group sessions
(the regular 90 minutes a week commitment, for example, is
perhaps no longer a tenable option in today’s busy world,
and a series of concentrated sessions over a weekend, along
the lines of the UK Balint Society’s ‘Oxford’ conferences,
may be not only more practicable but also more effective);
the inclusion of small-group work in the curricula of
vocational training of the ‘allied professionals’; the
expansion of the ‘client group’ base to include the growing
body of newly emergent ‘non-professional’ providers of
care in the community.

To speculate further on this last suggestion for creative
experimentation, this paper proposes at least two new client
groups that appear to be gaining prominence in the world in
which we live today — ‘The Expert Patient’ and ‘The
Volunteer Carer’.

The ‘Expert Patient Programme’ was set up by the NHS
to create a partnership between doctor and patients with
chronic diseases and to give patients the skills to become
equal partners and to take over some of the management of
their own illness. Over time this programme is planned to be
an integral part of the provision for the seventeen million
people living with chronic conditions in Great Britain.
‘Expert Patients’ have been shown to make more effective,
focused use of health and social services. The aim is to
create a new generation of patients who are empowered to
take action in partnership with health professionals caring
for them. So far courses for patients have been run by
partnerships between professionals and knowledgeable
patients to provide structured training in self-management
of specific chronic diseases. The potential now exists for
small ‘Balint-like’ groups of ‘Expert Patients’ to develop
their own skills of listening and reflecting, so as to empower
them to deal with the non-specific aspects of their
disabilities (eg. working well with their own doctor and
other professionals, finding out and using community
resources, communicating about their illness to family and
friends, making wishes known and planning for the future).
These possibilities formed part of the agenda of a one-day
conference held in December 2006 (18) set up specifically
to discuss the future of the ‘Expert Patient” programme.

‘The Volunteer Carer’ refers to the emergence of a
group of people, hitherto unacknowledged, who are growing
in numbers in the so-called unproductive labour market.
Statistical evidence from the UK Departments for Work and
Pensions and of Health indicates that more and more people,
untrained and unpaid, are becoming engaged in full-time
caring for relatives (usually parents, but increasingly

22

spouses and sometimes siblings and offspring). Again as in
the example of the ‘Expert Patient’ it is now recognised
there is a need not only for specific training in the
management of the long-term disabilities, but also for the
training in the skills required in dealing with the non-
specific aspects of their commitment as carers. A recent
initiative (2006) by a local Mental Health Team (19) has
begun to explore the possibility of setting up a ‘Balint-like’
group of full-time volunteer carers with the object of
empowering them to develop the skills required to more
effectively care for themselves as carers.

These potential developments are, at the present time,
still highly speculative. There is, however, a spirit of wil-
lingness on the part of ordinary people — non-professionals
in the sense of lacking any formal education or status — to
engage with professionals who themselves are prepared to
provide committed leadership in the exploration of new
paradigms of partnerships and relationships that will
facilitate a new level of collaborative thinking amongst all
the relevant disciplines and their patients/clients and
between them and society.
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Rezumat: Medicina psihosomaticd este o ramurd
interdisciplinara a medicinii care studiazd patologia
psihosomatica. Complexitatea ei constd in faptul ca se
acordd o atentie deosebitd interactiunii dintre minte, spirit
si corp, dintre boald si comportament individual, pentru
promovarea starii de bine a individului si pentru diagnos-
ticarea §i tratarea unor situatii clinice complexe. Ea integ-
reazd o abordare multidisciplinard, care implicd specialitdti
diferite precum psihiatria, psihologia, neurologia, dar i
dermatologia, pediatria, psihoneuroimunologia, pentru a
numi doar cdteva. In august 2007 a avut loc la Quebec,
Canada, cel de-al Noudsprezecelea Congres Mondial de
Medicina Psihosomaticd, unde au fost prezentate o serie de
lucrari, in cadrul unor simpozioane, cdt si la sectiunea
poster, cu o tematicd pe cdt de diversd pe atdt de incitantd
si de actualitate. Prezentdm in acest articol temele princi-
pale abordate.

Cuvinte cheie: psihosomaticd

Abstract: Psychosomatic medicine is an interdisciplinary
medical field studying psychosomatic illness. The complexity
of this specialty consists in the attention given to the
connection between mind, spirit and body, between illness
and personal behavior. The final goal is individual wellness
and the diagnosis of complex clinical situations. Psychoso-
matic medicine integrates interdisciplinary evaluation and
management involving diverse specialties, including but not
limited to psychiatry, psychology, neurology, gynecology,
pediatrics dermatology or psychoneuroimmunology. In
August 2007 the 19th World Congress on Psychosomatic
Medicine — Psychosomatic Medicine: Scientific Advances
and Cultural Perspectives — took place in Quebec, Canada.
There were presented a lot of interesting papers in oral or
poster presentasions, with various, innovative and intriguing
subjects. We present here the major themes of this congress.

Key word: psychosomatic.

Medicina psihosomatica este o ramura interdiscip-
linara a medicinei care studiaza patologia denumita ,,psi-
hosomaticd”, sau psihofiziologica. Ea integreaza o abordare
multidisciplinara, care implicd specialitdti diferite precum
psihiatria, psihologia, neurologia, dar si dermatologia, pedi-
atria, psihoneuroimunologia, pentru a numi doar cateva.

In perioada 26-31 august 2007 a avut loc la
Quebec, Canada, cel de-al Nouasprezecelea Congres Mon-
dial de Medicina Psihosomatica, (/9th World Congress on
Psychosomatic Medicine) cu tema Psychosomatic Medicine:
Scientific Advances and Cultural Perspectives (Medicina
psihosomaticd. progrese stiintifice si perspective culturale).

In deschiderea congresului, Tom Sensky, presedintele
ICPM (International College of Psychosomatic Medicine) si
profesor de medicina psihologica la Colegiul Imperial din
Londra, a subliniat din nou importanta Persoanei in medi-
cina psihosomaticd, respectiv intelegerea individului si a
personalitatii acestuia, pentru a putea fi tratat ca un intreg si
nu doar ca o ,,boala” (1).

Unul dintre cei mai importanti mentori ai medicinii
psihosomatice din ultimul secol a fost Zbigniew J. Lipowski
(1924 — 1997), american de origine poloneza, si care a avut
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contributii de seama prin publicatii importante despre delir,
schizofrenie, somatizare §i aspectele sociale ale bolilor
mintale, a fost pomenit prin cuvatul — omagiu al lui Don R
Lipsitt (2). S-a pomenit si rolul geneticii in medicina psiho-
somaticd, cu un potential deosebit in dezvoltarea nu doar a
medicinii psihosomtice in general, ci mai ales in psihofar-
macologie (3).

Alexitimia este un cuvant de origine greacd, si care
inseamna ,,fard cuvinte pentru emotii”. Cu toate cd definitia
alexitimiei a fost formulatd cu mai bine de 30 de ani in
urma, raman §i astizi unele controverse nerezolvate, mai
ales legate de natura acestui concept.

Graeme Taylor a trecut in revistd datele existente in
literatura de la prima descriere a conceptului (realizata de
Nemiah si Sifneos), si pand in prezent, subliniind faptul ca
majoritatea controverselor se cristalizeazd in jurul acestor
probleme: daca avem un concept unitar si daca el reflectd
mecanisme de apdrare fata de emotii negative sau deficite in
procesele cognitive complexe ale emotiilor. Argumentele
teoretice sunt sustinute de rezultatele mai multor studii care
aratd ca alexitimia se asociaza cu o simbolisticd deficitara a
emotiilor, stil de atasament nesigur si mecanisme de aparare
imature (4).

Se subliniaza faptul cd existenta unor variatii in in-
tensitatea diferitelor fatete ale conceptului de alexitimie, in
special in ceea ce priveste prezenta sau absenta unor expe-
riente emotionale, ar reflecta subtipuri ale stilului de
atasament, si nu ale alexitimiei in sine.

James Parker, in cadrul aceluiasi simpozion, au exami-
nat structura latentd a alexitimiei printr-o analizd taxo-
metrica (procedura statisticd menita s demonstreze daca un
concept este mai bine conceptualizat ca si dimensiune
continua sau ca si categorie distinctd). Rezultatele mai mul-
tor studii empirice de acest fel nu oferd, se pare, suport ideii
ca alexitimia este un concept taxonomic (5).

Bagby RM se refera la cele doua tipuri de alexitimie
propuse in anul 1997 de Bermond: tipul I (primar) si tipul 11
(secundar). Autorii au analizat viabilitatea acestor doua
subtipuri, iar rezultatele au aratat ca nici un calcul statistic
folosit nu a putut sd extragd doud tipuri distincte ale
conceptului, sau sa confirme structura factoriald a chestio-
narului utilizat (BVAQ — Bermond-Vorst Alexithymia Ques-
tionnaire) (6).

H. J. Grabe analizeaza corelatia dintre alexitimie i pa-
tologia cardiovasculard, i discutd mecanismele posibile im-
plicate: alexitimia se coreleaza pozitiv cu disfunctia siste-
mului nervos autonom (7).

Aino Mattila si colaboratorii au abordat legatura dintre
alexitimie si somatizare, concluzionand ci alexitimia poate
fi un factor predispozant pentru tendinta la somatizare si
interpretare gresita a simptomelor, 1n special la varstnici (8).

O alta asociere interesantd a fost discutata de Verissimo:
aceea dintre alexitimie si sindromul stresului posttraumatic,
cu variatii individuale considerate aici factori de risc pentru
aparitia acestuia (9).

Rose Geist si Michael Weinstein au vorbit despre intro-
ducerea conceptului de simptom medical inexplicabil in
cazul tinerilor pacienti care pun medicilor multe probleme
de diagnostic si tratament. Tipic, pacientul si familia aces-
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tuia considera ca simptomul cronic, de cele mai multe ori
durerea, este legat de o suferintd organica si nu sunt com-
plianti la evaluarea factorilor psihosociali ca determinanti ai
aparitiei/persistentei simptomului respectiv. Se ajunge,
astfel, la consultarea unui numar inutil de specialisti si la
cheltuieli mult mai mari comparativ cu severitatea bolii.
Autorii propun abordarea multidisciplinara a acestor cazuri,
implicarea familiei §i sensibilzarea medicilor si pacientilor
la rolul factorilor psihosomatici (10).

O altd tema de mare interes a fost cea a integrarii facto-
rilor psihosomatici in practica medicala prin ghiduri clinice
utilizabile mai ales in patologia gastrointestinala si cea cardio-
vasculara. O problema ar putea-o constitui lipsa evidentelor,
doveditd prin faptul ca exista incd putine propuneri de
terapie comportamentald in practica medicald curenta.

Gabriele Moser a vorbit despre bolile inflamatorii ale in-
testinului, respectiv boala Crohn si rectocolita ulcero-hemora-
gicd (RUH), care au un impact deosebit asupra vietii pacientu-
lui, dar, cu toate astea, cel mai adesea este neglijat aspectul psi-
hosocial in ghidurile de tratament ale gastroenterologilor (11).

Dar acum, pentru prima datd, au fost incluse in ghidu-
rile de tratament ale bolii Crohn, deja publicate in martie
2006 (12), elemente de psihosomatica, psihoterapie si psiho-
farmacoterapie. Se subliniaza, nsa, faptul cd metodele de
psihoterapie se aplicd individual, de catre specialisti, si doar
dacd sunt dovedite simptomele de naturd psihologica
asociate bolii. Datele despre RUH sunt in curs de aparitie.

In ceea ce priveste bolile cardiovasculare, ultimele ghi-
duri clinice de preventie au incorporat sectiuni cum ar fi
factorii de risc psihosociali sau modalititi de interventie
comportamentala (ca de exemplu pentru renuntarea la fumat).
Acest subiect a fost analizat de Kristina Orth Gomer, care a
precizat si faptul ca National Institute of Health din Statele
Unite a definit medicina psihosomatica drept o practica ce
,,8€ concentreaza asupra individului ca intreg si este sus-
tinuta stiintific de diferite nivele de evidenta” (13, 14).

In ceea ce priveste medicina de familie si medicina
interna, Hans Christian Deter se refera la sistemul sanitar
din Germania si necesitatea cunoasterii unor practici de tera-
pie comportamentald care ar putea fi utile in schimbarea
stilului de viata al pacientilor, aspect atat de dificil de abor-
dat de cele mai multe ori (15).

Societatea Americand de Diabet face si ea referire in
cele mai recente ghiduri la ,,counseling” si terapie compor-
tamentald pentru scaderea ponderald si combaterea seden-
tarismului (16).

Dan L. Dumitragcu subliniazd importanta comunicérii
dintre medic si pacient, ce poate duce la dezviluirea unor
probleme emotionale ce ar putea sta la aparitia/intretinerea
procesului patologic. Este din ce in ce mai cunoscut faptul ca
emotiile negative duc la aparitia unor procese patologice de
tipul inflamatiei, iar mai departe la alte boli cronice, in timp
ce emotiile pozitive pot contracara acest fenomen. Medicului
curant 1i revine rolul de a ajuta pacientul sd-si exprime emo-
tiile si sa le proceseze, cu beneficii terapeutice evidente (17).

Un studiu asupra sindromului oboselii cronice (SOC) la
adolescenti si prezenta tulburarilor psihiatrice a relevat fap-
tul ca nu exista diferente semnificative in aspectele persona-
litatii adolescentilor cu SOC, ci mai degraba 1n stilul de atri-
buire. Tinerii fard probleme psihiatrice au mai degraba un
stil de atribuire somatic, in timp ce adolescentii cu probleme
de natura psihiatrica asociate SOC au un stil de atribuire
psihologic (18).
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Insomniile la copii au fost abordate de un alt studiu,
care a aratat cd majoritatea tulburarilor de somn se asociaza
cu bolile cronice ale copilului i anxietatea mamei, iar meto-
da terapeuticd cea mai eficientd este non-medicamentoasa,
si anume cantecul de leagan cantat cu glas monoton (asa
numita metodd Mongoliana traditionala) (19).

In ceea ce priveste tulburarile de alimentatie, s-au
bucurat si ele de o atentie aparte, data fiind dimensiunea ac-
tuala a fenomenului.

Secondo Fassino aratd importanta analizarii cu atentie a
personalitatii fiecarui individ care suferd de suprapondere
sau obezitate, fapt ce ar putea avea un rol crucial in succesul
terapeutic ulterior, stiut fiind faptul ¢ si la ora actuala rezul-
tatele curelor de slabire, la nivel mondial, sunt extrem de
modeste. Cunoscand personalitatea fiecdruia, tratamentele
ar putea fi individualizate, nu atit pentru pierderea kilogra-
melor, cat pentru mentinerea in timp a greutatii corporale cat
mai aproape de cea ideala (20).

Se subliniazd, de asemenea, ca terapiile secventiale,
asocierea farmacoterapiei cu dietele si psihoterapia, ar putea
avea rezultate mai bune si sustinute 1n timp (21).

Terapii speciale in boli organice: s-a luat in discutie,
printre altele, fibromialgia, una dintre cele mai frecvent in-
talnite boli din reumatologie. Autorii arata ca, pe langa tera-
pia clasicd medicamentoasd cu antidepresive triciclice, este
importantd si abordarea psihologica, reducerea stresului,
incurajarea activitatilor fizice de relaxare (22).

Artterapia prin colaj este o forma de psihoterapie abor-
dabild, usor de aplicat si mult utilizatd. Kawahara prezinta
cazul unui pacient suferind de cancer in stadiu terminal care
a beneficiat de acest tip de terapie, impreuna cu familia sa,
intr-o stuatie dramaticd din viata sa, in care comunicarea cu
cei din jur parea imposibila (23).

Fobia locului de munci se referd mai ales la anxietatea
aparuta ca urmare a cerintelor crescute, a conflictelor cu cole-
gii sau superiorii, ceea ce poate duce in final la lipsa cronica
de acomodare la locul de munca si un randament scazut.

Problemele psihosomatice de la locul de munca apar tot
mai frecvent in lumea modernd. Se subliniaza faptul ca in
detectarea precoce a cestor probleme si rezolvarea lor cét
mai corectd si rapida, un rol deosebit 1l are medicul de medi-
cina muncii, cel care este cel mai aproape de angajat, si la
care acesta poate apela in orice moment (24).

Nu au fost omise nici problemele legate de convingerile
religioase, care se pare ca se coreleaza pozitiv cu valori mai
mici ale tensiunii arteriale sistolice (25), nici prevalenta
stresului posttraumatic la cei aflati in zone de razboi (ex.
Libanul de sud) (26), sau starea psihicad a pacientilor dupa
transplantul cardiac (27).

O altd problema interesantd a fost aceea a abuzului se-
xual raportat, acesta ajungéand sa fie considerat in ultimii ani
un factor de risc pentru colonul iritabil, in Statele Unite si
Europa de Vest; la noi in tara, aceastd corelatie nu a putut fi
dovedita (28).

Elena Gayvoronskaya vorbeste despre rolul abordarii
procesului de imbatranire prin prisma medicinii psihoso-
matice, cu diferente notabile Intre femei si barbati. Aceasta
abordare ar putea ajuta la perceperea diferitd a procesului
natural de imbétranire si la 0 mai buna integrare a varstni-
cului in societate (29).

Se subliniazd importanta imbinarii teoriei cu practica,
deoarece doar interactiunea lor constanta poate dezvolta in
continuare aceastd ramura unica a medicinii, medicina psi-
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hosomaticd, analiza mintii si sufletului intr-un tot unitar,
fara a neglija diferentele culturale si pe cele individuale
complexe, precum si rolul fundamental al comunicarii
medic-pacient (30).

dkok

Sectiunea poster a fost de asemenea bogata si variata,
si aici aborddndu-se o serie de subiecte interesante si de
actualitate.

Prezentiri de caz:

Amintim cazul unei fete tinere diagnosticata cu diabet za-
harat 1n contextul unor stresori externi, si care, ca urmare a
diagnosticului, a dezvoltat un sindrom de stres posttrauma-
tic. Toate simptomele au remis insa dupa disparitia factorilor
stresori sociali (31). De asemenea, cazul unui pacient cu
schizofrenie tratat cu clozapin, concomitent cu chimiotera-
pia pentru neoplasm pulmonar, analizat din punctul de vedere
al sigurantei hematologice (neutropenie posibilda secundara
asocierii) (32). Se subliniazd faptul ca in malarie pot sa
apara modificari ale apetitului, iritabilitate, apatie, depresie,
cum este si cazul unui medic tandr prezentat aici. Simpto-
mele au disparut complet o data cu vindecarea bolii (33).

Interventii terapeutice specifice medicinii psihoso-
matice in diverse patologii

In anxietatea generalizatd, terapia comportamentala
poate sé aibd un rol deosebit de important (34). In sindromul
metabolic, este posibil ca interventiile psihoeducationale pe
durata unui week-end, in conditii de spitalizare, sa fie mai
eficiente in schimbarea stilului de viata (35).

Comparandu-se efectul a doua clase de antidepresive n
tratamentul colonului iritabil, se arata cd nu existd diferente
semnificative intre fluvoxamind si amitriptilind decéat in
ceea ce priveste numarul reactiilor adverse, in favoarea
fluvoxaminei (36).

Terapiile comportamentale si cognitive sunt utile si in
cazul pacientilor cu atacuri de panica (37), iar la pacientii cu
durere lombara cronica, terapiile comportamentale si
cognitive pot juca un rol important in evolutia ulterioara sub
tratament (38).

Tulburarile de alimentatie

Severitatea tulburarilor de alimentatie (anorexie nervoa-
sd) pare sa depinda si de statutul social al pacientilor, doar
femei in acest studiu (de exemplu de divort, celibat) (39).

Varsta mai micd in momentul interndrii si greutatea
corporalda mai mare sunt corelate cu rezultate terapeutice
semnificativ mai bune in cazul anorexiei nervoase (40), iar
transformarea acesteia In bulimie se coreleaza pozitiv cu
criticismul crescut din partea parintilor, dar si cu depresia
pacientilor urmariti (41).

Rolul factorilor psihologici in unele boli organice
cronice

Cercetitorii au studiat influenta factorilor psihosociali
asupra durerii la pacientii cu poliartritd reumatoida. S-au
gasit corelatii pozitive ale depresiei cu numarul articulatiilor
afectate, sindromul inflamator §i intensitatea durerii (42).

Sindromul functional somatic are doud subcategorii:
una hiporeactiva si alta hiperreactiva. La grupul hiporeactiv,
variabilitatea RR este mai redusa, oglindind flexibilitatea
mai redusd a sistemului nervos autonom (43).

A fost prezentat un studiu longitudinal cu durata de 25
de ani, privitor la factorii de risc psihosociali in astmul
bronsic (proiectul norvegian PRAD) (44). Ghidurile clinice
pentru astmul bronsic ignora in general factorii psihologici
implicati atat In evolutia bolii (inclusiv mortalitate), cét si in

raspunsul la tratament. Proiectul norvegian aratd importanta
factorului psihologic atat la copii cat si la adulti.

Optimismul dispozitional ar putea fi un factor protector
impotriva depresiei la pacientii cu hipertensiune pulmonara,
independent de statusul lor functional (45).

Depresia minora este un factor de risc potential la
pacientii post terapie de revascularizare, chiar si la 6-8 ani
de urmarire. Evaluarea psihologicd a acestor pacienti ar
trebui sd cuprinda atat metode clinice de clasificare, cat si
scale sublinice (46).

Pacientii cu durere cronicd, analizati cu ajutorul scalei
Rorschach, au o auto-perceptie negativa, o atentie exacerba-
td asupra lumii inconjuratoare, sunt mai instabili, mai
predispusi sd-si exprime emotiile negative intr-o maniera
necontrolatd (47).

Complexitatea acestei ramuri a medicinii constd in
faptul cd se acordd o atentie deosebitd interactiunii dintre
minte, spirit si corp, dintre boald si comportament individual,
pentru promovarea stirii de bine a individului si pentru
diagnosticarea si tratarea unor situatii clinice complexe.
Medicina psihosomatica, dupa cum reiese clar din aceasta
prezentare scurtd a unui congres extrem de complex, nu are
o aplicabilitate limitatd la un anumit domeniu de activitate
medicala, ci este 0 metoda de abordare si intelegere mai larga
a etiologiei si terapiei multor boli, fard a neglija legatura
emotionald dintre medic si pacient.
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SCRISOARE DESCHISA CATRE ROGER VAN LAETHEM

Marie-Anne Puel, Paris, 30 ianuarie 2008
Medic generalist, 136, avenue de Flandre, 75019 Paris, France, mapuel@wanadoo.fr

Draga Roger,

Nimic din continutul acestei scrisori nu este nou nici
pentru tine, nici pentru mine. Cu toate acestea cred, cd acum
cand pas-cu-pas te lagi de activititile tale «balintieney, ar fi
bine ca ceea ce stim noi doi sé fie cunoscut de toti. Datorita
tie am intrat In Federatia Balint Internationala. Am fost
prezentati unul- altuia la Congresul National Balint Francez
din Lyon (a trecut ceva vreme de atunci!...).

Trec peste placerea de a te fi intdlnit: cred ca ti s-ar
putea decerna Medalia de Aur a Cordialitatii si Oscarul
Diplomatiei. Trec peste bogatia si calitatea schimburilor
noastre de idei si valori. Dar toatd lumea trebuie sa stie ce
perspective mi-ai oferit:

¢ De a intalni persoane de o calitate exceptionala: aceia
pe care ii intdlnesc la reuniuni si congrese ale FBI, care mi
se par apartinand unei transe de populatie pe care nu as
putea s-o intdlnesc altundeva: umanisti, cultivati, atenti,

caldurosi, curiosi «in afara granitelor», scurt: striluciti.
(«brilliant», cum zicea Heather )

e De a impartasi cu aceste persoane dileme profesio-
nale pe cat de universale, pe atdt de intime, in climatul
«Balintiany» care aratd sau face simtitd formarea noastra
comuna.

e De a célatori intr-un mod particular, apropiat de tari
si de locuitori prin ocolul tarii sau al orasului «gazduitor»
ale congreselor sau ale reuniunilor consiliului de admi-
nistratie.

e De a comunica si de a incerca engleza mea cu «as-
cultatori» rabdatori.

e De a expatria un spatiu strAmtat pentru a-1 imbogati
alaturi de cei susceptibili la daruire si care i se daruiesc.

Scurt, Roger, iti sunt foarte recunoscétoare, iti multu-
mesc §i te imbratisez.

Marie-Anne Puel

/J&@‘w — N\
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NECROLOG

Dr. Marc Zsuzsanna
1956-2008

Doar cu o lund in urmd era cu noi, printre noi la
Weekendul Balint din Gheorgheni. Bolnava, sfasiatd de
cumplita boald ce o rodea ca un carnivor feroce,
neiertdtor. Zambea suav, indemndndu-ne cu privirea
blajind §i cu vocea ei mereu optimistd ca sd ne bucuram
de viata pe care o avem de trdit. Stiam cu totii, stia §i ea
ca sfarsitul nu mai e departe. Dar ea, a fost mai
curajoasd decdt noi, majoritatea, care evitam sd o
vizitdm, fiindu-ne parcad fricd sa ne vadd in ochi durerea
ce ne incovoia. Era un fel de tdcere paralizantd a mieilor.
Dumnezeu la apelul lui de seard ii cheama langa el pe
cei mai buni. Sd ne pregdteascd culcusul vegnic in
impardtia lui. A mai chemat pe cineva draga lui netindnd
cont de golul pe care ni-l lasa in suflet. Este dreptul lui,
cu care - cand va avea chef s-o faca - ne va scoate rand
pe rand in fatd pe toti.

Concep aceste randuri de parca as dactilografia
gandurile ei, sonorizate si amplificate peste munti si vdi.
Ganduri pe care mi le-ar fi dictat cam aga:

Incet, incet voi fi uitat de tofi. Sau, sper eu, nu chiar
de toti. Va transmit acum ultimul meu mesaj pentru voi!

Nu stiu prieteni ce va veni dupd viata de aici. Trdiesc
intr-un vis, gandindu-md ca toate acestea mi se intampld
mie! Marea trecere spre neant, spre nefiintd. Dar, trebuie
sa am curaj! O singurd datd in viata treci intr-o altd
etapd. As vrea sd vd spun sd va iubiti mai mult. Sd
pretuiti fiecare clipd ca si cum ar fi ultima. Eu va iubesc
pe toti, iar acum, El md cheamd in ceruri. Alaturi de El!
Imi pare rdu cd nu am realizat tot ceea ce imi doream.
Imi pare rdu cd am ldsat atdtea lucruri neimplinite. Dar
nu, NU imi pare rdu de viata ce am trdit-o. Iti multumesc
Dumnezeu pentru viata ce mi-ai hdardzit, pentru iubirea

feltoltottel hittel, bizni és élni akarassal. Ha barki

ce mi-ai ddaruit si iubirea pe care am reusit s-o ddruiesc.
Ma stanjeneste gandul ca ma chemi asa curdnd la tine.
Vroiam sda mai fac atdtea si atdtea lucruri frumoase,
Doamne! Vyoiam sd fac mai multe! Neantul ma cheamd
si md inspdimdntd in acelagi timp: eu sa nu mai fiu
printre voi? Tocmai eu, cdreia ii pldcea la nebunie sd fie
cu voi? Sd nu mai exist,sd dispar pur si simplu in bezna
uitarii? Ce inseamnd Doamne sd nu mai fiu? Ma pui la o
grea incercare. Ultima din viata mea. Si totusi: md
cuprinde o liniste mare. Pentru cd existi! Doamne, nu md
lasa in bezna nefiintei! Eu vreau ca sa mai fiu. Undeva!
Te rog: nu vreau sd fiu doar o cruce intr-un cimitir!"

Draga Zsuzsa, balintos baratnénk! Nehéz teriit raksz
vallamra e bucsuztato elmondasaval. Olyan EMBER
mindannyian csak felnézni tudtunk. Akitol ugy kaptunk
Eletre tanité bizditdst hogy nem vizet prédikaltal és bort
ittal. Te mar jartad a magad Canossa utjat, mikozben
erddet ugy meritetted lelkeinkbol, hogy benniinket jobban

masban idé teltével halvanyulna emléked, balintos
tarsaidban — bizton mondom neked itt, foldi léted végso
nyughelyén — élni fogsz, amig él emlékezetiink. Kerlek, te
se feledkezz meg rolunk, ottani bokrosan vallalt teenddid
kozepette: Berlescu Mirceaval és Toérok Robival alakit-
satok meg Balint csoportotokat, helyet hagyva a kézben
odaérkezo erdsitéseknek.

Bdlintosaink nevében, ideiglenesen, bucstuzom, to-
led, Marc Zsuzsa. A mi Zsuzsanktol!

Fie-i tarana usoard, somnul lin, memoria vie celei
care ne-a fost o adevdratd prietend, Zsuzsa Marc.

Bertzy Veress Berci

18-20 ianuarie, 2008: Weekend National de larnd cu
Postrevelion, Motel 4, Gheorgheni. 75 de colegi am lucrat intens
si topait efervescent pe ritmuri muzicale placute. Vedeta intal-
nirii a fost grupul din Bacau, cea mai numeroasé prezenta la
Weekend. Si cu cea mai numeroasa inscriere de membri noi.
Picnicul de langa focul de tabara, cadourile oferite, ungerea
noilor membri, paharele de sampanie de la miezul noptii au
fost tot atdtea momente care au creat o atmosfera placuta, vesela.

Planuri de viitor:

16-18 mai: Weekend National de Vara la Ocna Sugatag,
jud. Maramures. Termen limita de anuntare a participarii: 13
mai, la dr. Veress Albert.
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26-28 iunie: Editia a V-a a Simpozioanlor Nationale de
Psihiatrie si ed. a I1I-a a Conferintei Internationale Romano—
Ungare de Psihiatrie, Miercurea Ciuc.

4-6 iulie: Weekend Interjudetean, Barlad

26-28 septembrie: a XV-a Conferinta Nationald cu Adu-
nare Generala si alegerea noului Birou (Miercurea Ciuc).

12-14 decembrie: Weekend interjudetean cu Prereve-
lion Balint.

August sau Septembrie 2009: Al XVI-lea Congres
International Balint, Poiana Brasov



