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PREZENTAREA ASOCIATIEI BALINT DIN ROMANIA

DATA INFIINTARII: 25 iulie 1993

GRUPUL BALINT:

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

SPECIFICUL ASOCIATIEL:

Apoliticd, nereligioasa, inter-universitara, multi-disciplinard, de formatie polivalenta.

OBIECTIVE:
Michael Balint: Psihanalist Formarea continui a participantilor. incercarea de a imbunatiti prin cuvant calitatea rela-
englez de origine maghiard  tiei terapeutice intre medic si bolnav si a comunicarii dintre membrii diferitelor categorii
profesionalei.

ACTIVITATEA ASOCIATIEL:

® grupuri Balint, ® editarea Buletinului si Anuarului ® formarea si supervizarea liderilor, ® colaborare la scara
internationala.

REGULI PRIVIND INSCRIEREA SI PLATA COTIZATIEL:

Cotizatia se achita pana la data de 31 martie a anului in curs. Cuantumul ei se hotaraste anual de catre Biroul Aso-
ciatiei. Cei care nu achita 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 urmator vor fi considerati restantieri
pe doi ani si vor fi exclusi disciplinar din Asociatie. Cotizatia pentru anul 2018 este de 25 EURO (la cursul oficial
BNR din ziua in care se face plata), in care se include si abonamentul la Buletin. In cazul in care doud persoane
dintr-o familie sunt membri ale Asociatiei, una dintre ele poate cere scutirea de la plata abonamentului la Bule-
tinul Informativ, impreuna revenindu-le doar o suma de 42 euro. Studentii si pensionarii sunt scutiti de la plata
cotizatiei, fiind necesara doar abonarea la Buletinul Asociatiei. Taxa de inscriere Tn Asociatie este de 20 EURO (nu
se face reducere nici unei categorii socio-profesionale). Abonamentul costa 8 EURO. Plata abonamentului si a cotizatiei se
face in cont CEC Miercurea Ciuc, nr. RO26CECEHR0143RON0029733, titular: Asociatia Balint, cod fiscal: 5023579
(virament) sau 25.11.01.03.19.19 (depunere in numerar).

BIROUL ASOCIATIE

PRESEDINTE: VICEPRESEDINTE: SECRETAR: TREZORIER: MEMBRU: MEMBRU: MEMBRU: MEMBRU: MEMBRU:

Tiinde BAKA Istvan VARADI Csilla VAJDA-HEGYI  Albert VERESS Rita Lenke FERENCZ ~ Holger-Ortwin Attila MUNZLINGER Eva VERESS Ovidiu POPA-VELEA
LUX
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CATRE AUTORI

Se primesc articole cu tematicd legata de activitatea grupurilor Balint din Romania si din straindtate, de orice fel
de terapie de grup, de psihoterapie, de psihologie aplicata si de alte abordari de ordin psihologic al relatiei medic -
pacient (medicina sociald, responsabilitate medical, bioetica).

Materialele scrise la solicitarea redactiei vor fi remunerate.

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 limiteaza la descriere de evenimente, adica - eseu-
rile, expunerile teoretice, experientele clinice - trebuie sa aiba un rezumat in limba romana si engleza, de maximum
10 randuri dactilografiate. Lectorul isi asuma responsabilitatea de a face corectura rezumatului

Pentru rigoarea stiintificd apreciem mentionarea bibliografiei cat mai complet si mai corect, conform normelor Van-
couver, atat pentru articolele din periodice cat si pentru monografii (citarea in text se noteaza cu cifre in paranteza,
iar in bibliografie se enumera autorii in ordinea citdrii nu cea alfabetica).

Recentziile cartilor trebuie sa cuprinda datele de identificare al cartii in cauza — autorii, titlul si toate subtitlurile, anul
aparitiei, editura si orasul de provenienta, numarul de pagini si ISBN-ul. Pentru cei care au posibilitatea, se poate
trimite pe fisier separat imaginea scanata a primei coperti.

Se primesc doar materiale trimise prin e-mail ca fisier atasat (attach file). Este inutil s expediati materiale pe alta
cale (foi scrise de mana, dactilografiate, fax sau altfel). Se vor folosi numai caracterele romanesti din fontul Times
New Roman, culese la marimea 12 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 lecturd. 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 con-
tact, pentru a li se putea solicita copii in extras de catre cei care doresc. Autorii vor scana o fotografie tip pasaport
sau eseu pe care o vor trimite ca fisier atasat la adresa redactiei.

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

Continutul articolelor nu reprezinta neapdrat si parerea redactiei, autorii asumandu-si responsabilitatea pentru
corectitudinea datelor, afirmatiilor si pentru tonul folosit in text.

Manuscrisele sunt lecturate de un comitet de referenti, care primeste manuscrisele cu parola, fara sa cunoasca
numele autorilor si propune eventualele modificari, care sunt apoi transmise autorului prin intermediul redactiei.
Decizia lor este incontestabila.

Toate drepturile de multiplicare sau reeditare, chiar si

numai a unor pdrti din materiale, apartin Asociatiei Balint.

ncepand din anul 2019 Buletinul Balint va apare semestrial cu humere tematice. Primul buletin dublu va apare in
iunie si va fi axat pe suicidologie. Urmdtoarele vor avea ca tema centrald: psiho-oncologie si medicinad paleativa.
(decembrie 2019), adictie, alcoologie (iunie 2020) planning familial si sexoligie (decembrie 2020),

Publicam articolele doar in limba romana si engleza.

Termen de predare a articolelor: cu minim 3 luni inainte de luna aparitiei.
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STRESUL PROFESIONAL?

As. Univ. Laura Poanta, Prof. Dr. D.L Dumitrascu, Universitatea de Medicina si Farmacie ,luliu
Hatieganu” Cluj Napoca

REZUMAT:

Stresul este un element omniprezent al lumii moderne, iar stresul profesional nu face exceptie, fiind o realitate de
necontestat a medicinii ocupationale a zilelor noastre. S-a dovedit, astfel, legdtura certd dintre stresul profesional
si o serie de boli. Semnele precoce ale stresului, bine cunoscute si studiate (de tipul insomniei) sunt relativ usor de
recunoscut, dar efectele pe termen lung si aparitia bolilor de tipul hipertensiunii arteriale sau cardiopatiei ischemi-
ce sunt cele care pun probleme deosebite, deoarece aici este vorba de factori de risc multipli, iar stresul este greu
de cuantificat.

ABSTRACT:

Stress is an omnipresent phenomenon in modern world, and also is professional stress, which is a very important
element in occupational medicine nowadays. There is a significant connection between professional stress and a
number of diseases. Early signs of stress, well known and documented, such as insomnia, are easy to recognize
but long term effects of stress are associated with coronary heart disease and high blood pressure. Chronic stress
raises serious problems as the quantification is difficult and there are more than one risk factors involved.

Stresul este un element omniprezent al lumii moderne. Se afirma ca nu exista individ neafectat, cel putin intr-
un moment al existentei sale, de stres. Pe de altd parte, definitia stresului este foarte greu de formulat, avand
in vedere ca stresul este un concept abstract si extrem de complex, astfel incat nu ne putem referi la o singura
abordare, universal valabil3, dar atentia acordatd acestui subiect este imensa. in ultimele decenii chiar si cei mai
sceptici au recunoscut ca impactul stresului (implicit al stresului profesional) nu poate fi neglijat, si ca efectele
sale nocive se manifesta atat la nivel individual, cat si social economic.

Definitia moderna a stresului este formulata de Hans Selye, in 1926: “stresul este rdspunsul non-specific al
organismului la o anumitd solicitare la care este supus” (1). De la el, au existat numeroase alte definitii, alte abor-
dari, ca de exemplu in anii 60: “Stresul este un rdspuns psiho-fiziologic apdrut in corpul uman ca rezultat al unui
stimul devenit “stresor” prin prisma interpretdrii cognitive individuale”. (Everly &Rosenfeld, 1964). Sau in anii 90,
definitia lui Paul Fraisse: , totalitatea conflictelor personale sau sociale ale individului, care nu isi gdsesc solutia pe
moment” (2, 3).

Mihai Golu afirma ca stresul psihic reprezinta ,o stare de tensiune, incordare si disconfort, determinatd de
agenti afectogeni cu semnificatie negativd, de frustrarea sau reprimarea unor stdri de motivatie (trebuinte, dorin-
te, aspiratii), de dificultatea sau imposibilitatea rezolvdrii unor probleme” (2).

Cert este cd trebuie ajuns la un numitor comun in definitia stresului, deoarece suntem in situatia in care “cdte
cdrti despre stres existd, tot atdtea definitii vom intdlni” (4). In privinta stresului profesional, se discutd tot mai
mult ideea ca ar fi mult mai utild abordarea acestuia din perspectiva anumitor simptome mai frecvente pe care le
poate induce, cum ar fi de exemplu anxietatea sau depresia, ceea ce ar duce la identificarea precoce a semnalelor
de alarmd in randurile angajatilor, mult mai eficient decat in cazul aplicarii unor notinui abstracte. Exista diverse
modele acceptate, care definesc stresul profesional, ca de exemplu modelul lui Karasek sau al lui Siegrist. Mode-
lul lui Karasek implica doua notiuni de baza, si anume:

1. Cerintele psihologice (psychological job demands) care cuprind: muncd grea, muncd excesivd, muncd rapi-

dd, conflicte, cerinte contradictorii, timp redus comparativ cu cerintele.
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2. Puterea de decizie (decision latitude) care cuprinde: puterea de a-si utiliza cunostintele, talentele (skill dis-
cretion) si autoritatea la locul de muncd (decision authority).

Pe baza acestor elemente existd patru categorii de stres profesional:

e Low strain (stres redus) (cu putere crescutd de decizie si cerinte reduse). Exemple: depanatori, padurari,
stomatologi.

e Active (activii) (cu putere crescutd de decizie si cerinte crescute). Exemple: bancheri, medici, profesori,
controlori de trafic, mecanici de locomotiva.

e Passive (pasivii) (cu putere redusa de decizie si cerinte reduse). Exemple: personal de ingrijire, portari,
functionari.

e high strain (stres crescut) (cu putere redusa de decizie si cerinte crescute). Exemple: asistente medicale,
chelneri, asamblatori (meseriile ce presupun automatism) (5, 6).

in modelul lui Siegrist, efortul se masoara in nivelul cerintelor si obligatiilor de la locul de munca (efort extrin-
sec), precum si nivelul de implicare a individului (overcommitment, efort intrinsec) (7, 8).

Williams & Cooper (4) propun un model al stresului profesional cu 4 directii, care ilustreaza dinamismul pro-
cesului numit stres. Acest model incearca sa arate factorii ce trebuie analizati atunci cand se masoara nivelul de
stres in interiorul unei organizatii. Avem in acest model sursa stresului (numita de autori Sources of pressure),
felul in care personalitatea individului amplifica sau reduce presiunea, comportamentul individului, si suportul
de care acesta beneficiaza (din parte colegilor, familiei, superiorilor). Tn cele din urma, avem efectele factorilor
stresori asupra individului, care pot fi de doua feluri: pozitive, care duc la dezvolatrea personalitdtii, progres,
avansare, si negative, care determina instalarea stresului si a efectelor sale nocive asupra organismului. Oamenii
care reusesc sa atenueze efectele presiunilor externe au un sentiment de implinire si respect de sine, un fel de
,Cu cdt fac mai mult, cu atdt voi putea realiza mai multe”. Acest model, ca si altele de altfel, subliniaza ideea ca
stresul nu este consecinta obligatorie a presiunii/cerintelor de la locul de munca (4).

Modelul NIOSH (National Institute for Occupational Safety and Health) afirma ca totalitatea conditiilor de Ia
locul de munca sunt cele care duc la aparitia stresului profesional. Dar, pe de alta parte, nici ei nu ignora rolul
factorului individual. Ei numesc factorii stresanti de la locul de munca job stressors si atentioneaza asupra faptului
ca acestia pot afecta siguranta si sanatatea angajatului. Influenta stresorilor este augmentata sau diminuata de
personalitatea individului, precum si de alte conditii favorizante sau agravante (de exemplu probleme familiale
asociate). De aceea trebuie luate Tn considerare si: echilibrul dintre viata de familie si locul de munca, suportul
social (asa numita ,retea de suport”, formatd din colegi si prieteni), precum si o abordare relaxata si pozitiva a
problemelor.

Conditiile ce pot deveni stresante la locul de munca sunt (in viziunea NIOSH): felul in care sunt formulate sar-
cinile (munca dificild, solicitanta, lipsa pauzelor de masa, orar prelungit, rutina); tipul de conducere (management
style): comunicarea slabad intre angajat si angajator, lipsa participarii in activitatile decizionale, relatiile interper-
sonale (cu colegii si superiorii); rolul angajatului in institutie (sarcini conflictuale sau neclare, responsabilitati
exagerate); grijile legate de propria cariera (insecuritatea locului de munca, schimbari prea multe); conditiile de
munca (zgomot, poluare, probleme ergonomice) (5).

Principiile psihologiei medicinii ocupationale ar putea fi sintetizate astfel:

Stresul profesional apare atunci cand exista dezechilibrul cerinte — control (demand — control imbalance), unde
cerintele se refera la timp insuficient, ordine contradictorii, expectanta crescuta din partea superiorilor, implicare
emotionald deosebita, iar controlul inseamna capacitatea de decizie (decision latitude): autoritate suficienta, care
sa permita luarea unor decizii si capacitatea de a-si folosi pregatirea (skill discretion): pregatire suficientd la locul
de muncd si care este complet pusa in valoare. Tensiunea (strain-ul) rezultd din conflictul dintre cerintele crescute
si controlul redus (high demand/low control).

0 alta abordare este cea a dezechilibrului efort — recompensa (effort — reward imbalance), unde efortul este
compus din cerinte (efortul extrinsec) si adaptarea la acestea (coping), (efortul intrinsec), iar recompensa se refe-
ra la satisfactia profesionala, recompensa materiala, recunoasterea meritelor, stima celor din jur si statutul social

Impactul stresului profesional asupra individului este cert, el reflectandu-se intr-o serie de aspecte, de la sem-
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ne fizice exterioare, la simptome mai mult sau mai putin specifice, pana la aparitia bolilor cardiovasculare (5, 9,
10, 11).

Un exemplu este oferit de publicatia Hazards care in anul 2003 dadea cateva exemple extrem de sugestive
despre felul in care stresul profesional nerecunoscut si netratat poate afecta individul si implicit institutia din care
el face parte:

e proastaorganizare a locului de munca poate provoca aparitia bolilor cardiovasculare (BCV); cerintele cres-

cute si suportul scazut la locul de munca afecteazad sanatatea mentald a individului (mind blowing).

*  muncitorii cu meserii stresante au un risc de doua ori mai mare de a muri prin BCV (heart stopper).

e unstudiu din Marea Britanie a aratat ca cei ce lucreaza cu sefi incorecti si nerezonabili au cresteri alarman-

te ale tensiunii arteriale (under pressure).

o stresul profesional de lunga durata (asa numitul stres cronic) este mai daunator decat imbatranirea cu 30

de ani sau cresterea in greutate cu peste 10 kilograme.

e muncitorii cu meserii ,mdrunte”, lipsite de importanta si repetitive au “sanse” mai mari sa moara tineri

(bored rigid) (12).

O pdtrime dintre angajati simt ca slujba este principalul factor de stres din viata lor (13). Trei patrimi dintre
angajati considera ca stresul profesional al zilelor noastre este mai important decat cel al generatiei precedente
(14). Problemele de la locul de munca sunt mai puternic asociate cu problemele de sanatate decat orice altd pro-
bleme (de exemplu probleme financiare sau chiar familiale) (15).

Prima campanie pan-Europeana de combatere a stresului profesional ce a avut loc in anul 2002 a aratat ca 28%
dintre salariatii tarilor membre U.E. acuza ca sunt afectati de stresul profesional, femeile sunt afectate mai mult
decat barbatii, cauzele comune includ lipsa sigurantei locului de munca, a controlului asupra muncii, si suprain-
carcarea activitatilor, stresul profesional este cauza a peste 50% dintre cazurile de absenteism, stresul profesional
implica costuri de cel putin 20 miliarde EURO pe an, cuantificate prin absenteism si asistenta medicala. lata deci
ca aceasta problemd este departe de a fi izolata, iar recunoasterea ei devine esentiala (5, 16).

Termenul de burnout defineste epuizarea fizica si mentala ce conduce la crearea unei imagini proprii nefavora-
bile, o atitudine negativista la locul de munca, o renuntare in cele din urma la implicarea personald. Denumeste,
de fapt, sindromul stresului cronic la locul de munca. Se dezvolta lent, fara simptome specifice, si duce la epui-
zare emotionald si retragere sociald. Maslach si Jackson (1986) (16, 17) Tl numeau in anul 1986 un sindrom ce are
trei dimensiuni: a) depersonalizarea - persoana se distanteaza de ceilalti, pe care incepe sa-i vada impersonal; b)
reducerea realizarilor personale; c) epuizare emotionald - persoana se simte golita de resurse emotionale perso-
nale si devine foarte vulnerabila |a stresori. Starea de burnout este cauzata de expunerea la stresul profesional si
adesea este insotitd de depresie.

Meier (18) descrie fenomenul de burnout ca pe o stare in care individul nu mai asteapta recompense de la
locul de muncg, si nici satisfactii deosebite (sau dimpotriva, se asteaptd chiar la pedepse) deoarece nu-si mai eva-
lueaza pozitiv efortul si competenta personala. Cauze cele mai frecvent descrise sunt: o munca foarte solicitantd
(cerinte crescute, proasta organizare a timpului, chiar lipsa calitatilor necesare pentru un anumit loc de munca),
munca foarte solicitanta fara un scop precis, lipsa puterii de decizie la locul de munca, conflict puternic intre
valorile individuale si cele ale locului de munca. Persoana nu crede in ceea ce face, prezenta unui ,tavan invizibil”
care te face sa nu intrevezi nici o promovare, nici o apreciere a eforturilor depuse. Un fel de a bate pasul pe loc,
in ciuda faptului ca individul este puternic implicat in ceea ce face.

O alta notiune pe care dorim sa o abordam aici este dependenta de munca, precedata adesea de sindromul
supraangajdrii. Semnele acestui sindrom sunt:

* angajarea in mai multe activitati in acelasi timp,

e reprogramarea intalnirilor,

e exprimarea nemultumirii fata de oamenii care le consuma timpul,

e o seara linistitd acasa sau un week-end liber sunt evenimente rare,

e persoana se simte ca “un cdine care-si urmdreste coada”.

Termenul workaholic a fost utilizat pentru prima oard in 1968, in articolul ,On Being a “Workaholic’ (A serious
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Jest)”, aparut in Pastoral Psychology, semnat de Wayne Oates, profesor de psihologia religiilor la Southern Baptist
Theological Seminary, iar la noi in tara a fost introdus pentru prima de profesorul DL Dumitrascu. Dependenta
este definitd drept o ,nevoie compulsivd”, devenita viciu, ,de a utiliza a substantd creatoare de obisnuinte” sau
,drept un impuls irezistibil de a te angaja intr-un anumit comportament”. Caracteristicile definitorii ale depen-
dentei sunt:

o toleranta (tolerance), inteleasa ca , nevoie cresc@ndd de tot mai multd substantd pentru obtinerea aceluiasi

efect”;

e abstinenta (withdrawall), ,,acele simptome nepldcute care apar in momentul in care unui dependent i se

interzice sd mai foloseascd substantele dorite”.

in ultimele decenii, termenul de dependent3 a inceput si fie utilizat in legétura cu o categorie mai largd si mai
complexa de comportamente. Daca pana de curand dependenta era asociata , utilizdrii compulsive de substante,
precum alcoolul, medicamentele, tigdrile si mdncarea, acum ea descrie totodatd toleranta (indulgence) excesivd
fatd de activitdti precum munca sau cumpdrdturile, sexul, Internetul sau jocurile de noroc” (5, 9, 16).

Multe studii (19, 20) au aratat deja legatura certa dintre stresul profesional si o serie de boli. Semnele precoce
ale stresului, bine cunoscute si studiate (de tipul insomniei, cefaleei cronice, durerilor musculare) sunt relativ usor
de recunoscut daca sunt urmarite. Efectele pe termen lung si aparitia bolilor de tipul hipertensiunii arteriale sau
cardiopatiei ischemice sunt cele care pun probleme deosebite, deoarece aici este vorba de factori de risc multipli,
iar stresul este cel mai greu de cuantificat. Este important ca institutiile sa inteleaga importanta acestui fapt om-
niprezent si care nu mai poate fi neglijat si sa actioneze in consecintd, pentru identificarea precoce a stresorilor,
a semnelor si simptomelor stresului, fie el acut sau cronic, si pentru atenuarea efectelor acestuia.

*Lucrare prezentata la cea de-a XV-a Conferinta Nationala Balint, lzvoru Mures, 26-28 septembrie, 2008
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THE DUTY TO DIE VERSUS THE RIGHT TO FIGHT
THE RIGHT TO DIE*

Almos Bela Trif, Miami, US.A.

ABSTRACT:

Based on his personal expertise as an internist, where from he picked some relevant cases, the author discloses
some personal insights over a very controversial issue — the duty to die. Analyzing previous published ideas and re-
lated facts, he tries to unlock the previous stuck-locked accepted moral boundaries. In order to avoid a distressing
agony, awful to watch for the beloved ones as well, a person should realize his/her duty to die at the right moment,
for further protecting emotionally and financially those who care for him/her. This duty to die occurs as a way to
spare the soul tormenting of the beloved next of kin. An ageing person may realize that such a duty exists, but a
little too late to be really helpful to his/her close family. From here the idea of some dying when his/hers mental
and cognitive capacities are still present. Some opinions of medical and personalities and important bioethicists
are quoted, describing the feelings and motivations associated with the right to die versus the duty to die. The pro-
euthanasia groups are pleading for the right to a dignified death, consciously and competent assumed. Everyone
has the right to decide the right moment to die, when he/she becomes a financial or emotional burden for close
relatives.

REZUMAT:

Pe baza experientei personale de medic internist, din care citeaza cdteva cazuri relevante, autorul dezvaluie cdteva
dintre ideile sale personale in legaturd cu o problemd foarte controversata - datoria de a muri. Trecdnd in revistd
ideile publicate anterior si unele fapte relevante pentru aceastad topicd, el incearcd sd ldrgeasca granitele morale
acceptate de obicei. In momentul in care o persoana realizeazd datoria sa de a muri pentru a-i proteja emotional
si financiar pe cei dragi, aceasta trebuie sd se ,,autoeduce” pentru a muri la momentul oportun, in scopul evitarii
unei agonii neplacute sau chiar ingrozitoare pentru cei dragi. Este o datorie de a muri pentru a nu ruina sufleteste
pe cei apropiati. O persoana vdrstnicd sesizeazd aceastd datorie putin mai tdrziu decdt ar fi oportun pentru rudele
sale. De aici ideea cd fiecare ar fi obligat s moard atunci cdnd incd sunt pdstrate capacitdtile cognitive si mentale.
Articolul cuprinde discutii ample cu personalitdti din domeniul medical si al bioeticii despre sentimentele si moti-
vatiile asociate dreptului de a muri versus datoriei de a muri.

Organizatiile de eutanasiere pledeazd pentru dreptul unei morti demne, asumate in mod constient si competent.
Este dreptul fiecdrei persoane de a decide sfarsitul vietii sale, atunci cdnd devine o povard financiard ori emtionald
pentru viata celor din jur.
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Long before | could find in the medical literature the phrase a “right to die,” | was aware of the fact that some
people strongly believe the idea of an existence of a “duty to die”. To illustrate this, | will try to recall here some
past events.

Case#1:

In the late eighties | had to supervise the activity of GPs working at the countryside in my county. At the same
time, the position of specialist in internal medicine at a country hospital was free, so | was practicing there, as an
internist twice a week. Cases were gathered from a large enough area and because my field was broader than of
all my available colleagues, the GPs were sending me almost everything, so | had to see cases for endocrinology,
dermatology and neurology.

Once, in a month of March, immediately after my arrival, the nurse let me know about a special case waiting
in the office, lying on the bed. It was a 38 years old man brought by his mother, his elder sister and her husband.
The patient was inert and impassive, unable to walk, trembling and making some gestures with his hands; he
could not speak, but was only mumbling. The first question | put was: “How long has he been in this condition?”
The quick answer indicated this began in October and went worse after the New Year. | was amazed the facts at
they were telling me — he was drinking only homemade red wine, and no other intake - food or drink. This year
was the third period when a long drinking session — October to May-June - had happened again, but now it was
the worst. From the making of the new wine till after Easter he was using daily 3 — 4 liters of this grape fermented
liquid with approximately 10 % alcohol, as the only source of calories and hydration. Last January his wife left him
taking with her their three children to another house, and now his mother, his sister and sometimes his brother
in law were taking care of him. They said to me they could understand his wishes and act to support him. The
control of his sphincters was difficult and unpredictable. During the precedent summers the patient could work
a little and even make some money for the now broken family.

| took off his clothes and | saw around his neck and on the upper chest a lot of small pea-size ulcers, like craters
in diverse stages of healing. Never seeing this till than, the eternal student in me burst into a question: “What is
this?” They were burns from the cigarettes, which were falling from his mouth. “It does not hurt him at all. He
feels no pain!” - said the sister, “You know, | let him smoke at his request, but | have other things to do, | cannot
watch him all the time, | have my own children!”, and the slight shadow of guilt disappeared with her last words.

For me, a storm of diagnoses started — peripheral neuropathy, Wernicke’s encephalopathy, Korsakoff’s psycho-
sis, delirium tremens — but | had to let them for the use of the neurologist and the psychiatrist | was ready to
refer the patient. Now it was my turn to act and speak. | took a serious countenance, chasing the inner student
who was pushing me to study this patient, and spoke: “It is a serious case; we have to see what it can be done.”
Discussion followed with a lot of interruptions.

The patient’s mother badly wanted him admitted in a chronic facility for alcoholics — “They have good doctors
there, they are paid by the State to take care of people like him, they can look for him a lot, don’t they?”

The patient’s sister was not sure about the efficacy of this opportunity, provided they have to pay some
amount of money for transport or other collateral things and tried to suggest the futility of the admittance:
“Mom, do you really believe he will be a man again?”

The brother in law, who was elder than me, approached me in a suggesting - patronizing manner trying to per-
suade me of his already taken conclusion: “Doc, you don’t want to refer this patient further don’t you!? He is a bur-
den and a pain in the neck. He should be already dead of cirrhosis as his father was, but he did not developed water
in the belly. How long do you thing it could still go like that?” His idea was clear — The patient already destroyed
his nuclear family and this was not right “for us” to let him do it again with his origin family and the related ones.

| realized | was considered one of “us”, a collective conscience, which was called to see what is right and wrong
and to prevent wrongful actions. The patient’s brother in law was not speaking to me in my position as physician
—healer. He wanted me to be the protector of the well-being of a lot of third parties. | had to consider this offer,
to take or to refuse it. Simply refusing to bear this kind of mental torture, | said firmly: “The ambulance will be
here in an hour, you can put him in the wagon with which you brought him, and wait. | will do the referral papers
in a few minutes. At the Neurology department you go directly to my colleague Dr. X, who will be announced be



ANUARUL ASOCIATIEI BALINT, VOL. I. 2010

myself in the mean time. You can speak with him all the time during the hospitalization period, and ask questions
to see how the man will improve. At the first sight the patient received no treatment till now, so I really hope him
to be better in the hospital.” The sight of the adult in front of me was filled with disappointment, and he told me
loud enough for the mother of the patient could hear: “We think he has a duty to die, not to jeopardize the life of
the others!” Astonished as | was, | could try to be a little more arrogant and to argue, but a strange embarrass-
ment took me, so | left the angry man with no answer and | went to write the referral papers. While they were
putting the patient in the wagon, | began to see another patient and the nurse made the calls for the ambulance
and to inform the Neurology department about the patient’s arrival. All seemed to be set, but after an hour when
the ambulance came, there was no more patient to carry, no family and no wagon. They even took the referral
papers, and they left together with the non-autonomous patient.

The pediatrician used the ambulance to send some immature neonates to another hospital, but | was feeling
stupid and dizzy. During the driving back home, | was thinking only of this case and | still think of it often.

Case # 2:

Some years later, an Orthodox priest, friend of mine asked me to help him to contact the chief physician from
the intensive care unit of neurosurgery, where his 26 years old brother was admitted in a coma after a cranial-
cerebral trauma. | went with him; we met the attendant doctor and his head of department, and | let them note
| was involved in that case. The priest’s family was very large, and they kept me connected with the evolution of
the patient, who was the littlest of the family, through different visits to my office or by telephone. The follow
up was long and full of disappointment. The coma was still there and nothing seemed to change, the patient was
intra venous fed and hydrated.

The wife of the priest, the sister in law of the patient, came once to my office after eight weeks and three days
of comatose evolution, trying to have a conversation from which she could understand better which my opinion
was. Even they involved almost all the available family doing shifts at the bedside, they paid for expensive impor-
ted medication to be used, they tipped the ancillary caring personnel to be as caring as possible — they had not
realized much improvement in the patient’s status. Meantime my friend the priest was doing all the requested
prayers for healing on a regular basis, using three of his colleagues to increase efficacy. Now, the priest’s wife was
tired after a night of voluntary and benevolent shift, wearing no make-up and no jewels as usual in normal times.
She was a schoolteacher and very proud of her position in the village where his husband was the Priest. | was
questioning her about some details of the patient’s condition — sore pressures, cornea status, and so on — but |
realized she was not listening to me. Her exhausted mind was clearly driven some other place. Suddenly she said:
“After all, we think it is the time for him to go to God!” | barely could articulate a “Why?” when she followed as
she was prepared to hear my question: “Too much money and too much nerves and time spent for him...I wander
what it would be happened if we were not a big family and some of us not wealthy enough”. “But if there is hope,
why not struggle for him?” | asked her, a little too offensive maybe. She nodded and with tears in her eyes said,
“It is a duty to die for not ruining the souls of the others”. | restrained myself to ask her if the priest, the brother of
the comatose patient, was sharing the same ideas, but it was transparent she was not speaking for herself only. |
felt my friend was feeling to shy to come himself in front of me for such a harsh conversation.

The Mother Nature mocked the bad prognosis and the distrust of the family and, after more two-three weeks,
the patient recovered from coma like by a miracle. He recovered than slowly to a normal life without visible
sequels today. Since than, | met several times the priest and his wife, but | never dared to speak to him about his
brother, and they seemed not so keen to recall that miraculous happy issue.

Case # 3:
During my faculty of medicine the actors of this case were surrounding me. One was one my colleagues and
the others were his parents - his father was associate professor of urology, one of our famous surgeons in our
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city, his mother was assistant professor of pediatrics, in whose ward | was learning my practical training. The
years passed and the retired surgeon who looked like John Wayne got Alzheimer disease. His wife, also retired
professor was so active in caring him, none could complain. Money was not a problem — they had good pensions
and their son was already a famous gynecologist in another nearby town. The mild dementia become moderate
and the efforts for daily living care more difficult. The fact is that the super-active devoted wife died of a myocar-
dial infarct, overwhelmed by her duty. The daughter in law, my colleague’s wife, a middle age insulin dependent
diabetic woman took the steering wheel of the care for the Alzheimer patient. Despite the efforts made in caring
for him, in three months he died. | attended the funeral ceremony and met his son, my old colleague; we knew
each other since adolescence. When | presented my condolences, my colleague said to me, keeping my hand in
his: “The old man accomplished his duty to die a little later than would be proper for all us.” My colleague, the
gynecologist was a father of two children and all his family were non-religious Jews. | had nothing to add, there
were more persons behind me to come in line.

Discussion: In this three cases there was no discussion about the right to die of someone autonomous, aware
and competent, but a great deal of concern over the alleged “duty to die” of three unaware patients, a duty imagi-
ned by their relatives in a specific familial context. | this reaction is common in families, why should there be such
an inflated reaction to the article of John Hardwig published in 1997 and republished with part of the reactions
in his book in 2000? Obviously many people have been thinking about such things all over the world, long before
senator Richard Lamm had made his awful statement about the old people. [1]

One can argue my cases are exceptions, but there are still thousands of them. And what is in fact this “duty to
die”? Is it a mere reaction of a terminally ill person to a certain familial or social condition? When does it apply?
Is it tied anyhow to the much more well-known “right to die”? Who are its supporters and what is driving them
to support it? Who are its opponents and what is pushing them to fight to it? Figuring some of the questions, we
maybe explain somehow the reality of the people’s concerns; even the answers are not yet available for all of
them.

Hardwig speaks about a kind of duty to die for oneself, if s/he is an adult competent person trying badly to
exercise his/her autonomy. [1]

But, is the duty to die a motivation for asserting the right to die only for adults? What about a 14-year-old girl
with cystic fibrosis? Should it be out of question for her to develop such a duty to die? Is she not entitled to the
right to die, if she feels she has a duty to die? Is she entitled only to exercise her “right to die” committing suicide?
If one could pretend a duty to die from a comatose patient, and many other are now asking in Courts their right
to die, why such a reasonable person, whose sufferance is indubitable and whose mental condition is elder than
that of rest of the others of the same age, should not be considered able to decide for herself?

What really could mean to fulfill such a “duty to die”?

Could it be for the patient to commit suicide at a proper moment, established approximately using Hardwig’s
guidelines [1], or to refuse the available treatment against doctors’ recommendations? Could this mean for the
patient to ask questions to the attending physician, the rest of the medical team and to the chaplain about their
personal medical-spiritual condition and try to bargain a little arguing they know there is a right to die and they
feel they have a duty to die? What about asking a social service office or maybe future-teller to weight if the fa-
mily is or will be burdened over the admissible level?

Setting the limits seems the most difficult thing in modern bioethics. Horatio says in “The Satires”: “Est modus
in rebus, sunt certi denique fines” — “There is an average in things, and there are some certain limits” (My trans-
lation). Indeed we have to find those limits and trace them, but in this point there are a lot of dispute between
different views.

Why is so frightening even to think about the “duty to die for others”? | find it is quite difficult to refute the
statement that someone could develop such a motivation in some specific circumstances.

Nevertheless, it is also harsh to argue that someone should develop such a feeling, no matter what the circum-
stances would be. Thus, we should discern two different views:

1. Bravo, for the person who is so concerned about the well-being of his/her family and s/he thinks in such

an altruistic manner till the loss of the self-defense instinct! but,
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2. Woe, for those who want to implement such a guilt feeling to others and make them use methods for

hastening death!

Unfortunately, it would be too easy to judge so simply. How nice would it be if things were so clear and in
opposition! No doubt Horatio was right, but the complexity of the responsibility sense in human patients is huge,
from grasping to a poor quality life to despising its immense value, and navigating such broad limits is far from a
walk in the park.

When the duty to die is related to the right to die?

Let’s suppose a person who has had enough of pain, suffering, physical misery, and poor quality of life. The
person could be terminal or not, but overwhelmed by the personal condition and willingly to die sooner, not to
wait anymore the “Natural End”. There is nothing here about other people in any kind of relationship. The person
is not at all altruistic; s/he does not think about the high cost of the treatment used intensively on her/him, nei-
ther cares about the scarce medical resources of the hospital, nor about the college money of the nephew spent
for her/his benefit. In this case we can see there is no “duty to die” involved. Is this person driven only by egoistic
feelings? | will say not at all. There is no zenith — nadir opposition here. The person wanting to die for personal
reasons could be aware of the value of her/his official requests in hastening death for other persons in the same
condition. Her/his case judged on a trial and having a court decision could be a valuable precedent and source of
law for other trials.

Let’s see the modified case of a quite similar suffering person. When the person at stake wanting badly to die
is altruistic and s/he can explain this logically to others, eventually to a judge and a jury. Could this attitude be
considered another bargain? Why not, lastly, if the judicial system is bargaining pleas on a regular basis? In this
case should the jury and the judge consider the altruistic features of the dying person a supplementary reason
for giving a favorable decision for hastening death? In many trials the attitude of the person in court balances the
sentence a lot. Thus, in other words, should a court be more keen to accept and rule a “right to die” for a person
altruistically driven by a “duty to die”, than for a person who simply cannot bear to suffer? A friend of mine, pro-
fessional bioethicist and university professor answered to this last question: “No doubt!” but there are still a lot
of stubborn lawyers and moralists to utterly deny this for many reasons.

So if we consider the ethical issue of “the duty to die”, complete separate from its legal issue, there is no con-
nection at all between the “duty to die” and the “right to die”. Where there is no judicial power to enforce a right,
there is a poor chance for applying that right on a large extent. Before trying to understand the extreme violent
reactions of those who oppose “the right to die movement” and “the duty to die” | want to present some cases
from Romanian literature. In a long prepared doctoral thesis in psychiatry on suicide, Dr. Veress Albert speaks
about a still present contemporary custom in Transylvania. | am sure John Hardwig will be delighted to know
about it. There are a lot of data about multicultural aspect of suicide, but | think this citation is rare. Not long ago,
during the last decades of the last century, the very old people from a Hungarian region including many villages
were committing ceremonial suicide using the sulfurous volcanic emanations. Their reasons could be more or less
altruistic, but they were driven by their sense of a duty to die. The community was not blaming them at all, and
most of the members of the community were attending the ceremony. The “subjects” usually ate the last meal
with the rest of the family, dressed with the best clothes and then their ambulant friends accompanied them on
the last road, in the sounds of specially chosen songs. At the village limits they were let alone. They were entering
a small cave or a covered place sitting at the edge of a pit till the gas emanations were putting them asleep and
they were falling in the pit. | feel | have to add that many of them were good Christians. [2]

Imagine now a journalist writing about this in a newspaper. How would the common public react? One could
even sue the people from the assistance on the ground of giving help in suicide. What will be the reaction of the
famous wheel chaired people militating in “Not yet dead” organization? They will be both furious and contented.
Furious because there was a spread of a new data about a right to choose suicide for hastening death, and con-
tented because their prevision was proven to be true — “If we agree there is a right to die this will be extended to
a duty to die, and if some people would consider this duty for autonomous people, it could be extended to non-
autonomous ones”. Citation is approximate from more than two sources.

But we are coming exactly at the beginning of this paper now, when people felt too tired to provide long care
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for sick people, and expressed their opinions about the duty to die of the inconvenient and incompetent patients.

What is new now? The movement and the literature for the “choice to live” that is “against the right to die”,
which grows as far as the fight for the right to die develops. It is enough to see the reactions noted on the paper
cover of the book “WHEN IS IT RIGHT TO DIE” by Joni Eareckson Tada published in 1992 and republished every
year till 1996 to understand who represents the opposition to this right. From 13 persons saying something about
the book, 6 were theological positions, 4 were journalists, a chairperson from the National Council of disability,
one from the Center of Public Justice, one from World Vision. In four lines, two of them used the word “God”
twice, another used it once, one used the word “church”, one used “biblically”, and other used “theological”.[3]

In many religions suicide is banned, in many legal systems hastening someone’s death is considered murder,
and thus is very easy to find arguments against those who claim their right to die for themselves or for their
beloved. Mercy killing is said to be nonsense. Many try to speak and persuade about valuating the sufferance.
[3] We do not have anything to argue in specific cases. But there are also other specific cases of people who do
not share the belief who forbid suicide, and for whom sufferings are ugly and inhuman. Should those persons be
converted and forced to bear further their unwanted life? Should the fact that someone is member of a certain
well-defined collectivity oblige him/her to abide only the rules of that collectivity? If the rules are the laws of a
State it is undoubtedly true. But if the State were made of believers and not believers, no matter what that religi-
on would be, are the believers more authorized for an opinion? If we have a religious State this could be true. But
what happens if our state is a secular society respecting in the same time the practice of all registered religions?
Should the religious arguments be validated more often, than the secular arguments or vice versa?

Those who fear the acceptance of right to die now hamper the fight for the right to die, arguing that the future
will bring the acceptance of the duty to die. | try here to show that this idea is already in many people’s minds, and
the use of this kind of argument is not fearful. To say to someone who complains of his/her pain and sufferance:
“You know there is an approved right to die in out State, why don’t you use it, if you cannot bear to live like that?” it
would seem really harsh and awful for many people. In the same time there is nothing here suggesting the “duty
to die”. If the person has this feeling of the “duty to die” at a proper moment, s/he could ask something like that:
“Didn’t they approved yet that bill for the right to die? | am anxious to know, because | want to enjoy my right as
soon as possible, not only because | feel | cannot bear sufferings but also because I feel | have a duty to die for the
sake of my dear and caring family.”

Diane Coleman, founder and president of the disability activist organization and anti-euthanasia group “Not
Dead Yet” sees no distinction between euthanasia and assisted suicide. She lumps the Oregon reformers, who
favor assisted suicide but oppose euthanasia, with die-hard Kevorkian supporters. , They’re the pretty face, the
polite face, of the euthanasia movement, but they’re really all from the same cloth,” she said. , The bottom line is
they’re all a danger to us.” [4]

She said she thinks that HMOs in the United States would be glad to see costly, needy disabled people end
their lives. She said the disabled would be exploited, they would think themselves a burden, and they would be
pressured to die if assisted suicide and euthanasia became legal. Coleman described assisted suicide as ,the
movement of the four W’s: the white, well-off, worried and well.” , Assisted suicide and euthanasia are really just
deadly discrimination.” Ms. Coleman said, ,With the cuts in health care, we are seen as a burden, a problem to
be solved. There is a growing disrespect and devaluation of us people with disabilities. What if the argument was
over sick children or homosexuals? Any suffering can be relieved by being killed, you know.” She spoke openly of
growing public ,revulsion” toward people with disabilities. [4] (Michael Vitez — 1999)

The wheel-chaired persons are really suffering but they are no way terminal. They try to silence the voices of
the people who speak for the terminal ill people, because they say the right to die is claimed by “the four W’s
people”. Is it not stereotyping people here? Stereotyping has a pejorative sense now, especially in Ethics, so Diane
Coleman the black disabled woman in a wheel chair claims not to be included in a stereotyped community she
invented herself. They developed their “right to life”, not as a prima facie right, but as a reaction to those sustai-
ning the “right to die”, as they realized the so called danger. Their “right to fight the right to die” is thus an artificial
construction like their on purpose created stereotype is. | agree it is not comfortable to be discriminated on any
reason, unless you don’t put yourself in one category — smokers, drug abusers, child abusers and so one — that
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are already made for other reasons. Discriminating against “white, well-of, worried and well” is also repugnant.
This kind of claiming positive discrimination is overwhelming the social life now.

The worst of the formalism in this positive discrimination | ever saw is in a paper published for educational
purposes in 1991, by PACER Center, University of Minnesota. This paper contains a lot of common sense and
good sense things in stressing that people have to speak about the person first and then about disability like “Say
person with retardation instead of retarded” or “Say person with developmental delay instead of slow”. Their
pathos in changing things goes so far, so they recommend to “Say nondisabled instead of normal, healthy”. 5]
Besides the fact that the Random House computer dictionary does not recognize this word, this looks me pretty
offensive and arrogant. What a nice conversation between “nondisabled” persons we can have about persons
with emotional disorder (instead of crazy)!

| will try again to make my point, shortly. The fight for the “right to die” brought the fight against this campaign.
The persons who are afraid of the right to die claim this will become a suggested “duty to die”. But the “duty to
die” is already a subjective thought in many minds. The only danger is to make it an objective legal request.

Assuming that we have the Oregon Law available for all, how will this phrase look to you? - “Grand ma, for-
get about those nausea pills, you said you need now, and sign for The Request for Medication to End my Life in a
Humane and Dignified Manner! My college money is going on those pills!” For everyone it will sound abhorrent,
awful, inhumane, disrespectful and so on. But is this due to the enforced law? Can the person be forced to obey
according the law that kind of tough thinking and claiming manner? Is this attitude more legal under the current
the law, compared with the condition when the law is missing? Is the Oregon law or whatever law allowing as-
sistance in hastening death a dehumanizing factor? Is the duty to die a dehumanizing notion? In Hardwig’s argu-
ments is not. Even he doesn’t use this words, he claims that this duty to die is appearing to the most humanistic
persons, driven by the most humane feelings - altruistic love. [6]

Is someone, according the banned law, forced to altruism? Is altruism to be found only to those “four Ws”
stereotyped people? Are those persons forcing others by moral blackmail to be altruistic?

Are poor dying people more exposed to be forced to die sooner than rich dying people? Maybe they are, but
here the justice principle in medical care is governing with the same intensity, and it doesn’t represent a special
issue. The same problems raised by poverty are overwhelming all the fields of health and health care.

Could someone to use this law for eugenics? Undoubtedly everything can be used for this purpose —even gene
therapy — but there is no push for using in that way, by simple implementing the law.

For me speaking so often about the slippery slope in the alleged “imposed duty to die” is like saying: “Please
dear, do not buy a rope, an extension cord, a belt or anything alike, because | am afraid not to feel pushed to hang
myself, knowing we have this kind of device in the house!”

If we established that maybe there are a right to die and a duty to die, we have to answer too the following
questions. Is there a good death? When is right to die? When we have a duty to die?

For the first question, Richard Smith answered already and gave us a list of “Principles of a good death”:

. To know when death is coming and to understand what can be expected

e To be able to retain control of what happens

e To be afforded dignity and privacy

. To have control over pain relief and other symptom control

. To have choice and control over where death occurs (at home or elsewhere)

. To have access to information and expertise of whatever kind is necessary

. To have access to any spiritual or emotional support required
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e To have access to hospice care in any location, not only in hospital

e To have control over who is present and who shares the end

. To be able to issue advance directives that ensure wishes are respected

. To have time to say goodbye, and control over other aspects of timing

. To be able to leave when it is time to go, and not to have life prolonged pointlessly [6]

For answering the second question Joni Eareckson Tada wrote an entire book [3], but my answer is “/t depends
on your history of values”.

Thus, people who share a belief, which is strongly against hastening death no matter how, they should be con-
sistent with their belief, because this is a matter of duty. People who consider themselves tied to a duty to not
harm their beloved through their prolonged agony, they should be consistent with their ideas, too.

For the third question Hardwig has a very detailed answer | feel | have to cite also some lines:

1. A duty to die is more likely when continuing to live will impose significant burden — emotional burdens,
extensive care giving, destruction of life plans, and, yes, financial hardship — on your family and loved
ones. This is the fundamental insight underlying a duty to die.

A duty to die becomes greater as you grow older...

A duty to die is more likely when you have already lived a full and rich life...

There is a greater duty to die if your loved ones’ lives have already been difficult or impoverished...

A duty to die is more likely when your loved ones have already made great contributions — perhaps even

sacrifices — to make your life a good one...

6. To the extent that you can make a good adjustment to your illness or handicapping condition, there is likely
to be a duty to die...Still, we must also recognize that some diseases — Alzheimer or Huntington chorea —
will eventually take their toll on your loved ones, no matter how courageously, resolutely, even cheerfully
you manage to face that illness.

7. There is less likely to be a duty to die, if you can still make significant contributions to the life of others,
especially your family...

8. Aduty to die is more likely when the part of you that is loved will soon be gone or seriously compromised...

9. There is a greater duty to die to the extent that you have lived a relative lavish lifestyle instead of saving
for illness or old age...[1]

oA W N

| gathered some ideas to see if they match, and if they do, if they could be applied on the incompetent patients.

Hardwig says, “I believe that my obligation may be to die while | am still competent” and “I believe | may well
have a duty to end my life when | can see mental incapacity on the horizon”.

Callahan tries to “define a peaceful death” using pretty much Richard Smith’s statements, and one that is close
to Hardwig’s ideas:

“I do not want to be an undue burden on others in my dying, though | accept the possibility that | may be some
burden. | do not want the end of my life to be the financial or emotional ruination of another life.” [7]

My view goes somehow beyond his. | will say, “Every one who sees a duty to die to another one should go
immediately to a lawyer office and fill a history of values formulary if not a living will or durable power of attorney
for health care”. In this manner s/he could be honest to himself/herself, translating to himself/herself the idea
that “some persons in some circumstances have a duty to die”.

The individualistic society in USA is promoting this kind of advanced directives, stressing mostly on the princi-
ple of autonomy. | strongly consider that this is only a feature of the phenomenon, because the altruistic attitude
pretended from others is a reality even here. Some courts tried to seek this attitude forcing people to donate
bone marrow for relatives in need (The case of Jean Pierre, Tamas Bosze’s child dying of leukemia). [8]

It is hard to assert that persons who seek altruism to other people are themselves altruistic. | will reformulate
my idea — If a person realizes there is a duty to die for the sake of others, this person has to prepare himself/
herself to die at a proper moment, in order to skip an agony, which can be unpleasant or dreadful for his most
beloved.
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Using the two standards for decision making for interpreting proxy directives — “substitute judgment” and
“best interest”, Eric T. Juengst speaks about the “analogy test” and the “world view test” as a corollary of the first
standard and about “special personal interests test” and “reasonable person test” derived from the second. [9]

The “World view test” related to the substitute judgment aims to deduce a particular choice from what we
know about the principal’s strongly held convictions. [9] Thus, if the proxy knows that the person expressed his/
her belief that “Some persons have a duty to die in some circumstances”, in similar circumstances this test could
be used to extend the duty to die for the person him/herself.

The “Special personal interest test” grounded in the best interest has a normative force stemming from the
subjective value that the principal gives to his or her special interests. [9] Thus, if the principal believes s/he one-
self has a duty to die for avoiding family ruination, s/he should introduce clearly this idea in an advance directive
form, through a formal personal statement. Additionally, if the proxy knows about this openly expressed duty
to die for oneself from the principal, it would be useful to advice him/her to specify this in the text. Sometimes
in the future, the family well-being of the principal could be connected to this specification, as strange it could
sound for many people.

Writing and notarizing the advance directive seems a proof of good faith for all those people claiming from
other people an altruistic duty to die.

| developed this theory not mainly for the society | was growing up in, but | think it could be applied to the
American society, as Hardwig says.

In the meantime, if we try to mention altruism is connected to this complex — “the right to die and to the duty
to die” - and we will not only speak about individualism, the idea of harming people who are somehow disabled
will be not so apparent.
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ABORDARI ALE RELATIEI TERAPEUTICE IN SU-
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REZUMAT:

Studiul prezintd particularitdtile psihodramei Balint in paralel cu factorii psihodinamici din grupurile Balint si cu
obiectivele si caracteristicile superviziei. Autorii isi propun sd pund in evidentd posibilitatea folosirii psihodramei
Balint atdt in supervizia profesionald de grup cdt si in supervizia colegiald. Tehnicile de psihodramd pot fi aplicate
si in demersul de autoreflexie al terapeutului, ca supervizie internd, in vederea eluciddrii aspectelor inconstiente
ale relatiei cu pacientii si la ameliorarea stilului personal de lucru.

Cuvinte cheie: relatia terapeuticd, psihodrama Balint, supervizie clinicd, supervizie colegiald, supervizie internd

ABSTRACT:

The paper presents particularities of the psychodrama-Balint paralelly with psychodinamic factors of the Balint-
groups and the purposes and specificities of the supervision. The aim of the authors is to promote the possibility
of using psychodrama-Balint both in the professional group supervision and in the peer-supervision. Psychodrama
technics could be used in the process of self-reflection of the therapist, as internal supervision, in order to ellucida-
te unconcient aspects of the relation with the patient, and to improve the personal work style.

Key words: therapeutic relation, psychodrama-Balint, clinical-supervision, peer-supervision, internal supervision

INTRODUCERE

Scopul prezentului studiu este incurajarea folosirii tehnicilor de psihodrama in intelegerea si prelucrarea ex-
perientelor legate de munca terapeutica, in scopul dezvoltarii capacitatii de autoreflexie a terapeutului si al
perfectionarii sale profesionale.

Avand dubla origine, grupurile Balint si psihodrama, psihodrama Balint are o forta deosebita de activare cre-
ativa asupra proceselor de organizare a relatiei terapeutice. Folosita, ca o tehnica de supervizie de grup, psi-
hodrama Balint, pune in lumina atat aspecte nesesizate ale relatiei terapeut-client, cat si ale modului de lucru
al terapeutului. Punerea in scena a unor ,momente cheie” da nastere unei noi dinamici si duce la ameliorarea
muncii terapeutice.

Actualitatea problemei deriva din lipsa de supervizare profesionala calificata sistematica. Aceasta lacuna cres-
te importanta grupurilor de supervizie colegiala si invatarii unor tehnici de supervizie interna Este in ajutorul
terapeutilor sa invete tehnici de autoreflexie, prin care pot intelege mai bine procesul terapeutic, pot perfectiona
stilul propriu de functionare pentru a depasi si evita blocajele. Daca tehnica se interiorizeaza, psihodrama Balint
poate fi jucat pe scena interioara, in imaginatia terapeutilor.
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2. DEFINIREA NOTIUNILOR DE MUNCA

2.1. Psihodrama Balint

Metoda este o asociere dintre psihodrama si grupurile Balint. Primele grupuri au fost organizate in Franta,
incepand cu 1973 cand A. Cain (1, p.34) a fost invitata sa aplice ,jocul psihodramatic” intrun grup Balint condus
de Ch. Brisset cu intentia ca prin ,,dramatizarea pulsiunlor” sa se depaseasca situatia de ,stagnare” din grup.
Cain descrie psihodrama Balint astfel: ,intr-un grup de terapeuti, un participant evocd o problemd relationald, iar
jocul, dimpreund cu punerea sa pe scend si cadrul sdu, 7i va permite sd regdseascd dinamica respectivei consulta-
tii” (1, p.39.) A practica psihodrama Balint ,,inseamnd a retrdi si regdsi atdt cuvinte cdt si gesturi din timpul unei
consultatii, pentru a i se percepe importanta. ” (1, p. 57.) Ideea de baza a psihodramei Balint este ca in suferintele
bolnavului apare ceva neverbalizabil, ceva care poate fi receptionat de terapeut numai daca toate acestea trec
prin intermediul corpului sau. ,,Corpul bolnavului lucreazd — fatd in fatd — cu corpul terapeutului.”...”Punerea in
act ii permite sd-si gdseascd propriile repere, in propriul corp.” (1, p. 52.) Aceasta formulare ar putea fi unilaterala
dacd nu am mentiona ca dupa parerea autorilor studiului, este vorba nu numai de corpul ci si de psihicul terape-
utului. Este vorba despre constientizarea fenomenelor latente care Thsotesc tot ce se petrece pe planul manifest
al relatiei. Decodificarea identificarilor, proiectiilor, a transferului si a contratransferului.

Psihodrama Balint ramane fideld programului lui Balint (2), care descrie numeroase beneficii ale muncii de
grup: dezvoltarea capacitatilor emotionale, supletea identificarilor, deschiderea dincolo de propria cultura si ide-
ologie, orientdri noi in sublimare.

De orientare analitica in esentd, psihodrama Balint preia si valorifica conceptele introduse de J.L. Morenol
(1989-1974) — conceptele de spontaneitate, creativitate, conceptul de intalnire, conceptul de tele, tehnicile de lu-
cru de baza ale psihodramei moreniene (schimbul de rol, dublarea, monologul, oglindirea, interviul), iar in faza fi-
nala de integrare a experientei, tehnicile de feed-back ale acesteia (sharing-ul, feed-backul de rol si identificarile).

Aspecte specifice ale psihodramei Balint dupa Cain (1):

- ,Non-anonimat”: participantii se pot cunoaste intre ei si chiar pot lucra impreuna, dar ar fi preferabil ca par-
ticipantii sa vine din domenii diferite.

- ,Dublajul”2 in psihodrama Balint Thseamna o identificare a unui membru de grup cu protagonistul, care mer-
ge in spatele protagonistului pentru a da voce sentimentelor pe care acesta nu le poate verbaliza. Are drept efect
impértisirea angoasei si permite inliturarea inhibitiilor protagonistului. in cursul scenelor jucate participantii
se pot ridica si veni in spatele celui care povesteste reconstituie o experienta profesionala (,protagonist”) si sa
exprime cu voce ,,0ff” ceea ce simte in legdtura cu situatia respectiva.

- Notiunea de voce ,,off” este descrisa de Brisset (3) in felul urmator: este o particularitate esentiala, o inter-
ventie a celor care nu joaca, care din spatele protagonistului, ca si o voce intima, intrpreteaza, exprima sentimen-
tul celui care vorbeste si joaca, avand menirea de a sublinia (a intari) cele spuse de protagonist. Autoarea citata
considera ca dublajul este un element mult mai des utilizat in psihodrama Balint decat in psihodrama clasica
Moreno.

- Este ,terapie profesionald” — o terapie a profesionistilor din domeniul sanatatii. Munca nu vizeaza decat viata
profesionald, regresia este limitata, eul pastreaza un control relativ. Problemele vietii personale nu sunt analizate.

- Exprimare prin corp: in timul punerii pe scena cuvantul nu mai detine locul prioritar, fiind insotit permanent
de corp. Actiunea este reprodusa prin gesturi. Retrairea prin miscdrie corporale permite descoperirea unor as-
pecte ascunse, care ar fi putut parea nesemnificative in situatia reald. (Semnalele si simptomele corporale sunt
folosite din plin si in psihodrama moreniana — mentiunea autorilor ALE, Gl)

- Importanta majord a cadrului imaginar permite patrunderea intro intimitate care este necesara pentru a
surprinde elementele inconstiente care actioneaza in situatie. Transpunerea in act a problemei inseamna si con-
struirea cadrului, descrierea circumstantelor si locului evenimentului analizat. (Elemente care dau atmosfera de

1 Jacob Levy Moreno parintele pihodramei si sociometriei, este recunoscut si ca fondatorul psihoterapiei de grup

2 “dublarea”
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,semi-realitate” specifica jocului psihodramatic —n.n.)

- Finalul jocului prin scopul sau are mai multe momente, care se aseamana cu psihodrama moreniana. Pentru
inceput grupul comenteaza ce a simtit. Apoi se acorda spatiu protagonistului, moment ce permite ansamblului
grupului sa perlaboreze. Se constientizeaza acele sentimente care in situatia reala au parut lipsite de importanta
datorita mecanismelor de apdrare. Aceste emotii au fost evocate, retraite cu ajutorul memoriei corpului, si, apoi
au fost supuse prelucrarii verbale cu ajutorul grupului, permitand astfel identificarea blocajelor si intelegerea mai
adecvata a relatiei medic-bolnav (1).

2.2 Factorii psihodinamici in grupul Balint

Grupul Balint, metoda elaborata de M. Balint (1896-1970), medic psihanalist, este un grup de discutie de caz.
Grupul Balint apeleaza la fanteziile, asociatiile si flash-urile participantilor pentru a aduce la suprafata aspecte
inconstiente ale relatiei dintre medic si pacient. Prezentand aspecte ale metodei de grup Balint, Csészar (4) afirma
ca grupul Balint este un cadru care pune « perceptia extinsG a mai multor ochi » in slujba intelegerii mai profun-
de a pacientului. Pacientul este, de fapt, perceput prin prezentarea verbala a medicului care aduce in discutie
cazul, si imaginea poarta amprenta modului in care a trait acesta situatia. Figura pacientului se contureaza in
contextul relatiei medic-pacient, iar medicul transmite celorlalti membri ai grupului, odata cu informatiile privind
situatia concreta, si emotiile, tensiunile, preocuparile, atitudinile sale legate de caz. Trairile membrilor grupului
declansate de relatare creeaza “un cdmp de fortd”, iar prin discutarea cazului apar amplificate « ca pe un ecran
imens » atat trdsaturile pacientului, tabloul complex al problemelor sale, cat si trdirile, atitudinile inconstiente ale
medicului (4 p.160) Trairile grupului oglindesc transferul si contra-transferul dintre pacient si medic semnalat de
M. Balint (4 p.161)

Desi pe de parte nu atat de numeroase ca grupurile medicilor, grupurile Balint se regdsesc si la profesionisti
cu atributii de , helper” din domenii non-medicale.? Este de mentionat cd Michael Balint impreuna cu sotia lui
Enid au organizat primele grupuri pentru asistente sociale in anul 1948. , La treizeci de ani de la prima ei aplicare,
metoda grupului Balint a depdsit cu mult sfera restrdnsd a medicilor interesati, azi fiind utilizat ca instrument de
formare si de perfectionare in cele mai variate profesiuni ale sferei psihosociale”, afirma Roth (5 p.138). Dupa Roth
(5) relatia medic-pacient, rolul de ,medicament” al medicului, prin generalizare ,se potriveste perfect relatiei
dintre ,,cel care acorda ajutor si cel care solicita ajutor”.

n prezentarea experientei de peste 10 ani a grupurilor Balint pentru pedagogi si psihologi din institutii edu-
cationale, Bagdy (6) evidentiaza beneficiile grupurilor de discutie de caz si ale celor de supervizie conduse dupa
metoda Balint. Grupurile sunt centrate pe copil, pe cel educat. Fanteziile si asociatiile spontane, inconstiente ale
membrilor grupului ce urmeaza dupa prezentarea unui caz, constituie o « radiografie » a personalitatii elevului.
Dezbaterea liberd a unei experiente profesionale cu metoda Balint contribuie la dezvoltarea capacitatii pedago-
gului de a trece de la abordarea logico-rationala la intelegerea « limbajului afectiv » (simbolic) al comportamen-
tului ceea ce favorizeaza empatia si acceptarea. (6 p.188)

2.3. Supervizarea

Supervizarea este o formad de ,consiliere pentru profesionisti in problemele profesionale” (7 p. 145). Superviza-
rea este totodata o formare bazata pe prelucrarea experientei profesionale personale in cadrul careia se cautd
raspunsuri la probleme din situatiile de impas profesional. Supervizarea vizeaza probleme legate de colaborarea,
comunicarea si conflictele din cadrul interactiunilor profesionale printrun , proces insotit profesional de formare
sifnvdtare” a carui sursa si tinta sunt experientele practice (idem). Participantii invata in primul rand din prelucra-
rea experientei lor profesionale. Supervizarea ajuta la analiza greutatilor ivite in timpul activitdtii contribuind la
dezvoltarea unor idei noi, dar nu preia actul de decizie, ci, in locul unor solutii preconcepute ofera sanse sporite,
idei si alternative, pentru depasirea impasului profesional, respectiv, ofera posibilitatea formularii intrebarilor
care contribuie la procesul de schimbare si dezvoltare. Supervizarea urmareste inlesnirea perceperii mai clare

3 Grupuri Balint pentru pedagogi, psihopedagogi si psihologi au functionat atat la Cluj-Napoca cat si la Targu Mures cu feed-
back pozitiv din partea participantilor.
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de catre participanti a propriilor concepte, instrumente, scopuri si limite. De aceea, putem afirma ca in centrul
procesului de supervizare este persoana supervizata, observarea se adapteaza ritmului si modului de gandire a
persoanei supervizate furnizandu-i instrumente pentru efectuarea pasilor in vederea atingerii scopurilor proprii.
Elementul esential, modalitatea principald de realizare este autoreflexia. in prezenta reflectiv a supervizorului,
persoana supervizata dobandeste o capacitate tot mai profunda de autoreflexie asupra modului propriu de func-
tionare, fiind in masura, daca considera necesar, sa le si schimbe.

Supervizia se realizeaza printr-un proces, o serie de discutii, de intalniri cu durata de 1,5 — 3 ore. Cazurile pre-
zentate in supervizia individuald sau de grup pot fi diferite. Poate fi vorba de situatii de criza profesionala, dar
si de probleme legate de construirea carierei, de comunicarea in relatiile colegiale, de impactul asupra perfor-
mantei individuale a relatiilor ierarhice si a presiunilor specifice unei institutii sau profesii, starea de , burnout”,
etc., adic3 toate dificultatile ce pot apérea in practica profesionald de zi cu zi. in cadrul supervizirii problemele
persoanei supervizate sunt relevate prin analiza cazuisticii. Prin prezentarea concretd a cate unui caz, cautam
raspuns la intrebarea de ce constituie acesta o problema pentru persoana supervizata. Membrii grupului si supe-
vizorul 7i vin in ajutor cu intrebari si prin oglindire, contribuind la o mai clara percepere a situatiei, a reactiilor si
atitudinilor proprii. Contributia nu consta in solutii pentru rezolvarea cazului, ci in constientizarea motivelor care
determina modul personal de a reactiona, cum ar putea reactiona altfel, ce o impiedica, precum si ce ar ajuta-o
sd se poata schimba.

Tipurile de supervizare sunt: supervizare individuala — coaching, supervizare de grup, supervizare de echip3,
supervizare organizationald. De asemenea, diferentidm supervizia manageriala, orientata spre interesul institutiei
si cea non-manageriald, care umareste prioritar sustinerea si dezvoltarea profesionistului. Supervizia “hon-mana-
geriald” — denumita si ca supervizie ,clinicd”, ,consultativd” sau ,profesionald”, isi are originile in psihanaliza si
consiliere, dar a nu se confunda cu ele, ramane focusat in asistarea personalului in buna desfdsurare a muncii lor (8)

Supervizia este condusa, de obicei, de un profesionist cu experienta mai indelungata sau un supervizor cali-
ficat, dar poate avea loc si in cadrul unui grup liber constituit de profesionisti. Grupurile de supervizie colegiala
presupun reciprocitatea ajutorului. Thiel (9) citeaza autori care au prezentat practica grupurilor colegiale de dis-
cutii de caz. Conceptele referitoare la aceste grupuri sunt: ,supervizie colegiald” (Fallner —Gréblin), , peer-super-
vizie” sau ,,peer-grup” (Fengler), sau , intervizie”(Buer). Grupurile colegiale constituie o modalitate de perfectio-
nare continua, de discutare si prelucrare a experientelor profesionale care ridica semne de intrebare sau lasa in
urma lor resentimente, avand avantajul ca nu necesita supervizor calificat.
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REZUMAT:

Partea a doua a lucrdrii face o prezentare analiticd a relatiei terapeutice sia metodologiei superviziei de grup. Au-
torii considerd cd supervizarea este o cerintd de bazd in munca practicantilor cu atributii de , helper”. Supervizia,
focalizdnd asupra blocajelor intervenite din lipsa de experientd sau a contratransferului, contribuie la dezvoltarea
profesionald a supervizatului. Tl ajutd pe terapeut sd-si mentine pozitia lui profesionald in loc sd joace un rol atri-
buit de client. Autorii sunt de pdrere cd reflexia asupra relatiei terapeutice, respectiv prelucrarea acesteia in cadrul
superviziei in setting individual si de grup, sunt conditii de bazd ale profesionalizdrii muncii cu clientii.

Cuvinte cheie: relatia terapeuticd, transfer, contra-transfer, supervizie, supervizie de grup

ABSTRACT:

The second part of the paper gives an analytical prezentation of the therapeutic relation and of the methodology
of the group supervision. The authors emphasises the role of supervision for those practitionaires which are acting
as ,, helpers”. Supervision, focusing on the difficulties due to lack of experience or to the conter-transference,
contributes to the professional development of the supervisee. Helps the therapist to maintain his professional
position instead getting into the role attributed by the client. The authors stress the idea that the reflection on the
therapeutic relation, and taking it into supervision, in individual or group setting, are basic conditions of improve-
ment of the professional aspect of the work with clients.

Key words: therapeutic relation, transfer, conter-transference, supervision, group supervision

ANALIZA RELATIEI TERAPEUTICE

Cadrul general al oricarei terapii este creat de relatia terapeutica, care prin utilizarea unor coduri de relationa-
re diferite de regulile cotidiene, asigura un climat in care clientul poate pune sub semnul intrebarii imaginea pe
care o are despre el insusisi despre situatia in care se afla (1). Astfel va reusi sa reformuleze si sa dea o altd inter-
pretare, o alta semnificatie vietii sale, ajungand la o distantare si la externalizarea conflictului. Fig. 1. ilustreaza
elementele relatiei terapeutice. (Anexa |).

Toate fenomenele din terapie au loc intre doua persoane aflate in relatie reciproca, o relatie obiectuala ca-
racterizata prin dezvoltare si schimbare continud, arata Balint incd in anii’50. Terapia este ,spatiu interpersonal”,
in care atat terapeutul cat si pacientul investeste libido, si contribuie la transformarea relatiei in mod spontan si
creativ. (dupad Toth, 2).

Cadrul terapeutic impreuna cu factorii legati de client si de terapeut determina relatia terapeutica, care la
randul ei influenteaza efectele de scurta durata si apoi cele de lunga durata ale terapiei. Conditiile de viata, rela-
tiile interpersonale si functiile psihice ale terapeutului si ale clientului la fel au un rol hotarator asupra eficientei
procesului de terapie. intelegerea fenomenelor de transfer-contratransfer din relatia terapeuticd este deosebit
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de importanta. Clientul ii poate atrbui terapeutului, prin transfer pozitiv sau negativ, un anumit rol. Proiectiile
clientului actualizeaza vechile conflicte traite in familia lui de origine, sentimente traite fatd de persoanele im-
portante din viata lui.

Este important ca terapeutul sa recunoasca ,presiunea de rol”, rol atribuit terapeutlui de catre pacient, dar
sa evite transpunerea lui in act. Contra-transferul, reactiile afective inconstiente ale terapeutului fata de client,
reprezinta o provocare personald pentru terapeut, care trebuie sa ramana pe pozitie de neutralitate afectiva si
nu trebuie s3 preia rolul asteptat de client. In procesul terapeutic el trebuie si se limiteze strict la interpretarea
continuturilor psihice ale clientului. Sentimentele personale trebuie s fie diferentiate de acelea pe care le a tre-
zit clientul in el. Refuzand sa joace rolul corelativ, terapeutul poate pune in lumina imaginea pacientului despre el
nsusi, construitd in relatiile sale primare cu persoanele semnificative din familia lui. (2)

Realitatea psihologica este o realitate construitd, in care asteptarile, credintele isi pun cuvantul, aceasta reali-
tate nu are existenta in sine, actioneaza doar in persoana care a creat-o. in aceast4 realitate psihologica adusa de
client, terapeutul trebuie sa-si pastreze neutralitatea pentru a reusi mai bine sa puna in evidenta conflictul intra-
psihic care a determinat constructia respectiva. Asteptarile, credintele clientului structureaza mesajul transmis
terapeutului. Dupa cum remarca si Dafinoiu, clientul “se va stradui explicit sau implicit sd obtine complicitate din
partea terapeutului”(1, p. 66). Terapeutul trebuie sd sesizeze capcana. Transformarea relatiei psihoterapeutice
intr-o relatie de colaborare este posibila numai de pe pozitia “profesionald” a terapeutului. Clientii manifesta sen-
timente fata de terapeuti care nu sunt determinate de terapeut. Pot iesi la iveala sentimente si atitudini “trans-
ferentiale care au la bazd seturi expectationale dezvoltate in raport cu terapeutul ideal sau imaginat.” (1, p. 67).

Money-Kyrle, de formatie kleiniana, descrie procesul terapeutic ca, o repetitie a oscilatiilor proicetive-introiec-
tive” (2) Pacientii aduc in analizd indispozitia si tulburarea de care sufera, iar analistul trebuie sa fie constient ca a
devenit tulburat ca urmare a perceperii starii pacientului (idem, p.23)

Bion recurge la analogia cu relatia dintre mama si copil pentru a descrie functia de ,container” al terapeutului.
Tn procesul terapeutic joacd un rol important identificarea proiectiva. Terapeutul percepe, preia suferinta paci-
entului, o prelucreaza si o face sa fie re-introiectabila, sub forma interpretarii verbale. Precum pot fi perturbari
n rolul de mama, daca aceasta nu se poate manifesta suportiv si, fiind coplesita de emotii negative, sa nu poata
insufla linistire, la fel si terapeutul poate esua in rol devenid rece, rigid si anxios. (2, p.24) Dupa Bion legaturile
dintre oameni se formeaza pe trei axe principale: ,a fi iubit” (L-link), ,a fi urat” (H-link), ,a fi cunoscut” (K-link).
Regula abtsinentei interzice analistului sa se miste in primele doua axe, de aceea, relationarea lui fata de pacient
se rezuma la axa K, poata sa satisfaca doar aceasta dorintd a pacientului (Bion, 1962, dupa Toth (2).

Kohut, fondatorul psihologiei selfului, arata ca nevoile negljate in perioada pregenitala a dezvoltdrii determina
patologia narcisica a personalitatii care apar sub forma obiectului idealizat sau a selfului grandios in transferul din
cadrul relatiei terapeutice. Sustine cd analistul nu trebuie sa respinga aceste tendinte de idealizare ale pacientului:
interpretarea lor precoce poate fi destructiva, rolul terapeutului este mai degraba oglindirea empatica si facilitarea
unor trari corective, prin care pacientul sa devina treptat capabil sa dezvolte relatii obiectuale mai mature (2).

SUPERVIZAREA ACTIVITATII TERAPEUTICE

Supervizarea este o cerinta de baza in practica terapeuticd, ca si in munca tuturor profesionistilor cu atributii
de ,helper”, prin faptul cd ea ofera in acelasi timp expertiza tehnica dar si un model al valorilor si eticii profesio-
nale. Supervizorul contribuie la dezvoltarea profesionala a supervizatului focalizand asupra blocajelor intervenite
din lipsa de cunostinte sau a contratransferului (3). El descifreaza nelinistile interioare ale practicantilor. Sedinta
de supervizare este un microcosmos in care se focalizeaza asupra comportamentul practicantului si asupra re-
latiei terapeut — client. 1l ajutd pe practicant ca s& aleag3 un mod nou de abordare pentru a fi mai in mdsur3 sa
,repund clientul pe drumul bun, sd-1 pund in situatia de a accede la o noud cunoastere care merge din inconstient
spre constientul individului”. (1, p. 83.)

Falstrém (5) a adus in atentie ,izomorfismul” dintre relatia client-practician, practician-formator, formator-
supervizor. Persoanele care au rol de leader in diferitele situatii sunt responsabile de cadrul activitatii, iar in
relatiile interpersonale sunt regasite aceleasi atitudini: incredere, ascultare, empatie, toleranta, trairi autentice,
spontaneitate. (fig. 2, anexa l).
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SUPERVIZIA DE GRUP A RELATIEI TERAPEUTICE

in settingul de grup, cadrul terapeutic este un cdmp de forte care izvoraste din interactiunile din grup. Aceste
forte dinamice trebuie controlate si manevrate de catre terapeut, in asa fel incat ele sa contribuie la armonizarea
relatiilor psihice ale pacientilor. in acest camp dinamic se dezvolt3 si relatia terapeut-pacient.

Trecand in revista istoricul superviziei de grup a practicii psihoterapeutice, Schreyogg (4) arata cd formele
de grup au aparut mai tarziu decat cele in setting individual. Autoarea afirma ca dintre abordarile cunoscute,
supervizia de grup dupa modelul grupurilor Balint probabil este cea mai rispandita. In prezentarea grupurilor de
supervizie dupd metoda balintiana evidentiaza atat aspectele pozitive cat si unele limite. Conceptia lui Balint, are
meritul de a fi putut depasi “cadrul strdmt al psihanalizei clasice” prin faptul ca “In afara conceptiei psihanalitice
a interactiunii, ia in considerare si alte variante relationale ale clientului supervizat.” (4, p. 88) Ca model reflexiv
psihanalitic, insa, metodologia se bazeaza pe abordari care au fost elaborate pe structuri diadice si triadice si,
ca urmare, fenomenele de grup ca sistem, si cele de natura institutionald, sunt dificil de surprins. (Gaertner
-Wittenberger, 1979, dupa (4).

Neajunsurile semnalate sunt eliminate, considera Schreyogg, de supervizia integrativa de grup, care metodo-
logic valorifica modele de proces, care au fost elaborate de psihodrama, de terapia-Gestalt, respectiv de terapia
integrativa (4).
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STIGMATIZAREA IN PSIHIATRIE - INTRE
EXPLICATII SI SOLUTII

Dr. Oana Comnelia DOBRESCU, UMF Cluj-Napoca

REZUMAT:

Articolul isi propune o trecere in revistd a cdtorva idei privind stigmatizarea, plecdnd de la modelul propus de Bru-
ce Link si Jo Phelan si de la Teoria reprezentdrilor sociale, cu accent pus pe stigmatizarea in psihiatrie. Stigmatiza-
rea, proces de naturd esential sociald, poate fi modificat in timp, cunoscdnd mecanismele de producere si functiile
pe care le are in procesele intergrupale.

Cuvinte cheie: stigmatizare, reprezentare sociald, stereotip, tulburare psihica

ABSTRACT:

The aim of this article is to review some ideas concerning the social stigma, starting from Bruce Link’s and Jo
Phelan’s model and from Social representation Theory, with an accent put on social stigma in psychiatry. This soci-
al process of stigmatizing can be modified in time, by knowing its mechanisms and functions played in intergroup
processes.

Key words: stigmatizing, social representation, stereotype, psychiatric disorder

Aveti probleme cu somnul? Sau poate plangeti toata ziua fara motiv si simtiti toata povara lumii pe umerii d-
voastra? Sau simtiti un nod in stomac sau in gat si o teama nedeslusita ca ceva rdu se va intdmpla cu d-voastra
sau cu cei din jur? Sau aveti impresia cd toata lumea de pe stradd se uita urat la d-voastra si ca pot sd va citeasca
gandurile? lata numai cateva din problemele pe care le pot avea oamenii in ziua de astazi, dar despre care e
preferabil sa nu stie nici sefii, nici colegii, poate nici prietenii cei mai buni sau familia, si cu atat mai putin vecini.
Sunt probleme pentru care eventual acceptam sa mergem la medicul de familie, sa facem poate vreo analiza de
sange, si suntem fericiti daca acestea atesta vreo «lipsd a fierului » sau « calciul scdzut in sGnge », pentru ca atunci
avem o posibild explicatie a starii proaste din care nu mai iesim de saptamani sau chiar luni de zile... Problema cea
mare apare insd cand dupa saptamani sau luni de tratament cu fier sau calciu starea ramane aceeasi sau chiar se
inrdutateste.

Ce-i de facut atunci ? Uneori medicul de familie, sau, poate vreo cunostinta care a trecut prin asa ceva, ne
sugereazd ca poate un psi(holog sau psihiatru) ne-ar putea ajuta. Indignarea nu intarzie sa apara. «Poftim? Dar
ce, eu sunt nebun?». ldeea ca problemele noastre ar putea fi de resortul unui psi ne sperie si ne confuzioneaza,
pentru cd, asa cum afirma Maisondieu (2000) [1] «nebunul este intotdeauna celdlalt diabolizat, incdrcat de toate
reprezentdrile negative»®.(n.t.) Pentru ca da, profesiunea de psihiatru sau psiholog, de multe ori suprapuse in
capul omului de pe strada, este legata indisolubil de conceptul de ‘nebunie’ cu toate implicatiile sale pejorative,
ceea ce face ca stigmatizarea sa se rasfranga in ambele sensuri: atat spre profesiunea de psi cat si spre obiectul
muncii acestuia, bolnavul psihic.

Stigmatizarea presupune o rejectie, o dezaprobare sociala marcantd a acelor trasaturi fizice sau psihice, sau a
credintelor ce contravin normelor culturale ale unui grup dat [2]. Stigmatizarea poate avea ca si sursa un defect /
dizabilitate fizica, precum obezitatea, handicapurile motorii, etc, o afectare psihica sau a personalitatii, cum este
cazul tulburarilor psihice, sau apartenenta la un grup minoritar, etnic, religios sau national, precum tiganii, evreii

4 ‘le fou c’est I'autre diabolisé, chargé de toutes les représentations négatives’
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sau maghiarii/romanii, in unele zone culturale ale tarii. Persoanele sau grupurile stigmatizate sunt considerate
‘deviante’ si ulterior marginalizate social, de unde intreaga problematicd asociata stigmatizarii.

Conform modelului stigmatizdrii propus de Bruce Link si Jo Phelan (2001) [3] acest proces social ar implica
patru componente majore :

1.

Categorizarea prin suprasimplificare, bazata pe existenta sau nu a unui element considerat semnificativ
pentru grupul creat, si asocierea fenomenului de etichetare: exemplu, culoarea pielii (albii/negrii), var-
sta (adolescentii/batranii) sau un comportament mai aparte, bizar, inexplicabil, ca in cazul bolilor psihice
(nebunia).
Asocierea unor reprezentari, de obicei negative, ce conduc la stereotipuri, clisee pentru grupul respectiv.
Astfel, in cazul ‘nebuniei’ sunt asociate o serie de stereotipuri precum violenta, bizareria, periculozitatea,
iresponsabilitatea sau lipsa discernamantului, a ratiunii, lipsa afectivitatii, incurabilitatea. Aceste repre-
zentari negative constituie de fapt atribute ale psihozelor, considerate ca si emblema a nebuniei, dar care,
prin generalizare si ‘contaminare proiectiva’[1, p. 81] au devenit atribute ale oricarei tulburari psihice. Desi
studiile efectuate (Steinert, 2000, Clare, 2000, Arseneault, 2000, Hiroeh, 2001) [1] au aratat ca in ceea
ce priveste violenta, pacientii cu boli psihice sunt de 11 ori mai frecvent victime ale violentei decat po-
pulatia generald, si mult mai rar agresori, iar atunci cand sunt agresori acest comportament este mediat
de o multitudine de factori socio demografici precum varsta, genul, statutul socio-economic, abuzul de
substante sau legatura cu victima, care de cele mai multe ori este un membru al familiei, totusi violenta si
periculozitatea constituie inca clisee puternice ale bolii psihice. Aceasta, in ciuda incercarilor de demarca-
re a bolilor psihice severe, precum psihozele, tulburarile de personalitate sau dependentele de substante
de problemele minore de sandtate mintald, precum tulburarile somn, de apetit sau starile de anxietate
ori nemultumire.
Diferentierea netd intre sine(eu/noi) si ei, ceilalti, ‘nebunii’. Poate ca acest antagonism reprezinta nucleul
reprezentarilor negative legate de boala psihica, intrucat aceasta fatalitate afecteaza intotdeauna doar
pe celalalt. Studiile efectuate de Bruna Zani (1991) [4] in Italia, pe o populatie ce nu avea contact direct
cu bolnavii psihici, precum studentii la matematica, la psihologie si la medicing, si o populatie ce lucra
cu indivizi cu probleme psihice, adica profesionisti tip psihiatri, psihologi si asistenti sociali, au ardtat o
serie de rezultate mai mult decat edificatoare. Desi, conform Teoriei reprezentarilor sociale propusa de S.
Moscovici (1961) si dezvoltatd in doud mari curente de JC Abric si W. Doise si colaboratorii lor, contactul
direct cu obiectul social, in cazul de fata boala psihica, poate aduce o serie de modificari de perspectiva,
in masura in care cei aflati in contact direct ar avea o perspectiva mai mult descriptiva, pragmatica a bolii
psihice fata de cei care nu au un contact direct cu boala psihica si care au reprezentari mai evaluative,
bazate pe normele socioculturale [5], totusi rezultatele Brunei Zani au ardtat ca atat la profesionistii in do-
meniul sanatatii mintale cat si la profani, o dimensiune majora a constituit-o axa sine/ceilalti. Toti subiectii
analizati, indiferent de apropierea lor de obiectul de studiu cercetat, au avut ca si punct de referinta
sinele, asociat normalitatii, la care au raportat anormalitatea/patologia si pe ‘ceilalti’. Mai mult chiar, toti
subiectii analizati au prezentat aceleasi clisee pentru a face distinctia intre bolnavul somatic si cel psihic :
daca bolnavul somatic este vazut ca si o persoana slaba, ce are nevoie de ajutor si empatie, dar nu diferit
esential de sine, bolnavul psihic este vazut ca fiind foarte diferit de sine, marcat de aceasta ‘diferenta. Si
daca ar fi sa ramanem in sfera Teoriei reprezentarilor sociale si a antagonismului sine/ceilalti, am putea
sa ne intrebam ce ar justifica o astfel de reprezentare negativa a bolii/bolnavului psihic. Trei functii par sa
legitimeze aceastd reprezentare :

e in primul rand o functie identitard, care ar permite o amplificare a distinctiei ‘noi/ceilalti’ si astfel

o indepartare de categoria inductoare de anxietate a bolnavilor psihici
e o functie justificatorie a atitudinilor si credintelor legate de boala psihica care sa autorizeze atitudi-
nile discrimintorii fata de acest grup, si

25
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¢ o functie de orientare a practicilor legate de obiectul social [6].
in cazul bolii psihice aceste functii justificd mentinerea stigmatizarii insd in dauna atat a ‘creatorilor’ repre-
zentdrii negative, cat si a grupului stigmatizat.
Caci, asa cum afirma Maisondieu (2000) [1, p. 81] chiar dacad “ nebunul ca atare nu existd si n-a existat
niciodata [...] bolnavul psihic existd si suferd fard indoiald in urma identificdrii sale cu nebunul imaginar”
(nt.)>. Poate ca problema cea mai mare vine din faptul ca persoanele ce prezinta diferite probleme psihice
recurg la aceste clisee legate de boala si de bolnavul psihic, ceea ce face mult mai dificila acceptarea «
trecerii barierei » catre categoria stigmatizata a « nebunilor ». Respingerea ideei unor probleme ce ar avea
ca sursa diferite conflicte sufletesti sau interpersonale implica refuzul unui consult psihiatric, de unde in-
tarzierea diagnosticului si a tratamentului adecvat, impotmolirea in mecanisme defensive dezadaptative
sau in strategii de coping nesanatoase, precum consumul de alcool sau de benzodiazepine.
Un astfel de exemplu il constituie dna M. care s-a perindat pe la diferiti medici de cardiologie, gastroen-
terologie, ajungand chiar si la chirurgie, unde i s-a scos colecistul, in ideea ca greata, nodul la stomac si
starile de neliniste ar fi legate de o colecistopatie. Urmarea... nu doar ca dna M a ramas fara colecist, dar
si simptomatologia s-a accentuat pand ce, in cele din urma, si-n disperare de cauza, colegii s-au gandit
sd ceara si un consult psihiatric. Dupa cum relateaza pacienta insasi, ideea de a consulta un psi era ceva
de neconceput atat pentru ea cat si pentru familia sa, ferm convinsa ca daca ar « avea putind vointd »
ar reusi sd treaca peste aceste stari cu totul inexplicabile...Astfel, pacienta s-a vdzut deodatd nevoita sa
accepte ceea ce pand nu demult nu putea sa inteleaga nici ea : si anume, ca poti suferi, si inca foarte rau,
fard sa fii neaparat un ciudat, un... « nebun ». A pierdut luni si chiar ani buni « colinddnd » diverse servicii
medicale in speranta ca nu va fi nevoie sa ajungd la... “balamuc”...Acum, dupa 5 ani de consum de Xanax
si de suferinte neidentificate, recuperarea este mult mai dificila. Dar macar, pentru dna M un cliseu a fost
demontat: intr-o sectie de psihiatrie sunt oameni in suferinta, ca in orice alt spital, nici mai ciudati, nici
mai... “nebuni” decat cei pe care-i intalneste in fiecare zi...

4. In sfarsit, ultima componenta a modelului stigmatizarii propus de Link si Phelan o constituie discriminarea
la nivelul sanselor de viata, social, economic, sanitar si pierderea statutului, traite de catre cel stigmatizat.
Poate ca aceasta este componenta cea mai palpabild, cu care se intalnesc pacientii nostri in fiecare zi, din
pdcate uneori chiar si din partea personalului medical, mai ales din sectiile medicale si chirurgicale, care
uitd prea usor ca si un pacient cu depresie sau cu schizofrenie, poate avea probleme cardiace sau gastro-
intestinale, ori urgente chirurgicale, care sa nu fie legate direct de boala psihica.

Astdzi se vorbeste tot mai mult de destigmatizarea bolii si bolnavului psihic si in unele societati vestice s-a
produs deja o deschidere a interesului atat al publicului larg cat si al politicienilor catre acest subiect. Mai mult
chiar, mersul la un psi a devenit o moda, sustinutd de tot mai multe productii cinematografice care contribuie la
implementarea acestui curent. Consultul unui psihiatru sau al unui psiholog nu mai constituie deci un eveniment
despre care nu trebuie vorbit, iar pacientii incep sa-si cunoasca drepturile si sa se organizeze in ligi si organizatii
care sa le sustina interesele la nivel social si politic.

In tara noastra, desi la nivel institutional putem vorbi despre o reformd a sanatatii mintale, cu accentul pus, cel
putin teoretic pe dezinstitutionalizare si pe dezvoltarea retelei de sanatate ambulatorie, stigma legata de boala
psihica constituie inca un handicap pentru bolnav.

Schimbarea reprezentdrilor legate de boala psihica este un proces ce se produce lent si in care profesionistii
si mass media pot juca un rol esential, prin promovarea adevarului legat de cauze, simptome si tratament, prin
accentul pus pe latura general umana prezenta la toti indivizii, fie ei sandtosi sau bolnavi somatici ori psihici, prin
micsorarea in cele din urma a distantei dintre noi, cei sanatosi si ei, ceilalti, bolnavii psihici.

5 “le fou en tant quel el n’existe pas et n’a jamais existe. Le malade mental, lui, existe bel et bien, et souffre sans aucun
doute de son identification au fou imaginaire”
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in acest sens, centrul Carter din Atlanta, Statele Unite a initiat un program de burse pentru jurnalisti si repor-
teri din Africa de Sud, SUA si Romania, menit sd pregdteasca specialstii din mass media pentru a relata cat mai
realist si fara a cduta neaparat senzationalul care atrage audienta, despre boala psihica si implicatiile sale in plan
personal si social. Rezultatele nu au intarziat sa apara nici in presa romaneasca. Recent, un cotidian local, Ziarul
de lasi a publicat un articol al unui bursier al Centrului Carter [7] despre situatia sanatatii mintale in Romania.
Semnalul de alarma a fost tras. Ramane de vazut impactul pe care-| va avea asupra mass mediei, a celor respon-
sabili de politicile sanitare din Romania, si nu in ultimul rand asupra populatiei, stiut fiind ca nicaieri in lume “cu
o floare nu se face primdvard”, si cu atat mai putin in Romania.
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DE LA MOBBING LA ANXIETATE SI DEPRESIE

(FROM MOBBING TO ANXIETY AND DEPRESSION)

Dr. Curis Cecilia*, Galati

ABSTRACT:

The word mobbing derives from english and signifies in psycho trauma a severe case with traumatic potential.
Sellier is the one who creates the association with the concept of trauma on the basis of the psychic trauma
pattern. After research the concept of mobbing was limited only to panic and terror attacks at the work place. In
1908, Yorkes and Dodson described the relation between efficaciousness’ and anxiety. A certain dosage of anxiety
is needed but its growth beyond the optimum level has negative effects. Anxiety is characterized by a continuous
state of fear and unrest. It becomes an illness when its permanent producing psychic sufferance and disrupts life.
The optimum stress level is different for each person. Vulnerability factors are described: anxiety as a personality
feature, locus of control and the defensive mode. The relation between vulnerability factors and stress factors
creates the form-stress pattern axis. Negative and positive factors vary throughout life thus explaining the vari-
ations in vulnerability in relation to age. Severe anxiety makes the person’s ability to distinguish, rationalize, and
act accordingly drop. Mature defensive skills imply very efficient adaptive devices (coping). Social guard refers to
the defense of the social inner-man. Mobbing actions are destined to humble self-respect and self social image.
Psychic and psycho-somatic disorders arise such as depression, anxiety, irascibility, sleeping disorders, inattention,
headaches, back pain, gastrointestinal disorders. We can notice the appearance of the “thought terror” phenome-
non as an indicator of the mobbing. There is a high risk of medicine abuse and a high suicide risk also. Family thera-
py, self esteem growth techniques, relaxing techniques are the kind of therapy that should be applied in this cases.
Key words: mobbing, anxiety, depression, stress, psycho trauma, locus of control, coping, vulnerability factor,
Yerkes curve, Dodson, form-stress pattern, the phasic pattern of mobbing, suicide, substance abuse, cognitive-be-
havioral therapy, primary and secondary obviation, assertive training, strengthening skills, self assurance, relaxing
technique.

Sumar:

Termenul — mobbing din limba englezi— semnificd a se ndpusti asupra cuiva. In contextual psihotraumatologiei
desemneazd o situatie gravd si potential traumatic. In urma cercetdrii fenomenului de mobbing, acest concept a
fost limitat la afronturi, atacuri si “teroare psihica” la locul de muncd. Relatia dintre factorii de vulnerabilitate si
factorii de stres, constituie axa modelului Diatezd-Stres. Atdt factorii sanogenetici cdt si cei morbigenetici variaza
in decursul vietii individului, astfel explicdndu-se vulnerabilitatea diferentiatd. Reactiile mature de apdrare, impli-
cd mecanisme eficiente de adaptare (coping). Apdrarea sociald se referd la apdrarea Eu-lui social impotriva unor
pericole exterioare care ar putea sd-i atingd valoarea. Ori actiunea de mobing este destinatd a submina autores-
pectul si imaginea sociald a victimei. Mobbingul este caracterizat prin lipsa elanului, depresie, irascibilitate agre-
sivitate, tulburdri de somn, cefalee, transpiratie abundentd, palpitatii, precordialgii, tulburdri gastro-intestinale,
stdri de epuizare. Indicile fenomenului de mobbing sunt reprezentate de fenomene de asa zisd , teroare a géndirii”,
Apare pericolul unui abuz de substante psihotrope si un risc suicidar crescut. Terapia familiald ocupd un loc im-
portant, dar va fi luat in calcul doar in cazul unui climat familial favorabil. Terapia familiald, tehnicile de crestere a
stimei de sine, tehnicile de relaxare sunt tipurile de terapii care pot fi aplicate in cazul mobbingului.

Cuvinte cheie: mobbing, anxietate, depresie, stres, psihotraumd, locus of control, coping, factori de vulnerabili-
tate, curba Yerkes-Dodson, modelul Diateza-Stres, model fazic al mobbingului, suicid, abuz de substantd, terapie
cognitiv-comportamentald, preventie primard si secundard, antrenament asertiv, tehnici de intdrire a stimei de
sine, tehnici de relaxare.
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Termenul — mobbing provine din limba engleza, “mob” traducandu-se prin “plebe — adundturd mojicd”, si
semnifica — a se ndpusti asupra cuiva.

Sellier este cel care stabileste legatura cu conceptul de trauma, pe baza modelului desfasurarii traumatizarii
psihice (“Tratat de Psihotraumatologie — pag. 391”).

Orice cariera profesionald este structurata pe etape, fiecare putand genera un stres specific.

La debutul carierei, neconcordanta dintre asteptarile profesionale ale individului si realitatea mediului profe-
sional poate fi sursa de insatisfactie sau anxietate.

La mijlocul carierei oportunitatile pot diminua ceea ce conduce la sentimentul de “plafonare”. Tot in aceasta
perioada aspiratiile profesionale pot aduce prejudicii vietii de familie, generand conflicte familiale.

Finalul carierei poate fi generator de anxietate prin limitarea activitatii datorita decalajului intre competentele
individului si cerintele specifice noilor tehnologii.

Stresul este necesar pentru adaptarea la situatie, dar raportul care exista intre intensitatea reactiei de stres si
nivelul de performanta nu este liniar.

n 1908, Yerkes si Dodson au descris relatia intre anxietate si randament care ii poate ajuta pe pacienti sa in-
teleagd atat efectele benefice cat si pe cele extenuante ale temerilor firesti (,, Psihoterapia tulburdrilor anxioase
—pag. 20”).

in general o anumit doz de” neliniste ,,este necesara in realizarea tuturor activititilor, aceasta avand initial
un efect benefic. Randamentul devine maxim, cand individul devine incordat si vigilent, atingand nivelul optim
de concentrare. Cresterea anxietatii dincolo de nivelul optim are efecte negative, diminuand randamentul pro-
ceselor intelectuale complexe.

Anxietatea este caracterizata printr-o trdire permanenta de neliniste si teama, devenind o boala atunci cand:

e anxietatea este mare si se manifesta permanent chiar si in afara momentelor de stres;

e anxietatea produce suferinta fiind trdita de catre persoana respectiva ca deosebit de penibila si frecvent

conduce la consumul de alcool si droguri

e anxietatea perturba viata devenind un ,handicap”, prin aparitia tulburarilor de concentrare, de memorie,

prin scaderea randamentului intelectual si aparitia unor comportamente “bizare” (evitarea unor situatii
care provoacd anxietate), care perturba desfasurarea unei vieti si activitati profesionale normale (“Cum
sd te aperi de stres — pag. 173”).

Stresul optimal este diferit pentru fiecare persoana aceasta fiind o conditie esentiala pentru ca individul sa
obtina eficienta maxima.

Duncan-Jonson (1987) a studiat un esantion de indivizi adulti intr-un interval de un an. Rezultatul studiului a
relevat ca 70% dintre variatiile depresiei si anxietatii pot fi explicate cu ajutorul unor factori stabili caracteristici,
fie mediului, fie personalitatii individului (,, Psihoterapia tulburdrilor anxioase — pag. 28”).

Astfel, tipul A de personalitate este stimulat de existenta unui nivel crescut de stres sporindu-i randamentul, in
timp ce tipul B de personalitate este impiedicat sa functioneze normal la cote ridicate ale stresului.

Au fost decelati trei factori ai vulnerabilitatii - anxietatea ca trasatura de personalitate, locus of control si stilul
defensiv (,, Psihoterapia tulburdrilor anxioase — pag. 29”).

Relatia dintre factorii de vulnerabilitate si factorii de stres, constituie axa modelului Diatezd-Stres cunoscut si
sub numele de ,,model al vulnerabilitdtii psihice”.

Acest model considera cd in prezenta unei vulnerabilitati genetice crescute sau a unor traume pre-, peri- si
postnatale, factorii stresanti vor declansa tulburari in sfera psihica.

Modelul predispozitiei diatetice, cum mai este numit, realizeaza o ,schitd” a vulnerabilitatii individuale prin
modelare psiho-sociala.

Astfel, influentele educationale si familiale neadecvate cresc vulnerabilitatea.

H. Ey mentioneaza existenta structurii anxioase ca trasatura fundamentald a unei personalitati de tip morbid
manifestatad clinic ca nevroza anxioasa sau anxietate constitutionald. Grefat la acest model, E.Dupre, considera
ca aceste forme clinice de manifestare au la baza tipul de constitutie ,emotivd” sau pe cel de auto-insecuritate
(K.Schneider) (, Tratat de Psihopatologie — pag.224-225").

Cel de-al doilea factor al vulnerabilitatii, locus of control, descris de Rotter (1966) ca dimensiune de personali-
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tate, reprezinta convingerea sau credinta cu privire la controlul actiunii, care poate fi intern sau extern.

Locus of control, expectatiile si stilul atributional, reprezinta elementele definitorii ale motivatiei si respectiv
ale personalitatii.

Stilul defensiv, imatur, este consecinta unei anomalii a procesului de dezvoltare-maturizare emotional-afectiva
a persoanei, datorata unor carente afective, unor factori psihotraumatizanti sau frustrari infantile, de absenta
unor modele afective pozitive, avand ca substrat nerezolvarea situatiei oedipiene a individului.

Aparitia tulburarilor psihice este raportata la factori de dezvoltare sau represiune ai personalitatii individuale.
Fiecarei etape 1i sunt caracteristici factori sanogenetici, de protectie a sandtatii mintale si factori morbigenetici
de vulnerabilitate a acesteia. Atat factorii sanogenetici cat si cei morbigenetici variaza in decursul vietii individu-
lui, astfel explicandu-se vulnerabilitatea diferentiatd pentru tulburdrile psihice in raport cu varsta  (,, Tratat de
psihopatologie — pag. 176-177").

n majoritatea cazurilor indivizii reusesc si depéseasca perioadele critice relativ rapid, existd insa si situatii in
care anxietatea devine expresia unei tulburari psihice.

Orice situatie stresanta este evaluata instantaneu, intr-un mod subiectiv, evaluarea fiind un proces mental,
prin intermediul caruia sunt apreciate doua elemente:

e riscul sau amenintarea pe care le contine situatia respectiva;

o resursele de a-i face fata (“Cum sd te aperi de stres — pag. 132-133").

Evaluarea va declansa sau nu o reactie de stres. Altfel spus, stresul se va manifesta daca evaluarea conduce la
concluzia ca resursele noastre sunt insuficiente pentru a face fata situatiei sau factorului de stres.

Dar evenimentele nefaste nu sunt nici necesare, nici suficiente pentru a conduce la TAG (tulburare anxioasd
generalizata).

Pacientii care sufera de tulburari anxioase, se declara neputinciosi in exercitarea masurilor locus of control,
fiind incapabili nu doar sa se confrunte cu situatii nepldcute, ci si sa foloseasca ajutorul oferit de anturaj pentru
a depasi situatia.

Exista chestionare care stabilesc tipul de locus of control :

e extern” - externalisti - indivizii care atribuie ceea ce li se intampla, destinului.

e intern” - internalisti - care isi asuma atat reusitele cat si esecurile, considerand ca tot ceea ce li se intam-

pla depinde de eforturile si atitudinile proprii.

in practicd, nu existé o repartitie netd a celor dou3 tipuri, indivizii situdndu-se intre cele dous extreme.

Anxietatea severa alieneaza si scade capacitatea individului de a percepe, rationa si actiona adecvat. Diminu-
area efectelor negative ale anxietatii exacerbate este esentiala pentru combaterea stresului, prin declansarea
mecanismelor defensive care determina pdstrarea starii de calm.

Anticiparea, reprimarea, anihilarea si umorul, ca reactii mature de apdrare, presupun constientizarea naturii si
gravitatii amenintarii, dar limiteaza nivelul de anxietate.

Reactiile mature de aparare, implica mecanisme eficiente de adaptare (coping).

Copingul poate fi astfel definit ca un proces activ prin care individul autoapreciindu-si activitatile si motivatiile
personale, face fata unor situatii stresante si reuseste sa le controleze.

Exista mai multe tipuri de coping (Burgeois si Paulhan-1995):

e centrat pe emotie;

e centrat pe problema(vigilent).

in domeniul stresului profesional, mai multe studii au aratat c& tipul de coping centrat pe “emotie”-, evitant
poate avea efecte nocive pe termen lung, conducand la un nivel crescut de depresie si de insatisfactie profesionala.

Tipul de coping centrat pe problema (vigilent) este mai favorabil individului, limitand efectele negative ale
factorilor de stres asupra sanatatii fizice si mentale.

Realizarea adaptarii prin mecanisme de aparare a fost pusa in evidentd de studiile asupra interactiunilor so-
ciale si de cele asupra identitatii.

Apadrarea sociala se refera la apararea Eu-lui social impotriva unor pericole exterioare care ar putea sa-i atinga
valoarea. Ori actiunea de mobbing este destinatd a submina autorespectul si imaginea social3 a victimei. In con-
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text, este afectata si reteaua sociala care functioneaza ca factor protector si corector, stiut fiind ca mecanismele
de apédrare sociald permit individului adaptarea la lumea sociald. in mod indirect, sunt afectati si membrii familiei,
distrugandu-se astfel si aceste resurse (,, Fundamente in psihologia medicald — pag. 63-72").

Leymann si Niedl(1994) descriu modelul fazic al mobbing-ului (“Tratat de Psihotraumatologie — pag. 393”).

Prima fazd — primele conflicte la locul de munca, care pot provoca in interval de zile, anxietate, tulburari psi-
hosomatice (disconfort abdominal tulburari gastro-intestinale, tulburari de somn), stare usor depresiva.

Atacurile concentrate asupra victimei, pot avea din partea acesteia doua moduri de raspuns :

- lupta activa, sau

- acceptarea pasivd a situatiei, ceea ce accentueaza simptomatologia, iar in plan relational —social conduc la
comportamente de evitare.

A doua fazd — caracterizata prin lipsa elanului, depresie, irascibilitate agresivitate, tulburari de somn, cefalee,
transpiratie abundenta, palpitatii, precordialgii, tulburdri gastro-intestinale, stari de epuizare.

Victima este declaratd pe termen scurt, bolnavd, si se poate relaxa putin. Daca insa actiunea de mobbing con-
tinua, victima va fi afectata de sindromul de stres psihotraumatic.

Faza a treia-cuprinde agresiuni fizice si psihice la adresa victimei, constituite in atacuri de lunga durata.

Printre factorii subiectivi pot fi amintiti si ,,contractul psihologic de muncd” (Mertens si Lang, 1997), care re-
prezintd completarea subiectivad a contractului formal de munca (“Tratat de Psihotraumatologie — pag. 392”).

in unele situatii, conducerea intreprinderii se situeaza de partea mobberilor, incilcand astfel partea din con-
tractul de munca ce le revine si conform careia ,pentru orice persoand, activitatea profesionald trebuie sd ii ofere
in special securitate si protectie”.

Victimele aluneca tot mai profund in depresie, iar ,,cverulenta” lor va fi incriminata in originea conflictului,
servindu-le drept justificare atacatorilor, impotriva victimei, fiind luate masuri discriminative.

Indicile fenomenului de mobbing sunt reprezentate de fenomene de asa zisa , teroare a gdndirii”, definite prin
concentrarea asupra experientei de mobbing si a consecintelor sale. Astfel, sunt afectate si relatiile cu membrii
familiei si cu anturajul, datorita faptului ca singura preocupare si toate discutiile au acelasi subiect — problemele
si stresul de la locul de muncad. Consecintele pe termen lung vor fi distantarea progresiva si izolarea sociala.

Apare pericolul unui abuz de substante psihotrope si un risc suicidar crescut.

Interventia in mobbing consta in instituirea unor masuri organizatorice, iar din partea victimei se impune lua-
rea unei decizii, in pastrarea sau nu a locului de munca respectiv.

Durata si forma tratamentului in mobbing depind de stadiul procesului de mobbing si de constitutia celui
afectat.

Terapia familiala ocupa un loc important, dar va fi luat in calcul doar in cazul unui climat familial favorabil.

Din cauza scdderii stimei de sine, victimele mobbingului au o nevoie crescuta de recunoastere si intelegere,
intr-un grup existand pericolul dependentei victimelor de grupurile de intrajutorare.

Se va pune un accent deosebit asupra actiunii de trauma-preventie. Preventia detine un rol important in mob-
bing, caz in care exista posibilitatea interferarii evolutiei prin interventia in timp util. Dacd fenomenul de mobbing
s-a declansat deja, se impun masuri de preventie secundara.

Un loc important ocupa si informatia despre mobbing, care poate duce la constientizarea situatiei de catre
victima.

Din perspectiva victimei, mobbing-ul poate fi considerat o situatie de criza, in care stresul si tensiunea psihica,
depasind intensitatea optima, ajung sa perturbe homeostazia individului, care nu mai reuseste sa gestioneze
situatia in mod eficient. Consecinta acestui fapt este aparitia simptomelor de anxietate si depresie.

Pentru majoritatea subiectilor crizele au un caracter tranzitoriu, dar la unii indivizi, efectele stresului posttrau-
matic se pot croniciza, devenind un mod dezadaptativ de viata.

Exista o serie de consecinte pozitive, prin faptul ca astfel se deschide perspectiva unui nou inceput, oferind o
noua viziune asupra existentei (“Psihoterapia cazurilor dificile — 125-138”).

Obiectivul primordial al interventiei cognitiv-comportamentale consta in identificarea si modificarea schemei
cognitive care conduce la comportamente dezadaptative si stari afective negative.
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Un alt obiectiv al psihoterapiei se refera la modificarea modului de raportare a individului la anturaj si un altul,
care consta in dobandirea unor abilitdti de a face fata situatiei date si existentei, in general. Pacientul va invata,
astfel, sa preia si sd detina controlul propriei existente, valorificandu-si disponibilitatile psihice latente.

Indivizii care sunt capabili sa faca fata problemelor de viata cu succes, au o familie suportiva sau constienti-
zeaza necesitatea ajutorului unui psihoterapeut, epasesc situatiile de criza mai usor.

in cazul sindromului postraumatic se impune si terapia asertiva. Termenul de asertivitate, introdus in psiho-
terapia americana, in perioada anilor ‘70 de catre Wolpe si Lazarus, descrie comportamentul prin care subiectul
isi sustine punctul de vedere personal, de obicei diferit de cel al interlocutorului, cu curaj si fermitate, dar fara a
fi agresiv.

Persoanele insuficient de asertive nu lupta pentru drepturile lor, nu pot spune ,nu” cand li se cere ceva si se
simt prost, atunci cand trebuie sa faca o observatie (“Psihoterapia cazurilor dificile — pag.12”).

Terapia stimei de sine scazute include si tehnici de autocontrol al depresiei.

CAZ CLINIC

M. are 42 de ani si lucreaza de 17 ani ca infirmiera la un spital de pneumoftiziologie. Tn urma cu 3 ani, dato-
rita seriozitatii de care a dat dovada si a faptului ca personalul medical era insuficient, conducerea spitalului Ti
propune sa urmeze o scoald postliceald sanitara si sa lucreze ca asistent medical. Aceasta accepta propunerea,
urmeazad cursurile scolii si la absolvirea acesteia este angajata ca asistent medical, in locul unei colege aflate in
concediu pentru cresterea copilului. Din acel moment, atitudinea colegilor fata de pacientd se modifica in mod
considerabil. Colegii o ignora, i se fac reprosuri, i se atribuie greseli imaginare si este calificata ca incompetenta
de catre colegii asistenti.

M. se simte prinsa ca intr-o capcand, pe de o parte, aflandu-se colegii infirmieri, care ii reproseaza, in mod
repetat, ca si-a depasit ,,conditia” si a aspirat la un post care o depaseste, din punct de vedere al competentei
profesionale, iar pe de alta parte se afla colegii asistenti, care devin nemultumiti de activitatea colegei lor, desi,
n trecut, apelau adesea la ajutorul sdu, pentru aceleasi activitati si chiar erau incantati de modul in care acestea
erau rezolvate.

Dupa o perioada de o luna, in care M. accepta situatia, cu pretul aparitiei anxietatii si tulburarii psihosomatice
(cefalee, tulburari gastrointestinale, insomnii), care i creaza probleme in familie, se hotaraste sa clarifice situatia.

Din nefericire, M., in drum spre serviciu este implicata intr-un accident rutier si este grav ranita, suferind un
politraumatism. Asfel, urmeaza o lund de spitalizare si inca doua luni de recuperare, dupa care M. se intoarce
la locul de munca. Atitudinea colegilor este reluatd, acuzand-o, de aceastd data, ca nu-si indeplineste atributiile
profesionale si sarcinile de serviciu, dar in realitate, acestia o obligau sa desfasoare atat activitatea de infirmiera,
cat si pe cea de asistent medical.

Dupa circa doua saptamani de la reluarea activitatii, M acuza lipsa elanului, depresie, irascibilitate, insomnie,
cefalee, dureri cervicale si lombalgii, desi controlul medical efectuat exclude ca aceste simptome ar fi consecinta
accidentului suferit in antecedente. Pacienta se plange, tot mai des, de stari de epuizare, neglijandu-si atributiile
casnice, ceea ce conduce la nemultumiri din partea familiei.

Deoarece pacienta se incapataneaza sa continue, in ciuda atitudinii colegilor, care isi continuau afronturile si
atacurile asupra M., aceasta aduce la cunostinta conducerii aceasta stare de fapt. Consecintele insd, contrar as-
teptadrii victimei, sunt nefavorabile, prin inversarea cauzei si efectului si culpabilizarea continud a victimei, aceasta
suferind o stigmatizare si ostracizare serioasa, manipularile colegilor atragand asupra ei si masuri administrative
discriminatorii, prin penalizari salariale, neacordarea salariului de merit, etc.

Pacienta incepe sa consume antidepresive, iar familia sesizeaza la aceasta instabilitate emotionald, pierderea
sperantei, lipsa de interes si apatie. La indemnul sotului, pacienta se prezinta la medic si este diagnosticata cu sin-
dromul bazal de stres psihotraumatic. Terapia familiala are efecte benefice, iar M. renunta la postul de asistenta,
lucrand temporar ca infirmiera Tn acelasi spital.

Dupa cateva luni sustine un nou concurs si se angajeaza ca asistent medical la un alt spital. Profesionalismul si
atitudinea fatd de colegi o fac sa fie acceptata si apreciatd la noul loc de munca.
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SUMAR:

Lucrarea de fatd se ocupd cu activitatea teoretica al lui Mihaly Balint. Faptul e determinat de existenta a doud
argumentdri bine fondate: pe de o parte succesul eclatant al activitdtii balintiene la scard mondiald, rdspdndirea
grupurilor balint pe intreg globul si implicit o oarecare eclipsare a munci teoretice care a generat practica. Fdrd
aceastd cercetare teoreticd care si ea isi are rdaddcinile in practica psihanaliticd nu ar fi apdrut aceastd metodd
care e aplicabild nu numai pe terenul restrdns al psihanalizei ci se extinde pe intreq domeniul medicini, poate si
dincolo de acest domeniu, fiind pusd in slujba bolnavilor, medicilor, apartindtorilor, tuturor care se ocupd de omul
bolnav.Ne ocupdm de aceastd temd pentru cd permite o incursiune in atelierul si gdndirea unui medic umanist
care a respectat hotarele psihanalizei freudiene si ale medicini clasice. Practic el nu a trecut niciodatd peste limite-
le impuse dar le-a Idrgit in asa mdsurd incdt a generat o teorie autonomd pundnd bazele unei scoli noi.

ABSTRACT:

The paper deals about the theoretical work of Michael Balint. The facts are steered by two well grounded issues:
on one side - the boisterous success of Balint work in the medical world, with Balint groups spreading globally,
and on the other side a kind of obliteration of his theoretical work, exactly the theory on which basis the practice
was founded. The Balint method could not grow up in the absence of this theoretical research originating from
the practice of psychoanalysis. We are reminded that this method can be applied not only in the narrow field of
psychoanalysis, but also in the whole filed of medical practice, and beyond, helping the patients, the doctors, the
families and all those involved in health care. The presentation arising from the text is an incursion made in the
mind and workshop of a humanistic physician, who contemplated the limits of the Freudian psychoanalysis and of
classical medicine. Practically speaking, Balint never transgressed any imposed borders, but pushed these aside,
the result being an autonomous theory, which created a new school.

Maistrul si analistul lui Balint a fost Ferenczi Sandor. Dupa moartea acestuia survenita in 1933, Balint a dezvol-
tat in mod creativ conceptia lui Ferenczi extinzand utilizarea terapiei psihanalitice la 0 gama mult mai vasta ale
bolilor psihice creand astfel o punte de legdtura si cu alte domeni ale medicini. in conflictul Freud, Ferenczi care a
tensionat intreaga lume a psihanalizei, Balint s-a plasat explicit de partea lui Ferenczi, fara a se dezice de respectul
pe care-l purta lui Freud. Obisnuia sa spuna: 7l respect pe Freud dar il iubesc pe Ferenczi”. Stiu cd intrebarea ,,ce
s-ar fi intdmplat dacd” nu are sens pentru istorie asa cum nu are sens nici pentru istoria stiintei. Totusi ce s-ar fi
intamplat daca Ferenczi nu ar fi murit atat de tanar si atat de inexpectabil. Din perspectiva psihanalitica putem
sa ne intrebam cat de mult a contribuit la moartea lui conflictul cu maistrul si prietenul Freud. Stim ca in cazul lui
Freud conflictele depaseau nivelul unor simple divergente stiintifice ducand deseori la conflicte interumane si la
rupturi. Verosimil, daca Ferenczi ar fi trdit mai mult, ruptura dintre el si Freud ar fi devenit inevitabild generand o
noua criza in framantata istorie a psihanalizei. Balint inzestrat cu un deosebit simt al diplomatiei si capabil si de
compromisuri a reusit sa mentind ideile sale si ale maistrului sau in limitele psihanalizei in asa fel incat a reusit sa
depaseasca si sa largesca aceste limite.
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LIMBAJUL PSIHANALIZEI.

Aceasta situatie paradoxala a fost generata de faptul cd opera lui Balint a ramas permanent in limitele nomen-
claturi si sistemului structural al psihanalizei, sistem care dupa opinia mea nu corespunde todeauna fenomenelor
pe care ncearcd sa le explice. Astazi cand psihologia in urma lui Jung, Franki, Rogers, Erikson Tsi traieste epoca
transcendentald, acest limbaj pare putin perimat dar cea ce ne comunica este extrem de actual pentru medicina
de azi nu numai din punct de vedere psihoterapeutic ci si la nivelul altor referiri terapeutice. Limbajul psihanalizei
este creatia lui Freud si oglindeste in mod fidel viziunea sa materialista asupra lumii si repulsia lui fata de tot ce
este ocult, irational si transcendental. E deajuns sa ne gandim la faptul cd el numea sufletul omenesc —psychis-
cher Apparat- ca si cum acesta nu ar fi fost altceva decat un sistem de a carui functionare buna ar depinde starea
de bine sau de rdu al omului, sdnitatea mintald sau boala. in mod specific psihanaliza vede in tendinta scideri
tensiunilor instinctuale motivatia actiunilor omensti, ca si cum aceste actiuni nu ar avea nici o tendinta de ori-
entare spre un anume scop. Reantorcandu-ma la limbajul psihanalizei as vrea sa ilustrez cele afirmate mai sus
cu cateva exemple. Un cuvant cheie a nomenclaturi freudiene este - ubertragung si Gegenubertragung - adica
transfer si contra transfer, cea ce aici inseamna intr-un cadru mai restrans analist-pacient o relatie emotionala
negativa sau pozitiva. Simtim in aceasta exprimare retinere si respingere fata de tot cea ce ar putea fi subiectiv.
Acelasi lucru simtim poate si mai pregnant in expresia - Object- care poate apare ca — Objektbeziehung - relatie
obiectala sau sub forma de — Objectverlus - pierdere obiectala si se refera de obicei la celalalt om, mai precis la
acel celdlalt care e foarte important pentru noi. Dar am putea cita in acest sens termenul de libido sau de com-
plex Oedip folosit intr-un sens mult mai restrans in literatura analitica fata de semnificatia lor reala.

RADACINI ISTORICE

Freud porneste de la solul sanatos al stiintelor naturii propri secolului XIX si ajunge la descoperirile sale geniale
pe taramul psihicului cu metodele si modul de gandire specifice stiintelor naturii. Punand astfel bazele gandiri
analitice, psihologiei abisale si psihoterapiei. Pentru obiectivitate trebuie sa mentionam ca acest sistem de gan-
dire si dezvoltatrea lui reprezinta o descoperire cu totul noua doar pentru cei care istoria omenirii incepe odata
cu revolutia industriald si obiectivitatea stiintificd a secolului XIX. insd pentru aceia care cunosc cultura oriental3
cat si referirile literare occidentale legate de anumite traditii, Vedele, Cartea Tibetand a mortilor, | GING-ul sau
Biblia aceste ganduri par noi numai ca modalitate de exprimare sau ca adaptabilitate la gandirea stiintificd. Pen-
tru ilustrare iata un citat din Cartea Tibetana a mortilor-care descrie starea sufletului care se pregateste sa se
incarneze intr-o faptura umana. ,Dacd trebuie sd te nasti bdrbat vei avea caracterele bdrbatului, in sufletul tdu
se va trezi urd fatd de tatd si atractia dublatda de gelozie fatd de mamd. Dacd trebuie sd te nasti femeie vei avea
caracterele femeii, in sufletult tdu se va trezi ura si gelozia fatd de mamd, dar si o puternicd atractie fatd de tatd.
Daca din acest motiv vei alege calea uterului atunci in momentul impreundrii dintre picdtura germinativd albd
si rosie vei gusta pldcerea androginului si in aceastd stare de beatitudine sinele va cddea in neant”. Cred ca nu
e nevoie de nici un comentariu. As mentiona insa ca pentru o intelegere mai aprofundata a fost de un real aju-
tor studiul analogiilor cunoscut din literatura hermetica. Aici gandirea nu foloseste elemente opuse ci foloseste
analogii. Aceleasi fenomene se manifesta sub diferite forme in epoci si planuri existentiale deosebite dar totusi
exista intre ele o armonie caci constituie expresia aceluiasi principiu, aceleasi idei. Cea ce Jung numeste arhetip,
e cunoscut Tn yoga ca samsara. Unitatea reflectata in diversitatea expresiilor este referire la unitatea lumi - unus
mundus - perceptia dinamica a acestei realitati vizeaza cea ce alchimistii si-n ultima instanta si Jung numeau ,,unio
mistica”. Béla Hamvas ilustreaza tocmai aceasta idee cand spune ca cea ce la nivelul spiritului apare ca un pacat
la nivelul sufletului se manifesta ca nebunie, psihoza sau nevroza iar la nivelul corpului devine boala. Afirmatia
ar putea constitui si mottoul medicilor care activeaza-n spiritul medicinii psihosomatice, constituind o punte de
legdtura intre persoane cu conceptii diferite. Aceasta legatura este reprezentatd de conceptul de iubire
universala care presupune nu numai acceptarea celor care difera de noi dar si o dragoste dezinteresata fata de
acestia. Intorcandu-ne la tema originald si-I citdm pe Freud: , singura metodd de a evita boala este sd invétdm
sd iubim. Ne vom inbolndvi inevitabil dacd din cauza frustratiilor vom deveni incapabili de iubire”. Intalnim aici in-
terpretdri diverse al conceptului de iubire, incepand de la notiunea psihanalitica care intelege prin iubire o fixatie
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libidinala reusita asupra unui obiect extern, continuand cu iubirea crestineasca si prin acesta ajungand la iubirea
dumnezeiasca: agape.

MODELUL PSIHANALITIC

Sa ne intoarcem acum la teoria lui Balint. Unde este punctul vulnerabil in teoria si practica psihanalitica care
|-a determinat pe Balint sa conteste valabilitatea lui universald. Balint a observat ca exista anumite cazuri in
care chiar daca metoda psihanalitica este aplicata corect de specialisti abilitati rezultatele nu sunt pe masura
asteptarilor. Pentru a putea urmari rationamentul lui Balint in aceasta problema, va trebui sa lamurim cateva
din notiunile fundamentale ale teoriei psihanalitice. Se spune ca una din cele mai importante descoperiri ale lui
Freud a fost complexul Oedip. Complexul reprezinta o etapa din dezvoltarea instinctuala cand copilul traieste un
conflict generat de pulsiunile instinctuale resimtite fata de parintii de sexe opuse. Simplificand putem spune ca
atractia resimtita fata de parintele de sex opus este insotita de gelozia chiar ura fata de parintele de acelasi sex.
Avand in vedere situatia de subordonare fata de ambii parinti complexul este resimtit de copil ca 0 amenintare
existentiala. Totodatd este primul conflict trait de individ. Asa cum dovedesc experintele terapeutice fiecare
individ trebuie sa treacd prin aceastd etapa, derularea cu sau fara succes a acesteia avand o influenta hotaratoare
asupra vieti intregi. Aici trebuie sa cdutam originea nevrozelor iar mai tirziu in situatii de viata problematice vom
actiona in conformitate cu modul in care am trdit acest complex. Analogic vorbind complexul este o poarta spre
devenire, spre maturitate. Aceasta etapa este caracterizata de verbalizarea si constientizarea situatiilor traite din
acest motiv numim aceastd perioad3 si perioada verbald. In concluzie: perioada oedipald are trei caracteristici de
bazd: a. are nevoie in afara subiectului de doua obiecte din exterior, b. poarta in sine posibilitatea conflictului si c.
situatia poate fi descrisd in limbajul adultului. Dupa cum stim esenta psihanalizei clasice este relevarea si interpre-
tarea situatiei conflictuale din subconstient. Tnainte s trecem mai departe trebuie si mentiondm c&, complexul
Oedip nu a fost descoperit de psihanaliza, cu secole inainte a fost descris de inteleptii orientului, numai ca era
plasat intr-o etapa situata inainte de nasterea individului.

Etapa care precede nasterea este numitd de psihanaliza etapd preverbala sau preodipala. Aceasta perioada
este Impartita in conformitate cu etapele evolutiei libidinale si a fixatiei somatice in perioada orald, analg, falica
sau genitald. in conformitate cu interpretarea freudiand acesta e teritoriul narcisizmului primar. Situatia implica
doar doua persoane mama si copilul. Este o diada in opozitie cu triada oedipala. Aici limbajul adultului nu este
inteles sau semnifica cu totul altceva decat la nivel oedipal, din acest motiv acest nivel al psihicului este numit
preverbal. Acest nivel nu cunoaste conflictul, situatia este fie buni fie rea, fie da fie nu. in concordant3 cu situa-
tia, sugarul sau copilul sau bolnavul aflat in regresie se afla fie intr-o stare de fericire sau dimportiva protesteaza
vehement pretinzand sistarea stéri de frustratie. In aceastd situatie subiectul nu are nici o consideratie fat3
de obiect, fata de cealalta persoand. Aceea persoana trebuie sd fie in permanenta la dispozitia lui si obligat sa
asigure un mediu lipsit de conflicte. O destabilizare cat de mica a situatiei - inevitabila de altfel - declanseaza o
reactie virulenta din partea subiectului. Sa ne gandim la sugarul care urla, la copilul care face crize de isterie sau
la adultul furios.

INOVATIA LUI FERENCZI SI BALINT

Este important de analizat acest teritoriu al psihanalizei pentru ca aici Balint mergand pe urmele lui Ferenczi
si depasindu-I a reinoit si a largit teoria si practica psihanalizei clasice freudiene. Balint intrd in conflict cu teoria
narcisismului primar. Dupa parerea lui o teorie trebuie sa fie lipsita de contradictii interne, narcisismul primar nu
corespunde acestei cerinte. Nu doresc sa ma afund in polemica metapsihologica complexa din jurul acestei teori.
As depdsi limitele acestei lucrari si as crea un aer de artificialitate avand in vedere faptul ca Balint si-a construit
teoria pornind de pe terenul psihanalizei si nu a vrut s-au nu a putut sa rupd atat de radical cu samburele clasic al
psihanalizei cum a facut Jung sau Adler. Orientarea reprezentata de Ferenczi si continuata de Balint a reprezentat
o deviatie tot atat de radicald fata de Freud si scoala lui ca mai tarziu orientarea lui Stekel si Rank care insa si-au
asumat ruptura fata de maistru. Deosebit de interesanta pare abordarea sentimentala a acestor conflicte elev-
maistru anume relatia Freud-Ferenczi ca si relatia Ferenczi —Balint.

Biografiile lui Freud arata cat de tare a fost afectat Freud de ruptura lui cu Jung pe care-| considera urmasul
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[ui. Rolul lui Jung a fost preluat de Ferenczi. Divergenta de opini dintre ei nu a dus la rupturd, probabil Freud nu a
vrut sd expuna nici psihanaliza si nici propria persoana unei traume de dimensiunea celei trdite in urma rupturii
cu Jung. In schimb Ferenczi pentru care psihanaliza insemna viata si care nutrea fatd de Freud sentimente filiale
a fost atins profund de revolta sa fata de tata si nefiind un spirit luptator curajos asemeni lui Jung a sucombat in
acest conflict.

Mostenitorului spiritual care a fost Balint i-a revenit sarcina de a extinde, reabilita si dezvolta in mod creator
conceptia lui Ferenczi Sandor. Balint nu a avut relatii personale cu Freud. Desi a mostenit complexul patern al
lui Ferenczi acesta nu |-a impiedicat sa-si dezvolte relativ autonom teoria mentinandu-I in limitele principiilor si
nomenclaturii psihanalitice. Cred cd daca ar fi facut abstractie de la fidelitatea fata de origini teoria lui ar fi fost
mai elevata si mai liberala dar psihanaliza a fost pentru el locul de bastina de unde a pornit si si-a implinit meni-
rea. Mentionez ca nu dorim sa realizam o evaluare negativa a psihanalizei. Dimpotriva, psihanaliza a avut un rol
deosebit in istoria umanitatii, caci odata cu nasterea ei a inceput reorientarea stiintelor naturale dezumanizate
si materializate spre lumea spiritualitatii, spre traditiile ancestrale ale omenirii. S3 ne intoarcem la problema
noastra, la faza preoedipald, pregenitala sau preverbala a carei interpretare freudistd nu a fost in concordanta
cu conceptia lui Balint.

TULBURARI DE COMUNICARE INTRE MEDIC SI PACIENT

Analizand cazurile care au constituit un esec terapeutic, Balint continuandu-l pe Ferenczi a ajuns la concluzia
ca munca analitica nu da rezultatele scontate atunci cand apare o tulburare de comunicare intre terapeut si
pacientul lui. Analistul considera ca a inteles problema bolnavului reflectand-o ca o oglinda fara cusur, bolnavul
in schimb intelege mai bine zis simte cu totul altceva. Poate interpreta eronat analiza facuta percepand-o ca o
agresiune orientatd catre persoana, eventual trece in contraofensiva, sau dimpotriva interpreteaza analiza ca
madgulire, lauda, si se comporta in acest consens prea intim cu terapeutul. Atentia exagerata orientata catre per-
soana medicului sau catre viata privata al acestuia poate constitui un semnal de alarma.Exista o multitudine de
semne care ne arata ca medicul si pacientul nu se afla pe aceeasi lungime de unda. Caracteristica lor comuna este
tulburarea comunicarii interpersonale, adica procesul nu se desfdasoara la nivel oedipal folosind limbajul adult ci
undeva sub acest nivel. Fenomenul este perceput de toti care au de a face cu bolnavul in medicind. Am insusit
limbajul medicinii somatice si interpretdam boala cu ajutorul acestui limbaj, considerdam prosti si lipsiti de noima
pe cei care sunt incapabili sa comunice cu noi prin acest limbaj. Citandu-l pe Balint: ,medicii generalisti relateazd
des cd dupd ce au explicat clar si concis bolnavului in ce constd boala si care sunt consecintele ei isi dau seama ca
acesta nu a inteles o iotd din explicatia lor. Explicatia pare sd fie de prisos asa cd medicul se poate intreba atunci
cdnd cautd sa explice ceva bolnavului pentru cine explica: lui insusi sau bolnavului?”.

Prapastia dintre intentie si realizare e generata de faptul ca aceleasi cuvinte Thseamna pentru medicul empatic
altceva decat pentru pacientul atins de boala. Atat ar fi de spus despre tulburarea de comunicare dintre bolnav
si medic. Tot in acest context tebuie sa amintim un alt concept balintian: cel de diagnostic iatrogen si autogen.
Autogen e diagnosticul pe care si-l pune bolnavul insasi, iatrogen e diagnosticul pus de medic. Daca cele doua
diagnostice se suprapun sau sunt apropiate relatia medic-pacient e buna si terapia e eficienta. Cu cat cele doua
diagnostice sunt mai diferite cu atat terapia e mai putin eficienta. Medicul cu orientare psihoterapeutica trebuie
sa faca tot posibilul sa cunoasca si diagnosticul pacientului si sa incerce sa apropie cele doua diagnostice. O meto-
da utila e sa intrebam in mod direct pacientul ce anume crede despre boala sa. Cateodata vom obtine raspunsuri
surprinzatoare mai ales daca nu am avut in vedere si cauzele psihosociale ale boli, util e sa lasam bolnavul sa
vorbeasca liber fara ca noi sa incercam sa dirijam anamneza. Tulburarea de comunicare dintre medic si pacient se
poate rezolva teoretic in doua moduri. O metoda ar fi sa convertim bolnavul la limbajul nostru, fenomen numit
de Balint functia apostolica a medicului. Psihanalitic vorbind bolnavul trebuie adus la nivel oedipian unde terapia
analitica functioneaza fara probleme.

Cealalta posibilitate e ca noi medicii sa invatam limbajul bolnavului, cu alte cuvinte sa incercam sa ne trans-
punem cat mai mult in situatia lui, metoda experimentata pe vremuri de Ferenczi, denumita de el terapie activa.
Acest tip de terapie a facut destul de multi dusmani in cercurile vieneze. Mai tarziu acest proces a primit numele
de empatie si a stat apoi la baza terapiei de tip Rogersian. Psihanalistii considerau cd bolnavii care nu au vrut sau
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nu au putut sa inteleagd limbajul terapeutilor erau personalitati schizoide, cu ego slab, cu leziuni narcisistice, in-
apti pentru analiza si terapie. Practica initiata de Ferenczi si Balint a contrazis acesta afirmatie, dar pentru aceasta
a fost nevoie sa se largeasca atat hotarele teoretice cat si cele terapeutice. Ei au creat o punte intre psihanaliza
si medicina clasica.

PRIMARY LOVE

Sa incercam sa cdutdm cauzele teoretice care au fost necesare pentru ca aceste modificdri terapeutice sa
apard.Dupa cum am mai afirmat, tulburarea de comunicare dintre medic si pacient apare in faza preverbala sau
preoedipald. Balint a contestat expresia preoedipiana care astfel inteleasa subordoneaza tulburarea de comuni-
care fazei oedipale ca si cum ar fi 0 anexa a acesteia. Totusi experientele terapeutice arata cd acest nivel psihic
sau teritoriu preoedipal este tot atat de important daca nu mai important prin caracterul mai arhaic ca si nivelul
oedipal. Balint descrie aici starea fatului in mediul intra uterin. Descrierea este facuta in limbajul adultului caci nu
putem sti cu exactitate starea emotionald si de constienta a fatului daca nu dam crezare unor informati obtinute
prin regresie hipnotica. Cea ce e sigur este faptul cd, fatul apoi sugarul desi entitate distinctd este la cheremul
mediului in care se afla fiind aproape parte componenta al acestuia. Pentru fat acest mediu e corpul mamei, ute-
rul matern iar pentru sugar este mediul in care se naste. Figura centrala a acestor medii este mama. Starea a fost
descrisa atunci cand am vorbit de diada mama-copil. Balint denumeste aceasta stare primary love iar relatia fata
de mama sau fata de obiectele legate de ea relatie primard. Denumirea de primar e folosita de Balint pentru ca
aceastd stare este prima experientd a omului si o numeste iubire pentru ca in situati lipsite de conflict este starea
caracterizatd de dragoste desavarsita care ne invdluie ca un tot ocrotitor in perfecta concordantd cu armonia
universala al inceputurilor. Stare comparata de Balint cu existenta pestelui in ocean. Apa este mediul existential
al pestelui ca si lichidul amniotic pentru fat si pare lipsit de importanta daca apa din branchiile pestelui apartine
pestelui sau oceanului. Acelasi lucru e valabil si pentru aerul pe care-l respirdm, nu ne dam seama de existenta ei
atata timp cat 1l avem de prisos dar orce lipsa de aer devine o problema existentiald acuta. Avand in vedere toate
acestea Balint considera ca pe langa mama. si cele patru elemente arhaice: apa. aerul focul si pamantul fac parte
din sfera relatiilor primare, caracterul lor comun decurgand din faptul cd sunt indestructibile. Cu riscul de a ma
scuza fata de spiritul lui Balint, avand in vedere gandirea analogicd de la obiectul primar, gandul ma poarta inevi-
tabil catre arhetipurile descrise de Jung. Mi se pare ca trauma suferita de psihanaliza si de Freud dupa ruptura cu
Jung a fost atat de profunda si a traumatizat atat de mult literatura analitica fidela lui Freud incat orce referire la
Jung era neavenita. Faptul surprinde totusi pentru ca cei doi au fost contemporani si au activat in acelasi dome-
niu. Motivul Tnstrdinarii a fost fara indoiala orgoliul, gelozia profesionala si slabiciunea omeneasca. Continuand
nsa cu asocierile, iubirea primara sugereaza starea paradisiaca intdlnita in toate religiile si miturile ancestrale. Un
paradis pierdut dupa care resimtim o nostalgie eterna, regasirea lui devenind sperantad si tel pentru umanitate.

THE BASIC FAULT

lubirea primara sufera prima mare trauma prin actul nasterii. Prin nastere se accelereaza detasarea individului
de mediu, armonia universala dispare, mediul sufera condensari si rarificari sub influenta obiectelor noi care apar.
Individul isi face debutul in aceasta lume cu o nevoie emotionala care a fost proprie iubirii primare, in acest motiv
ajunge in situati frustrante chiar daca este ingrijit cu multa dragoste. Aceste frustrari sunt de intensitate variabila
in functie de cauza care le-a generat dar in masura mai mare sau mai mica se intalnesc in viata fiecdruia dintre
noi. Este vorba de un fenomen si idee cu caracter universal: - si aici ajungem la termenul de basic fault, notiune
fundamentala in conceptia balintiand. Termenul desemneaza un spatiu psihic sau nivel evolutiv care reprezinta
originea si conditia determinantad a vietii individului. Origine unde regrediem, recadem in fazele critice ale vieti.
Are un caracter arhaic cdci sugereaza cel mai primordial element al existentei: nasterea. Este trauma pentru ca
reprezinta izgonirea din paradisul primordial. Balint compara foarte sugestiv acestd trauma cu o crapatura ascun-
sa pe un metal pretios care poate trece neobservata mult timp, devenind vizibila atunci cand apare o solicitare.
Termenul de arhaic sugereaza nu numai ca este vorba despre un fenomen mai simplu decat complexul oedip dar
si mai vechi care penetreaza intreaga structura psihologica a individului. Daca aceptam aceasta conceptie atunci
notiunea de basic fault face intelegibila natura bolilor psihosomatice, tulburarilor de comportament, nevrozelor
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si, conform experientelor castigate in practica medicala curenta, majoritatea bolilor clinice. E cunoscut faptul ca
sub influenta unor factori emotionali o boala clinica poate dispare fard urma ca apoi in locul ei sa apara o tulbu-
rare psihologica sau invers. Dupa parerea mea trauma primard sau the basic fault este consecinta discrepantei
dintre nevoile biopsihosociologice ale individului si modalitatea de satisfacere a acestor nevoi, frustrarea care se
naste din aceasta contradictie poate fi reparata in efecte si consecinte doar partial.Aceasta nepotrivire timpurie
poate fi determinata de cauze obiective cand nevoile biopsihosociologice inascute ale sugarului sunt aproape
de nesatisfacut, dar pot fi generate si de mediu cand ingrijirea nu este satisfacatoare, este capricioasa, cu lipsuri
sau numai nepasatoare si indiferenta (Balint 1994). Aceste randuri sunt foarte moderne si de perspectiva. Pen-
tru obiectivitate mentionam ca aceste ganduri sub altd forma apar si la alti autori. Pentru a ma intoarce insa la
gandirea analiticd trebuie sa subliniez ca pentru mine trauma nasterii e sinonima cu izgonirea din paradis iar the
basic fault reprezinta pacatul originar care este cauza ancestrala a tuturor pacatelor, inbolnavirilor, traumelor si
suferintelor.

OCNOFILIA SI FILOBATISMUL

Sa urmarim mai departe firul gandirii balintiene. Ce se intimpla cu omuletul care paseste-n viata in momentul
nasteri? Mentionam pentru inceput ca the basic fault este rar un eveniment dramatic unic, mai degraba este un
proces, o stare care are semnificatia unei frustrari continue sau intense pentru individ. Libidoul care in idilica
stare a iubirii primare constituia un flux continuu intre egoul instinctual si mediul sdu, acum incearca sa se fixeze
asupra obiectelor aparute din noul mediu, cel mai degraba asupra mamei. Cand apare frustratia sau pentru a se
apara de ea libidoul se retrage-n propriul eu: aceasta e starea narcisizmului primar sau autoerotismului din care
apoi, potrivit conceptiei analitice, izvoresc fixatii noi. Aici urmeaza partea personala si inedita a conceptiei balinti-
ene potrivit careia se pot produce doua tipuri de fixatii libidinale primare la nivelul mediului. Libidoul se fixeaza fie
la obiectele mediului, cramponandu-se parca de ele sau dimpotriva este atras de spatiile largi, respins fiind parca
de obiectele din mediu care-i trezesc anxietate. Primul fenomen e numit de Balint oncofilie cel de al doilea filo-
batism (Balint 1964,1994). Daca ne aprofunddm un pic ne dam seama ca de fapt descrie doua tipuri caracteriale
in care pot fi inclusi intr-o masura mai mare sau mai mica cam toti oamenii. Tipologie care determina un anume
tip de comportament. Nu trebuie sa mergem prea departe in cautarea analogiilor. Involuntar ne gandim la tipul
extrovertit si introvertit descris de Jung. Dar dupd parerea mea conceptia balintiana este mult mai penetranta.
Ocnofilul e extrovertitul, filobatul e introvertitul. Ocnofilul comunica excelent cautand mereu relatii noi, filobatul
fuge de lume. Ocnofilul prefera viata-n comunitate, filobatul calatoria. Ocnofilul este psihopatul social, paranoi-
cul, filobatul e introvertitul, catatonul. Ocnofilul e politicianul, artistul, comerciantul, filobatul e omul de stiint3,
poetul micul meserias. As aminti aici un teritoriu optim pentru filobat cel al creatiei.

Teritoriul creatiei este cel de al treilea nivel psihic dupa nivelul oedipal si dupa teritoriul traumei primare. Daca
nivelul oedipal este caracterizat de existenta a trei persoane, trauma primara presupune doud persoane, atunci
teritoriul creatiei este nivelul unde sufletul salasluieste singur. Din acest motiv nu poate fi explorat cu metode
venite din afara nici cu metode psihanalitice. Starea este caracteristica nasterii creatiilor artistice dar aici apar-
tine si stiinta, matematica, filozofia, chiar si exaltarea religioasa. Balint include-n acesta categorie inbolnavirea
si vindecarea-adica stadiile care premerg si urmeaza bolii. Nivelul creatiei e asemenea unei cutii negre care ne
permite sa observam doar linistea din adancuri dar care nu presupune in mod necesar rezistenta asa cum incear-
ca sa sugereze psihanaliza clasica. Linistea poate fi o liniste creativa iar noi nu putem cerceta decat produsul ei
final, creatia, care poate fi capodopera sau esec, boala sau stare de sanatate. Asociind ne vin in minte cuvintele
conceptie, gestatie, nastere, fenomene care se petrec in taina, ascunse de ochi iscoditori. Dar imi vine in minte
conceptia lui Jung vizand creatia continua si creatio ex nihilo discutata in cadrul teoriei sincronicitatii. La nivelul
creatiei poate sa se elaboreze iubirea adulta care se extinde asupra celdilalte persoane, iubire care niveleaza de-
osebirile si contrariile dintre ocnofilie si filobatism. Gandirea balintiana atinge aici culmi filozofice. Scopul omului
este transformarea prin munca eficienta al obiectului la inceput ostil in partener colaborant, reinstaurand astfel
starea iubirii primare intre individ si mediul sau. Acest proces este numit unio myistica. Cea ce la nivel spiritual
este unio mystica, la nivelul psihicului este orgasm, iar la nivelul somaticului este act sexual. Acest sir ideativ per-
mite o incursiune in legile si principiile morale legate de aceasta tema, incepand de la tabuuri arhaice: de la incest
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pana la cele zece porunci. Dar, punand stavila fanteziei, sa ne intoarcem la textul balintian Tnscris in limite precise
dar totusi depasindu-le pe acestea. El spune ca in viata adultului apar mai multe posibilitati pentru atingerea
scopului final, fiecare posibilitate necesitand talent si pricepere. Putem cita in acest sens extazul religios, clipele
sublime ale creatiei si-n cele din urma pentru bolnavi diversele etape regresive ale psihanalizei.

REGRESIA SI THE NEW BEGINING

Ajungem astfel la ultima noastra temad: dezvoltarea conceptiei terapeutice a lui Balint. Etape pe care Balint,
poate putin exagerat le plaseaza pe acelasi nivel cu clipele sublime ale creatiei sau cu extazul religios. Vorbim deci
despre notiunea de regresie a carei formulare si dezvoltare psihanaliticd este discutata de numerosi autori. Dupa
Freud, regresia este un mecanism de aparare, expresie a rezistentei, factor patogenetic care din acest motiv este
rau aspectat din punct de vedere terapeutic. El considera ca bolnavul trebuie scos cat mai repede din aceasta
stare, iar daca observam la el o tendinta de repetare, tratamentul trebuie incheiat cat mai repede chiar daca
rezultatele sunt partiale. Balint insa, precedat de Ferenczi a constatat ca exista anumite forme ale regresiei care
pot fi bine utilizate terapeutic tocmai datorita reactiei de transfer si contratransfer aparute in aceste forme. Pen-
tru aceasta constatare a fost necesara modificarea teoriei si largirea tehnicii anlitice. Analistul trebuia sa aban-
doneze rolul analistului inteles la nivel oedipal, caracterizat prin abstinenta si obiectivitate si a trebuit nu numai
sd inteleagd dar sa si empatizeze bolnavul aflat in regresie. A fost necesar crearea unei relatii care sa semene cu
relatia primara unde terapeutul preia rolul obiectului primar in sensul vizat mai sus ca mama, pamant, apa,aer,
care protejeaza si hraneste, este indestructibil, nu provoaca frustratii. Obiect care in situatie ideald corecteaza
trauma primara si de la acest nivel face posibild in relatia terapeutica reanceperea: the new begining. Termenul
este cea de-a treia notiune de baza in teoria balintiand. Pornind de la aceasta interrelatie s-a nascut mai tarziu in
practica balintiana ideea ca medicul trebuie sa devina medicament pentru pacientul lui. Ideea depaseste hotarele
psihanalizei fiind valabild pentru orice relatie medic-pacient.

REGRESIA POZITIVA SI NEGATIVA

Balint folosandu-se de experienta obtinuta din practicd dar si de insuccesele lui Ferenczi si poate tinand cont si
de parerea lui Freud a ajuns la concluzia ca existd doud forme ale regresiei cu numeroase etape de trecere intre
cele doua forme. O forma care duce la vindecare, la etapa de new begining si o alta forma care duce la repetitii
infinite, la o aderenta crescuta fata de terapeut, s au dimpotriva, la reprosuri, la pretentii supradimensionate,
fara tendintd de vindecare. Prima e numitd de Balint regresie pozitivd cea de a doua regresie negativd (Balint
1994). Teoria are totusi un mic deficit estetic: nu corespunde unei cerinte ridicate de Balint si anume utilitatea din
punctul de vedere al stabilirii prognosticului. Deoarece, despre un anumit tip de regresie se poate stabili daca e
benign sau malign doar atunci cand devine evident dacd bolnavul este sau nu apt de new begining. In concluzie,
trebuie acceptate si cazurile posibile sa constituie un esec. Freud incerca sa ne fereasca tocmai de acest lucru. Dar
daca ne extindem metoda asupra medicini somatice trebuie sa constatam cd nici un bolnav nu poate fi refuzat
nu numai datorita faptului ca medicul nu poate respinge bolnavul care i se adreseaza, dar si datorita faptului ca
de lainceput nu putem anticipa succesul sau insuccesul terapeutic. Teoria ilustreaza elocvent rolul medicului. Dar
sa ne intoarcem la ideea de regresie a lui Balint. El isi da seama ca regresia negativd este orientatd spre un scop,
cea ce face ca dupd scurte perioade de acalmie sd apard iar. Regresia pozitiva este orientatd catre cunoastere.
Legat de acesta descrie un caz cand bolnavul afat in terapie nu a scos nici o vorba timp de o jumadtate de or3,
apoi dupa o puternica criza de plans a afirmat ca in sfarsit a reusit sa se regdseasca. Acesta a constituit momentul
reanceperii. Daca medicul ar fi perceput tacerea bolnavului drept rezistentad si ar fi intervenit, acest fenomen nu
ar fi avut loc. Balint a subliniat de nenumarate ori ca rolul medicului este de a calauzi bolnavul pe calea autocu-
noasterii inlesnandu-i capacitatea de iubire maturd. De altfel, Balint aflat in cautare de analogii se refera la Ernst
Krisre care s-a ocupat cu psihologia creatiei. El a ajuns deasemeni la ideea regresiei constatand cd acesta are
doua aspecte, o forma care inhiba eul si o forma care se afla-n slujba eului. Aceasta din urma e starea creatiei si
corespunde notiunii de regresie pozitiva a lui Balint. Veridicitatea teoriei e demonstrat de faptul ca foarte multi
creatori oscileaza intre genialitate si nebunie, deci hotarele celor doua forme de regresie sunt foarte largi, putand
trece dintr-o forma in alta.
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CONCLUZIE

Analogiile cu medicina clasica s-ar putea continua la nesfarsit. Am putea afirma ca boala e de fapt o stare de
regresie, ca tratamentul simptomatic recreaza de multe ori regresia si-I incarca in plus si cu elemente iatrogene.
Medicina, ca si psihanaliza clasica, are o orientare ocnofild in exclusivitate. Dar Balint descopera in filobatism ca
si in creatie puterea tamaduitoare a linistii si izolarii, care la nivelul analogiilor corespunde puterii regeneratoare
a naturii. Avand in vedere cele mentionate aici s-a dovedit din plin actualitatea conceptiilor balintiene. Asa cum
psihanaliza apoi psihologia abisala a fertilizat prin intermediul medicinii psihosomatice medicina secolului XX. asa
va gdsi acest tip de gandire medicala un teren propice in medicina holistica a secolului urmator.
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KATATHYM IMAGINATIVE PSYCHOTHERAPY
(KIP) - A DESCRIPTION OF THE
METHODOLOGY* PART |,

dr. Irén Acsai, Budapest

SUMMARY:

The purpose of the study is to provide a brief insight and to introduce a thematic case study into a psychothera-
peutic method less used in the Anglo-Saxon language area, which was first introduced by H. Leuner in 1955 as a
scientifically established method among the different psychotherapeutic methods.

The first part of the study sets forth a short description of the methodology of KIP. The next (2™) parts the case
study of a patient, who was successfully treated for her panic syndrome with an imaginative technique based on
emotional basis.

Key-words: Psychoanalysis, Relaxation, Changed State of Mind, Symbols, Leuner-pictures, Katathym Imaginative
Psychotherapy

INTRODUCTION

Katathym Imaginative Psychotherapy /KIP/ is an imaginative psychotherapeutic process based on psycho dy-
namically based imaginative psychotherapy. In English it is known as Guided Affective Imagery. Images are the
product of the faculty of imagination.

The international organization of KIP is the Internationelle Gesellschaft fiir Katathymes Bilderleben /IGKB/
based in Vienna, Austria.

THEORETICAL BASIS AND HISTORIC DEVELOPMENT

Freud used imaginative techniques (1882-1888) and listed examples of “the outstandingly successful perfor-
mances of the therapy. His first publications about such imaginations were in a case study on the treatment of
Anna O. who in a spontaneous hypnotic state “unravelled a private theatre, which became an important part of
the therapeutic process and finally led to the discovery of the “cathartic method”. (1)

The psychoanalyst Siberer tried to study the threshold experience between awakenings and falling asleep,
generating daytime dreamlike “hallucinations”, which he called rudimentary dreams and saw in this pre-con-
scious and unconscious emotional stress and that these were mood based. He called these phenomena auto-
symbolism. (2, 3.)

C.G.Jung /1916/ used among his tools the “active recalling of internal pictures”, which he called active imagina-
tion (imagery). (4)

E.Kretschmer /1922/ also observed spontaneous imaginative phenomena and tried to use the Freudian dream
symbols and dream work, thus establishing the “film reel thinking”. (5)

I.H. Schultz /1932/ further developing the method of Autogenic Training, worked out a systematic imagination
method, the highest level of autogenic training. (6)

The French Desoille published a method in 1945, which could be called “attended daytime dream”, since this
technique differs from techniques so far, that the therapist follows the imagination directly. (7) Its difference to
KIP is still substantial in that he called the method more as a symbolic behavioural training in which deep emo-
tional aspects were rarely given any importance.
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Hanscarl Leuner started a major series of studies in 1948 with healthy and neurotic patients. During the pro-
cess of this he discovered a series of surprising phenomena, since he found evidence between dreams and the
primary processes published by Freud. Concurrently it became evident for him that the regular daily dream ses-
sions resulted in unexpected therapeutic efficiency with neurotic patients.(8)

He published his experiences in a comprehensive study in 1955 and introduced his method as a katathym
visual experience, a clinical psychotherapeutic method. (8, 9.)

In 1970 he published his book , Einfiihrung in die Psychotherapie mit dem Tagtraum. Katathymes Bilderleben.
Ein Seminar” at Thieme Publishers. (10)

The textbook on the Katathym Visual Experience was published in 1985 by the Hans Huber Publishers under
the title “Das Lehrbuch des Katathymen Bilderlebens”.

Studies published in English in the USA: Leuner, H. (11, 12, 13.)

Mental imagery techniques may play a useful role ,in establishing rapport with the patient, to assess his pro-
blems and potentialities, and to actively involve him in the therapeutic process.”

The patient symbolically represents his meaningful experience. Evoking these images establishes rapport with
the patient by entering into the client’s unique frame of reference.

Images can be used for assessment, as well. A psychotherapist might ask the client to imagine or draw a tree
to assess the client’s sense of self.

Imagery can also actively involve a patient in therapy because he must interact with the image. He may be
called upon to give the image a voice, draw it, dialog with it, and transform it in his imagination. All of this makes
the image compelling and meaningful to the patient.

The task in psychotherapy is for the patient and the therapist to assigh meanings to these images, to relate the
process to the possibility of new awareness, and hopefully change.”

THE ESSENTIALS OF THE KIP PSYCHOTHERAPEUTIC METHOD
1. Theoretical basics in psychoanalysis
2. The use of imagination
3. During the course of imagination structuring (basic level), confrontation (intermediate level) and integra-
tion (advanced level) on the symbol and with the symbol.
4. Discussion of the experiences of the imagination, the pictorial content, embedding into the conscious and
processing.

INDICATIONS FOR THE USE OF KIP

1./ Short psychotherapy 25-30 hours: ie. crisis interventions, current conflicts, anxiety, current neurosis, reac-
tive depression etc.

2./ Medium and long-term psychotherapy: from 30 hours to years: classical neurotic disorders: psychosomatic
problems, narcissist disorders, addictive disorders, psychogenic psychosis, etc.

It can be used as both a short and long therapeutic method without restrictions on age. It is successfully used
with children, adolescents and adults.

Individual, pair, family and family therapy techniques have also been developed.

Contraindications: Acute psychotic states, pre-psychotic states, severe organic brain syndrome with a reduc-
tion of performance and deterioration, the most serious form of hysteric character syndromes.

Relative contraindication /reserved for specialists/

Chronic psychosis, psychosis maintained with medical treatment, the most serious forms of compulsion and
hysteric structured deference.

Planning the therapy

Diagnostic phase: the first contact — in terms of the first deep emotional interview (complaints, feeling of suf-
fering, symptoms, actual living circumstances etc.)

Therapeutic agreement: the precise definition of the therapeutic objective, definition of criteria, the pro-
jected length of the therapy (short, medium or long term), the length of therapeutic sessions, the method of
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conclusion etc.

Deep emotional anamnesis taking.

Diagnostics: Personality culture, self-development, self-protecting mechanism, deferring mechanism, etc. Es-
tablishment of the first diagnosis.

Setting and mutual acceptance of a therapeutic objective.

Drafting of the plan.

The precise documentation of the therapy is extremely important.

Dialogue is important, as it can be documented either in a written or a taped form, as the changes in the pic-
tures and symbols of the patient’s inner world and the healing processes can be manifested with its help.

The potential dangers of KIP

It is important to call the attention to the fact that although this psychotherapeutic method seems easy to
manage, it is still suggested to be used by methodically trained therapist.

The unconscious effects, emotions, instinctive reactions, needs and conflicts manifested in the imaginations
of the patient may cause anxiety and provide a burden on the personality of the patient. Thus therapists have
to continuously control the quantity of burden, the take into account what the endurance and maturity of the
patient — and the transfer of anger appearing in the imaginations.

The visual-affective-emotional character of the imaginations of the patient also have/could have a strong
inductive impact and are capable of stirring up unconscious affects, needs etc. For this reason the own control,
knowledge of problems and their management by the therapist is especially important, just as well as the control
not transfer negative emotions.

Thus from a methodology point of view the basic, intermediate and the high level forms of Katathym Im-
aginative Psychotherapy can be distinguished.

The KIP psychotherapeutic training contains deep emotional, psychopathologic and method specific knowl-
edge with its developed training system.

INTERPRETATION OF SYMBOLS IN THERAPY

Symbols — appear like calling signs when the unconscious is addressed, questions about a problem re raised.
Imaginations reflect deep emotional and provide a projection surface to reflect internal feelings, experiences
and emotions. The symbolic technique helps to bring to surface concealed or yet unknown unconscious, pre-
conscious content. Symbols are always a compound, visual abstraction, with similar analogous thinking structure
meanings like “it as if” or “it is like”.

The Leuner-therapy includes all forms of the interpretation of deep emotional symbols both on the levels of
the individual, archaic and collective unconscious. In this sense all symbols have multiple meanings. The essence
of the therapy is to lift the archaic and collective meanings for the patient to the individual level and based upon
the maturity to allow the patient to interpret them on the level of reality. In interpreting the symbol, looking at
the patient and shortly after the appearance of the picture, the dialogue with the therapist can lead the patient
to conclusions on the contents of the picture. The spontaneous willingness to interpret the katathym pictures
helps to unravel the individual meaning of the symbol.

THE KATATHYM PICTURES

The expression katathym — as written by E. Bolcs (14) — refers to symbolic projections of experience and the
emotionally lived, symbolic projections of the unconscious. The visual experience is induced with a therapeutic
objective, emphasizing the visual character of the world of experiences of the daytime dream, in which the sig-
nificant part of the therapeutic process is conducted. Imagination stands for the work conducted on imaginative
content, work conducted on the premier levels of emotional processes, which is close to work on the unconscio-
us. Imagination means regression into the early periods of visual thinking. The visual aspect with its symbolic
character plays a meditative role, between the deep unconscious vibes, desires, emotions, instincts, their deve-
lopment, conflicts and the conscious experience.

The visual experience lifts unconscious content into the conscious. These symbolic, pre-conscious contents
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can either become conscious through experience or discussion of the visual or can be further enriched in the con-
scious with associative memories of emotions. Therapy with imagination, means work carried out with symbols,
on symbols thus work going on in the unconscious. This allows for a replenishment of earlier emotional deficits,
a delayed development of the personality, allowing the possibility to discuss a conflict in a visual manner /first
level of therapy/ thus meaning work carried out in the unconscious.

Thus the therapeutic process occurs on two levels. The first level is that of imagination, induced by the thera-
pist, leading the patient during the whole visual experience with a dialogue. In their evolution katathym imagina-
tions are plastic, colourful and three-dimensional. The patient can in the world induced by imagination move and
act freely in a “quasi real” space. The situations induced by imagination shortly become real and can only partially
be influenced by will. This is what differentiates katathym scenes from simple pictures of fantasy.

When developing the imagination it is important at first that we involve all sensory modalities into the sphere
of experience. The therapist uses structured questions related to optical, tactile, acoustic and olfactory impressi-
ons, just as much as concentrating on physical needs and the impressions on physical reactions. By this, instead
of the previously construed ideas, a well structured fantasy world develops, which is in line with the projections
of the unconscious.

The therapist has at disposal a repertoire of so-called standard symbols in order to make the wide range of the
content of day-time dreams into a comprehensive sphere of experiences. These serve as crystallisation points for
the development of the individual contents projected by the patient. Symbols are provided in accordance with
the therapeutic plan gradually (basic, intermediate, advanced level). The type of the motivation, the therapeutic
attitude, the style and technique of intervention are all related to the level at which the therapy is at. The method
with which the pre- and post-therapy discussion is conducted also varies according to this.

In KIP the second phase of the therapeutic process, the discussion aimed at investigating psychological depths
with its events of mainly a secondary nature constitute the secondary analysis of the patient. (14)

THE BASIC LEVEL OF KIP

The standard symbols of KIP are linked to the early (pre-oedipal) experiences and allow manifesting them. The
katathym pictures of a healthy person are natural, colourful and three-dimensional, and can be described by all
sensory modalities. The deeper the trouble in the early phase of development, the more fundamental irregula-
rities appears during the course of the imagination. The more anti-natural the pictures, the problems there are
which could lead to bizarre forms of imagination. The incongruence between the emotional participation and the
picture content, the lack of sensory experience are also important factors in psychological disorders.

The basic level technique provides an opportunity to rebuild missing structures, to replenish emotional defici-
encies with gradual practice. The process requires long and systematic work of building, which allows the missing
maturation of the personality. The basic technique has special importance in treating early disorders (self-struc-
ture deficit, narcistic disorders, psychosomatic disorders, borderline-structures).

In “Fulfilment of archaic needs” (10) in therapy is the method by which the self-function is strengthened (re-
gression in the service of the ego). In KIP regressions can be manageable in a “controlled regression” and lead
back to the early phase of development.

The behaviour of the therapist: emphatic, supportive, unconditional (but not motherly without conditions),
accepting even if the imagination carries negative affects.

The principles of the therapy are: “feed and nourish”, “forgive”, “let the other open up”, “stimulate”, “allow
growth” and to “allow”. These principles protect the patient from his/her own fear and anxiety.

The standard symbols of the basic level: flowers, field, creek, mountain, house, forest line.

THE FLOWER SYMBOL

This symbol is all the more special because it is used as the very first one, as a diagnostic symbols at the start
of the therapy. The form of the flower, its details reflect early personality characteristics, with reference to other
skills /imprinting, environment/ as well as self-evaluation, requirements and the relationship with oneself.
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The type of the flower, the experience with it and the emotional resonance to it all provide data on the per-
sonality of the patient.

Imaginations always reflect on the current status of the psyche, the current emotional state,

current experiences, which all appear in the picture.

THE FIELD SYMBOLS

This allows for wide ranging questions and discussion, rooted in different foundations.

The field in the case of non-neurotic people reflects a status of calm, peace, balance, free of conflicts and
rivalry, and as can be expected world orally centred on the mother. The field symbols reflects the mood of the
patient. This appears most evidently in the weather. The season of the year — can provide reference to a deeper,
more lasting basic mood, like autumn to depressive sadness, spring to optimist expectations and summer to a
satisfactory fulfilment. The field as a symbols can also be used as the background for spontaneous or pre-arran-
ged meetings.

THE CREEK SYMBOLS

It symbolises the maturing and the emotional development of the personality. Visiting the creek means the
return to the origins (oral link to the mother relationship). Following the flow of the creek is a symbolic manifesta-
tion of the psychological-emotional development, the uninterrupted unfolding of emotional dynamics or psychic
energies. Water on the one hand is in connection with the symbol of the unconscious, on the other hand as an
element it has since old ages been linked with the power of life. Water by all means has magic effects: it gives life,
refreshes, can be healing, if we drink it, cleanses us inside-out if we bathe in it. In the Christian culture “consecra-
ted water” has as a sacral element become an indispensable part of or lives- and death.

THE MOUNTAIN SYMBOLS

The symbols for performance, ambitions, requirements, and rivalries determined in the internal psyche etc.,
the symbols of the father’s world but to a certain extent also the reflection of the inductions from the father. This
symbols is used in two forms:

1. Looking at a mountain from afar.

2. Climbing a mountain, looking around from the summit, finally the road leading down.

Fantasies, task solving, evolution of a career, the struggle with challenges of life or the achievement of objec-
tives are all related to climbing a mountain. Looking around from the top of a mountain can also be construed
as being an intellectual exercise to study one’s own spiritual and emotional status, but can also be the subjective
assessment of a current external situation of life, which need not necessarily coincide with the objective situation.

SYMBOLS OF THE INTERMEDIATE LEVEL

The intermediate level of KIP

The intermediate level is mainly in their mainly conflict-oriented and allows the assessment of the Oedipal-
phase and the later phases of development along with their problems.

The behaviour of the therapist

Basically concentrating on the conflict and is purposely confronting. The patient —who meanwhile has learned
to navigate in his/her katathym world and in the dynamics of the imaginative process has learned to depict in a
symbolic his/her conflict in away that the therapist can understand — is stopped here by the therapist, to allow
confrontation with these conflicting symbols.

The intervention techniques of the therapist: associative process in the management of imagination, the chan-
ging work of the patient on a conflict ridden symbol, (operation carried out on the symbol, the generation of
creative problem solving and action attempts.
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During the course of the therapy the patient reacts differently to symbols that are hostile ore create anxiety,
thus the therapist has to find the attitude best suited to the individual. It is always important to find the best
measure, at which anxiety is still bearable for the patient and by this it is possible to find other ways and oppor-
tunities in emotional digestion of events. This is where the principle of enrichment and nourishment meet, just
as the methods of reconciliation and a gentle touch.

For example we can feed a wild beast, calm it and talk to it. The essence of this process is the neutralization
and change aggressive, hostile or anxiety filled subjects.

During the symbol confrontation hostile and anxiety filled (many times archaic and disassociated) symbol
forms are processed.

It is important that the projective space for play of the patient is widened and that every expansive impulse
is made possible.

SYMBOLS RELATED TO THE PERSONALITY AND EXPERIENCING IT

e Atree: carries aspects of a flower, but seizes the developed personality.

e Ananimal: reflects the aspects of the dynamics of the instinct in the personality.

e Self-ideal: the same-gender person imagined with the same name shows self-realization along the lines

of the ideal and the superior ego.

Symbols putting the relational aspect at the centre

e Three trees: description of the mother, father, child triad.

e Pack of animals: a dynamic representation of the family structure and relational experiences.

e For further descriptions of the symbols see: Leuner, H. (10, 11.)

e Mechanisms showing the aspects of instinctual dynamics

e Lion or a wild beast: relation to aggression.

¢ Rose bush /or men/, hitchhiking, or fruit tree /for women/ depict the internal relationship to sexuality.

Further standard symbols of the intermediate level: actual conflict, person in conflict, continuation of a night
time dream.

Apart from standard symbols on the intermediate level every symbol or metaphor is suitable for visualization
of what the patient considers to be a problem or what is selected by the therapist. Pictures can be depicted again
and again from time to time, which shows how the given conflict changes in internal content and what changes
it brings about in the life-style and the personality of the patient.

THE HIGH LEVEL OF KIP

It means the deepening of the archaic dimensions of the personality of the intermediate level. In essence
it does not differ from the intermediate technique but the selection of symbols is different, the processing of
symbolic content is deeper and more integration oriented. The post-processing phases are more intensive, there
is more room for associations than in the intermediate technique.

The standard symbols of the high level technique

e The cave: The feeling of “being surrounded” in all aspects invokes the experience of the ancient cave all

the way to the pre-natal experiences.

e Marsh: Connects to the hostile, anxiety invoking anal and sexual component of instincts.

e Volcano: Activates archaic components of instinct, which appear symbolically and allow transformation.

o  Codex (old book): Shows unconscious higher content stored deeply.

Family photo-album with developed and undeveloped photos: experiences which carry the family myth and
the family stories.

In order to get better acquainted with pair, family and group therapies, and gain deeper knowledge of the
Katathym Imaginative Psychotherapy we propose the reading of the textbook written by Leuner, H. (10) and the
relevant literature.
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CONCLUSION

Katathym Imaginative Psychotherapy is a therapeutic method based on deep emotional basics. The patient
in the relaxed phase (based on a predefined symbol) imagines katathym visual experiences by living them as an
experience, which is followed continuously by talking with the therapist. The behaviour of the therapist is one
that accompanies the patient with continuous dialogue. The behaviour of the therapist is always accompanying,
suited to the given level of the therapy — and only very rarely, cautiously and to the necessary extent is inter-
pretative. During the therapeutic process de patient will to smaller or larger extent have “aha” and cathartic
experiences. Therapeutic experiences show that the katathym pictures can heal in themselves, which is further
strengthened by the secondary processing with the interpretation of the level of rationality and self interpreta-
tion, thus helping the healing. The Katathym Imaginative Psychotherapy provides perhaps the highest protection
in the healing process both for the patient and the therapist.

The discussion of the theory behind the method was prepared on the basis of a study published by Erik Bolcs®.
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KATATHYM IMAGINATIVE PSYCHOTHERAPY:
SUCCESSFUL USE: A CASE STUDY AND
METHODOLOGY DISCUSSION™ PART I,

Dr. Irén Acsai, Budapest

SUMMARY:

This is the second part of a paper presenting Katathym Imaginative Psychotherapy ’; it contains a case study. This
study sets forth details of the successful treatment of a 37-year old woman with panic syndrome using Katathym
Imaginative Psychotherapy. It follows the process from the first meeting, the discussion of the patient’s compla-
ints, the establishment of the diagnosis, planning of the therapy, through to the development of the patient’s
personality on the basis of the discussion and interpretation of the Katathym Imaginative pictures, the return to
work and the successful re-adaptation to the social environment.

Key-words: panic syndrome, psychoanalysis, symbols, Leuner-pictures, Katathym Imaginative Psychotherapy

The Case Study: ®

INTRODUCTION

Kldra was one of my first patients, whom | treated with Katathym Imaginative Therapy. The therapy lasted two
and a half years, with one-hour meetings once every week. 29 Katathym drawings were made during a total of
80 therapeutic sessions.

THE FIRST MEETING

A 37-year old female patient was referred to me in 1991 by the head of department for psychotherapy. Her
physical appearance was: medium height, overweight, conservatively dressed, neatly tended. Her long blond hair
was combed back and tied into a simple ponytail. Her eyes were greyish-blue. She did not wear any make-up or
jewellery, not even a wedding band. She arrived at the session with her husband, who, at a first glance, could
have been her father. After introductions, she asked how long the session would last? Then she made sure her
husband did not need to wait long for her and sent him away, discussing with him when to come back to pick her
up. She had a modest, yet firm demeanour.

The moment we were left alone (after the husband had left) it turned out that she was anxious, afraid and had
“a knot in her stomach”. She was intelligent, communicated well and was forthcoming in discussion, words just
poured from her. Her discourse was dramatic, impulsive and emotional.

She tended to break down in tears, then the tears dried up, “/ do not like to cry in front of others”— she said.
At times she seemed depressed, helpless, suffering and uncertain. She gave me the impression of a small child
who needs consolation.

7 The first part was: Katathym Imaginative Psychotherapy: Part 1: Irén Acsai: International Journal of
Psychotherapy: Vol. 10, No. 3, November 2006. It also appeared in Hungarian, in the same issue.

8 The case study was prepared on the basis of the method presented in Part I, thus the text is not interrupted with
references.

49



50

ANUARUL ASOCIATIEI BALINT, VOL. I. 2010

THE PROBLEM

A year earlier she had been treated with a phobia towards public transport in a psychotherapy ward, but after
ten weeks she was worse off than when she started. The group therapy only worsened her condition, “The little
self-esteem | had was just reduced to nil”. She had a total of three individual sessions with three different thera-
pists over a period of ten weeks. “It was here that | felt that sensation under my skin, the urge to commit suicide,
but my religion — Roman-Catholic — forbids suicide.” Since then she has been more or less unfit for work. She
worked as a cantor in a nearby church, sometimes having great difficulties in getting there.

At first she only had attacks on the train (from the age of 18), but over the years panic attacks hit her on every
form of transportation. The only vehicle she could travel in safely was by car, but only if she was in the drivers’
seat. She felt bad at her work, her boss being an extremely aggressive person and she cried a lot, not being able
to take his offensive attitude. There was a lot of friction between her second husband and her daughter from her
first marriage, and trying to settle these problems also made her suffer a lot.

Her phobic states had started around the age of 18, but earlier symptoms had appeared when travelling by
train. The way she solved this problem was by not travelling alone on a train once the symptoms manifested.
When the attacks came, there was a point where she could control the symptoms — but if she could not, then she
had to get off the train because she was “dizzy, perspiring, her stomach in a knot, short of breath and her heart
was pounding so hard, as if it wanted to jump out”.

During the last month she felt so bad that she had to take sick leave. This however did not help either, because
by then she was afraid in her apartment, could not stay alone, and even did not dare to walk by herself in the
street. She was afraid that the symptoms might appear, that she could not help herself and she started fearing
death at such times. She felt that she was in a desperate situation, but wanted to get better or if not, to ask me
“to help her learn to live with her situation.”

ANAMNESIS

Kldra was born in 1954. Her parents were teachers. Her mother was a maths-teacher. His father was a teacher
of psychology and Italian language (who died in heart attack in 1975). She has two siblings: a brother 9 years and
a sister 8 years older than her.

Of her childhood, she remembered that she felt good until her parents divorced when she was ten. Her father
packed up and moved to live with another woman, whom he subsequently married. She did not know much
about her infancy and early childhood development, “It was just not discussed in the family”. She had stopped
bedwetting at the age of two. She then went to kindergarten at the age of three, but from then on she was dia-
gnosed with enuresis nocturna until the age of ten. Her enuresis was only analysed medically, but not psychologi-
cally. Her enuresis stopped when after their divorce and her father moving out, she could sleep with her mother
in his place.

She was brought up in a strictly religious environment with the “Wrath of God” over her. Her upbringing was
primarily defined by her mother, “who she always dreaded, because she was very tough, cold and autocratic”. She
had to excel in school. She always fled from her mother to her father. She had a very good relationship with her
sister until the sister went to high school.

She took up piano lessons from the age of six, which she loved. She did not have any friends in school as she
felt they only liked her as long as she gave everything to them. Her parents’ divorce devastated and divided the
family. Her brother completely sided with her father. Her sister was torn between the two parents, because she
loved them both. Her siblings had, by then, moved away from home, but she being the youngest, stayed with her
mother.

After elementary school her mother sent her to a medical vocational training school, in order to give her a
profession, despite the fact that she wanted to go to high school. After graduation she applied and gained entry
to the Music Academy and graduated as a piano teacher. She had a good time at the Academy. She was liberated
from the tyranny of her mother, was free and independent. She had a lot of friends, but could not really trust or
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feel attached to anyone.

She taught for 4 years after receiving her diploma. Meanwhile she studied the organ — and against the wishes
of her mother —she applied to the organ faculty of the Academy, gaining admittance to the second year instantly.

She had her first serious relationship whilst at the academy, having a man court her for two years. It was with
him that she first experienced sexual pleasure, although she had several relationships earlier. Her mother tried to
forbid every relationship, if she went home late or was found to have a boyfriend; she was punished with harsh-
ness and deprived of her mother’s love.

At that time, the symptoms appeared that still persist until today: respiratory problems, dizziness, perspirati-
on, “stomach cramp”. The attacks became more and more frequent, happening on the way ‘there’ as well as on
the way back.

She married in 1979, at the age of 25. This was, for her, partly an escape from home, but also a compulsive
move, since she was pregnant and her mother did not know about it. It was a bad marriage, to a spoiled, depre-
ssion haunted, drinking only-son of parents, who were both doctors.

In the three months after the wedding, they quarrelled almost every day and her husband beat her up so badly
that she started bleeding, was hospitalized, and eventually almost lost the baby. She moved to her sister’s place.
She made a futile attempt at bringing her marriage back to line, but it took one month for them to find out it was
hopeless, so they divorced.

Meanwhile she gave organ recitals, but her professional career did not evolve as she wanted it. She experien-
ced a series of disappointments, and then went to work as a cantor in a church. She developed a strong emotional
relationship with the priest there. For five years she completely subsumed herself (fled) into religion. She was
preparing to be a nun, and indeed she lived like one: several hours of prayer a day, penitence and asceticism.
She chose the Carmelite-order, which was the strictest religious order. Her phobia of travel ceased at this time.
[Religion thus meant security, and life for her.] She experienced moral care with more and more anxiety and guilt,
started fasting, and lost 15 kilos. Her phobic symptoms reappeared.

In fact her symptoms became more and more serious: they started occurring on the underground, bus, and tram
as well: vision impairment, collapsing in the street, asphyxiating attacks at night. She was in extreme depression,
the sedatives prescribed by doctors were not enough, finally she ended up not daring to go on the streets alone.

She met her second husband in 1987, who was 67 years old at the time and a widow for four years. Both his
sons were older than Klara (40 and 42 years old). In 1989, the man took her to a psychotherapy institute and visi-
ted her every day. A year later she married him. During the course of the discussion (her analysis) she eased up
gradually. | let her speak freely by association, and only interjected from time to time to clarify or ask questions.

THERAPY PLAN: PSYCHODYNAMICS

It was clear from the anamnesis that the panic situation and phobic symptoms could probably be centred

around two main topics:

1. Dependence-independence: she desired detachment from the authoritarian, “cruel” mother and felt the
need to get away from her contrasted with her ambivalence of the need to depend on someone: the de-
sire to achieve autonomy, accompanied by anxiety and remorse. The phobic symptom appeared and she
became afraid of loosing the independence she had gained. The first attacks occurred when going home
during her years in college, when she was already living independently. Her anxiety grew and she also
started having attacks on the way back from home.

2. The other problem was also closely linked to this: life, independent of the family, also brings along relati-
onships and sexuality, which was again accompanied with anxiety and remorse.

Her strict religious upbringing provided a good foundation for moral anxiety. The lack of success of her hospi-
tal treatment was due to the fact that she did not receive enough security and personal therapeutic acceptance
in either one-on-one therapy or in group therapy. Her symptoms thus did not improve, but worsened.
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During the personal meeting, the dramatic form of discourse and demeanour, the certain level of exhibitio-
nism, the strong desire for dependence and manipulative tendencies (manipulative desire for suicide) all pointed
towards a hysteric personality. This is, at the same time, characterised by a highly organised personality structu-
re, good possibilities for sublimation, a probably well-matured, strong ego (on performance so far), which beca-
use of the current regressive state was not apparent. The strong ambivalent dependence from the mother, and
rivalry with her, might also be caused by an unresolved Oedipal conflict.

The cold, tough, (also) hysteric mother could not provide warm, caring love and security — in fact she held on
to her daughter, who remained her only support after the family fell apart. She thus did everything to keep her
daughter close to herself, and to possess her. She forced her daughter to disinherit her father; she chased men
courting her away, and most probably the mother was the one who prevented her daughter from forming relati-
ons with her peers. She punished and had “the punishment of God” on her side.

In the case of Klara this caused a female role-identity conflict, since both her sexuality and her own mother-
hood were accompanied by constant anxiety and remorse. It might also have been the source of her narcissistic
tendencies (“the desire for achievement” and the longing for dependency); symptoms that also point to an Oe-
dipal complex.

Enuresis nocturna starting at the age of three was already a sign of anxiety: the cry of the soul for love and
attention. Even by her psychologist father did not understand her, and the appearance of this symptom coinci-
ded with the start of the Oedipal period. The later anxiety attacks appeared to be chronic with phobia and panic
syndrome compliant with DSM-IV diagnostic criteria.

DISCUSSION

Oedipal conflict on a narcissist basis with chronic anxiety symptoms, phobia, panic syndrome, are signs related
to compulsive tendencies, and the hysteric personality structure.

THERAPEUTIC CONSIDERATIONS

Katathym Imaginative Therapy (KIT) provides extensive protection and security as it relates the person’s inner
life in pictures with their corresponding unconscious content. This is why | selected this method of treatment. |
thought and felt that, during the course of the work ahead, it would help transform the ambivalent ties to the
mother, restructure the embedded defensive mechanisms, and cover any narcissist gaps. The possibility of expre-
ssion through imagined pictures provides a degree of security and strength to counterbalance the dramatising,
exhibitionist attitude of the hysteric personality.

The defensive mechanisms established through the repression and deflection symbolic technique provides
the greatest protection for the patient in approaching any Oedipal problems, whereas it is easier for the thera-
pist to handle interpretations. | believe and have experienced where symbolic pictures can heal by themselves
without the need for interpretation.

The overall picture of the hysteric personality, maturity, intellect and the strength of her ego pointed to the
need for a possibly long therapy, but with a good prognosis for a successful outcome. The strengthening of her
ego was considered to be a priority by elaborating on the problems related to her mother and to her performan-
ce ability. Instead of repressing defences, | found it more important to strengthen sublimation.

An agreement was concluded on a therapeutic objective to eliminate her phobic symptoms, panic attacks and
anxiety. We would achieve our objective when these symptoms disappeared and she became fit for work again.
We agreed to meet for an hour, every week for a year.

THE THERAPY

In KIT, the demonstration of the imagined pictures is primary, because it is on the basis of this that we can
verify the correctness of the diagnosis, and partially the success of the therapeutic work. It is also in the symbols
that the transference and re-transference of emotions is articulated, making it easy to follow the way in which
the therapeutic relationship evolves. In accordance with the patient’s problems, certain symbols can be dis-
cussed several times, since a problem should be worked on until it is solved.



ANUARUL ASOCIATIEI BALINT, VOL. I. 2010

| discussed several pictures, and it brought an important change in the therapeutic process. After several
hours of discussion on the anamnesis, the first KIT session was about the conflict between her daughter and her
husband. Up until they were married her partner had loved the child, but, after the marriage, moving in together
led to a lot of conflicts. She felt stuck in between the two of them and was extremely sad.

Despite the fact that we had discussed the therapeutic technique, the process of relaxation and imagination
caused anxiety for her, which she talked about, “In the psychotherapy ward they tried to teach me autogenic
training but they failed. | cannot lie down and relax in front of others.” This was a signal for me that | was going
to have a hard job in processing the transference of emotions from the mother.

THE KATATHYM PICTURES:

The Flower

“I see the pink flower bouquet from my wedding. Perhaps it is not good?” she says, opening her eyes. | calm her
and we continue with the picture. Her eyelids are fluttering; she cannot relax, and no pictures come, only spots.
Pink spots, some are black and the sign of spade from the deck of cards. Its white, foggy like the Milky Way, and
there is a big cloud of fog revolving. It is gloomy as if it were threatening. Then a blue spot, the flower of a blue
carnation, without the stalk; it is not concrete. “I would like it to stay, but it disappeared.” “Such circles came at
bed-time when | was a child trying to sleep. The flower is not formed as a carnation, rather like a rose, more like
a ball. I like the blue rose. It’s strange but not impossible. | have always liked strange, bizarre things. Perhaps this
was my way of trying to attract attention. A brighter, stronger spot is coming. A shiny semi-circle has turned now,
it looks as if it were a mountain. It is not a full semi-circle, it does not end anywhere, like the trees | used to draw
did not end in roots. | drew them with white paint on black paper.”

Associations
“I could not calm myself. | absolve myself because it is only partly my fault that | am here. | am afraid and do
not dare to allow myself to relax. | am afraid of the pictures.”

Interpretation

The flower picture stands for the Oedipal-problem (wedding bouquet). This is followed by the mother pro-
blem: “Perhaps it is not good?” — the expectations for performance. The experience is so frightening that oppo-
sition appears immediately. To defer the problem she opens her eyes. After we continue with the picture (I am
behaving like her mother, expecting her to perform), we see defensive mechanisms appear: the spots. A feeling
of being threatened is behind the billowing fog; the “protection of secrets”, repression.

Strange, bizarre pictures follow: the blue carnation without a stalk, which is more like a rose — might be an
unsuccessful elaboration attempt. At the same time she also articulates exhibitionism: “Perhaps this was the way
I could attract attention”. The blue carnation without a stalk might refer to cleavage, but is more a signal of narcis-
sistic deficiencies. Characteristics of a hysteric personality are evident in the picture. The strangely transforming
mountain-symbol as a father and performance symbol might refer to childhood and current existential anxiety.

She does not allow herself into the picture, she “talks out” of it, rationalizes, thus defers the possibility of ex-
periencing her emotions. The flow of pictures and the way of articulation is so fast that there is barely any time
for structuring.

The Field

“Sunshine, no clouds, beautiful blue sky. It is summer, the flowers reach up to my waist, poppy and margue-
rite, colourful, pleasant: reminiscent of the picture my mother drew into my diary. A kitten also appears, picking
flowers. It is good to be happy about the flowers, | look around, but do not dare to look behind my back. The kitten
comes back, lifts a flower with a happy face. It is good to be happy about the flowers, | like them. | do not dare to
touch the flowers for fear of insects in them. In front of me, from the same story, about 10-15 meters away there
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stands a small, tile-roofed house. There is a forest behind the house. Darkness is in front of me, darkness in the
forest, sunshine behind me. | start walking, bringing the light with me. By now there is light everywhere. It is good
that it does not blind me, like light usually does. | am not afraid (to be) alone. | smell the earth. It is good to look
at the rays of the sun. Light comes from my side. | dare to go deeper (into the wood). There are tall, slender trees,
sunshine and violets. Everything is peaceful, calm, still, | am not afraid, nor do | want to leave. | find some moss: it
is warm, soft and velvet-like. There are tire tracks to the left, but they have been overgrown with grass. It is good
to be here. | take with me the softness of the moss and the scent of the violets.”

Interpretation:

Now she succeeds in relaxing. She regresses into her childhood, but it is not real, more like a fairy tale. The
story drawn into her diary provides several interpretations for me. “It would have been good if it would have
happened like this”. She uses childhood and the world of fairytales to build reality. She is still afraid of reality: “/
would touch (it) but it has insects”. The desire for dependence is also articulated, along with the fear of it. She is
afraid of the dependence from her mother, her mother holds her captive, does not allow her to assert herself,
she would have to give up her independence in exchange, which she does not want.

Deference here again appears in the non-living things. A metamorphosis occurs, which allows structuring, the
return to reality and the experience of her emotions.

The therapy and the therapeutic relationship provide enough security for her, to allow her to wander without
fear into “terrifying” unconscious areas (forest). (“I am taking the light with me and it does not hurt like light
usually does.”)

| hope that light, warmth and the feeling of security also refers to the therapeutic guidance and thus to a trans-
formation of the anger felt about her mother.

The Mountain

“My mountain now has snow on it (she grasps her stomach). It is full with trees but there are no leaves on them.
The mountain slope is very steep. The sky is grey or rather white and there are footprints in the snow. | am standing
at the foot of the mountain and looking upwards. This is a real mountain; we had been there with my daughter. |
did not dare to climb the steep mountain, because | had vertigo, but my daughter was marching happily upwards.
We left the sledge at the foot of the mountain. | encouraged her to go, but I stayed down. There was a degree of
envy in me, how good it was for her that she was not afraid. | tried to suppress my fear. She reached the top and
disappeared among the trees. But she shouted: “Mommy. Where are you? | am here.” | was afraid for her safety
but it would not have been right to keep her back. She did not stay on the top for long, | started following the
footprints towards the top. We tried to follow the sledge marks to find our way out of the forest. Back there, | had
no anxiety problems. Once there was a day when the sun was shining and its rays glittered, | felt a great peace |
have not been able to find for a year. | also have another (image of a) mountainside, but there all the trees have
been cut down. We visited it with my daughter at the same time. The calmness surprised me. God was there in my
soul, filled with endless love and peace. My heart was full of gratitude. | could not think of anything else, but only
how good it was.”

Associations
“l am numb, it is as if | was levitating. | really felt good.”

Interpretation
The flow of imagination related to her performance ability and her father almost speaks for itself. Different
forms of anxiety-induced tension appear in the picture. The cold, old emotions (snow, trees without leaves) signal
embarrassing emotional experiences. (“/ had to deny my father.”) At the same time it also signals the psycho-
pathic threat of hysteric personality. The snowy mountainside signals the strongly repressed aggressive flow of
the imagination, the low level of tolerance.
The mountainside with the cut-down trees is a mutilation reaction, the feeling of being less valuable.
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This feeling is accompanied with compensational efforts. It explains the period in her life when she “fled into
religion”. In this picture, she dares to face reality: “This is a real mountain, we had been there with my daughter.”

The performance urge appears: father, mother, “went up the hill” — both of them are university graduates. At
the same time the father “looks down on uneducated people from the countryside”. He considers her also “to be
untalented, who cannot persevere”. This anxiety can result in facilitative anxiety: “I have always wanted to be a
performing artist”.

The woman’s role identity conflict also appears: she is child and mother at the same time. “/ cannot give
enough love for my daughter” — what she never received from, the person who should have given it “Mother”.
Motherhood appears in the context of performance: | know how it should be done but yet | don’t know. Her own
daughter however provides her with an opportunity to learn it. “/ followed the footprints up to the top and we
met there.” The picture talks about the experience of union, the oceanic feeling: “God was there in my soul, filled
with endless love and peace.” This could be an archaic way of fulfilling a desire but could also be a narcissist sign.

The importance of the mountain picture became really evident in subsequent sessions. After this she felt well and
had no problem in getting on a bus. She decided about changing her job; she dared to think of it. Her husband was sur-
prised that she had no attacks on the bus: it was proof that the therapy was working. She could embrace her daughter
honestly and happily — to protect her against her husband. Two months had elapsed, since our first meeting.

The Cave

“The stalactite cave in Aggtelek: the wide, well-lit part of the cave. The drip-stones are colourful because of
the light falling on them. The walls are uneven due to the work of nature. It is nice and soothing. There are a lot
of us: we were on an excursion with the class my mother taught. At one time | would have been afraid, even in
such a closed space. Not now! | am afraid of bats, but the light scares them away. The lighting is exactly as | like
it. | see organ pipes too, despite the fact that | did not know | would have something to do with them later. Now,
it looks as if it were the Palvélgyi cave. We are walking in it with the class of my daughter. Boys scared the girls
on the steep steps. There are many of us. There is semi-darkness before and behind me. | remember my childhood
dreams; there never was enough air then. | reach out into the open and take a deep breath from the fresh air. | see
pansies in front of a church. Blue, violet, soft, like velvet. She caresses it, and wonders about the ingenuity of God
and this velvet-like, soothing feeling”.

Interpretation

The maternal call brought a breakthrough in the question of sexuality. This was the first time she could talk
about it honestly and openly, without a “knot in her stomach”. Both basic themes — autonomy and sexuality — ap-
pear in this picture. What links the two: the feeling of guilt, appears in the sacral symbol of the church.

Circumstances

During the 4" month of therapy she announced happily that she was pregnant. it was not exactly the method
with which | would have like to solve the mother-problem but | accepted the new situation. During the 6" month
of the pregnancy she changed jobs. She went to teach in a music school, where the talented pupils made her feel
of success.

In February 1992, she gave birth to a healthy daughter. The delivery was complication free. She had breastfed
the baby for five months.

A new chapter began in her motherhood. Both the pregnancy and the circumstances of the delivery were dif-
ferent from her first marriage. She was surrounded by love and security, which she felt she owed to her husband,
for which she was grateful and happy. Tension was still constant between her husband and her older daughter,
who was entering into the adolescent stage.

Depth of the Sea
“I am on a sandy beach, rocks behind me. It is summer. My feet are soaking in the completely transparent
water. | am not here as a little girl, but as an independent woman. | have diving gear with me, like the ones pearl-
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divers use. | am very intrigued to know what is down there. | put on the goggles and put the very long snorkel in
my mouth. | am wearing a black bathing suit, my hair is let down. I land in the water feet-first; | duck underwater.
There is water all around me. It seems so interesting, as if the sun always shined in the direction | am heading. |
look for corals, sponges. | see small bushes; they are fantastic. | see fish, which are swimming with fright. Every-
thing is cold but is not discomforting. | have a torch with me ,which | hold in my right hand. | have to swim now
between two rocks, | can barely pass, | have to be cautious not to hurt myself. | remember Captain Nemo and his
fight with the big octopus on the film that | saw as a child. | would be afraid to see even the smallest of an octopus.
There are no octopuses here. | am looking for clams, big ones that are still alive. It is interesting; after all it is good
here. | find a big chest with strong band irons. There is a candleholder next to it. It is like the ones in churches. The
chest is slightly tilted; it must have been here for a long time. It is slippery and has a huge lock on it. | should open
the box, but am not very good with my left hand. | tug at it. | hold the torch in my left hand and try to open the
lock with my right. All of a sudden the lock opens but the lid is still closed. | have no clue of what could be inside. |
wonder if there might be gold, glittering coins, in it. | open the lid and there are the glittering gold coins.”

Interpretation

This picture brought about a primary change in the therapeutic relationship. The ambivalent transfer of the
emotions against the mother completely dissolved in my direction. She experienced that the snorkel (or the
umbilical cord?) is as long as she wants it to be. Although | expected performance from her — like her mother did
—but for acceptance, the common joys, the acknowledgement that provided security and protection.

Progress

| considered the 4 Field picture to be important. This is from my notes:

“She is standing by a field and sees the spire of a church. To the right there is a forest, from which a small stream
flows exactly to her feet. She starts towards the church. Enters it but the interior is empty. Above the altar a fresco:
St. George defeats the dragon. As she gets closer, she sees the dragon is a crocodile. She touches it, cold chain
armour, with a Carmelite cloth. St George lifts the dagger and sinks it into the crocodile, which is furiously beating
about with its tail. He is defeated, but not just yet. The mouth of the crocodile is closed already, but its eyes are still
open, it beats about once or twice with its tail. His tail stops thrashing but its eyes are half open. She comes out of
the church to the field, where the air is fresh and the sun is shining.”

Interpretation

The conflicts of personality all appear in this church (which she visited with her first husband). The crocodile
represents the suppressed aggression, the Oedipal conflict, but it was not completely defeated in the symbol
confrontation: “its eyes remained half open”. The principle of paring and reconciliation could prevail in this pic-
ture in the problems related toeither the mother or the father.

The last imagination was the picture of a “Solo Music Concert”.

“I first feel the warm light of the lamps. | go out on stage, bow — quite awkwardly. There is nothing on my
mind, only how I will begin. When younger | liked pieces that created big emotions. This time it will be one from
Khachaturian. The lyric part used to be difficult then. By now, today I can play it. | can hear the music; | do not
feel any excitement; | feel good doing it. Now | am enjoying the slow, calm part. | can hear the calm that comes
from the music. It fits into the whole piece to make it soft, romantic — something like life itself. Slowly from the
depths emotions rise and the wildness of the beginning of the piece returns. | still go back to the slow part, it is
comforting, it is good. The colours sound different from before, they are much more sensual. It is good that I can
play it like this. My fingers are not cold to make me miss notes. | gracefully bow in front of the audience with the
satisfaction of success.”

The Conclusion of the Therapy
After the concert picture, Klara felt well. Phobia symptoms and panic attacks had not occurred for a long time.
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She felt she was strong enough to face her problems. Her husband was also getting more and more jealous be-
cause of the therapy. “She has had no need for it for a long time. Why does she have to go?”

We had achieved the objective we agreed on at the beginning of the therapy. We discussed that we can con-
clude it. We did not solve everything, as there still remained many open questions. Thus we said good-bye, and
agreed that when she feels the time is right, we could continue.

SUMMARY

We agreed with the patient, who seemed to have had a narcissistic personality organisation, yet also had pho-
bia symptoms and panic attacks common to the hysteric personality structure, to try and cure her phobias and
panic attacks. The therapy unravelled a more complex background behind the Oedipal conflict.

The switch between the mother and the father roles, the autocratic, performance-oriented mother, incapable
of giving real love and security, and with a personality revolving around a strict religious basis, all meant she was
carrying a huge burden. Only parts of these problems were resolved during the therapy.

The whole process of the therapy was conducted through a positive maternal transference of emotions, but
the beginning the issue of ambivalence also had to be fought. It took a long time for her to believe and actually
experience that she did not need to perform in order to get my acceptance. There was the time when she toyed
with the idea of becoming a psychologist.

RESULTS

e Astronger and more solid ego.

e Disappearance of phobia symptoms and panic attacks.

¢ Development of autonomy — manifestation of this in some areas (career-building as a performing artist).
e Solutions to some of the maternal role-identity problems.

e Restructured negative emotions (manifested) against the father.

e “Loving God” replaced “punishing God” in her religious beliefs.

Although the therapy was concluded, it was not finished. At regular times, | got invitations to her concerts.
When | could, | went. Since then, she has organized her concerts herself. She has applied for grants, got them
and found sponsors. She has good, established relations with the media — mostly through personal contacts. Her
marriage is balanced. She had a lot of problems with her older daughter; the now five-year old smaller one is “a
small devil” who can “wrap her father around her fingers”. She wants to go to Austria for a two-year concert tour
with the whole family.

Epilogue: A few days ago Klara visited me and brought her first CD and asked to continue with the therapy.
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«DUBLA LEGATURA» IN RELATIA TERAPEUTICA,
EFECTELE ACESTEIA ASUPRA COMUNICARII
MEDICGPACIENT LA ADULTIICU AFECTIUNI
NEOPLAZICE

loana Omer, psiholog, Spitalul de bolnavi cronici si geriatrie «Sf. Luca», Bucuresti

REZUMAT:

Atunci cdnd medicul trebuie sG comunice pacientului diagnosticul de cancer sau informatii legate de prognosticul
bolii, medicul oferd familiei mai multe informatii decat pacientului, de cele mai multe ori la dorinta familiei. Aceas-
ta situatie numita «dubld legdturd» duce la scaderea credibilitdtii medicului intrucdt pacientul afld ce diagnostic
are, fie datorita tratamentelor inelungate pe care boala le presupune, fie datoritd deteriordrii stdrii de sdndtate.
Consecintele sunt scdderea motivatiei pentru tratament a pacientilor avdnd drept rezultate agravarea bolii dar si
aparitia tulburdrilor de tip psihopatologic.

ABSTRACT:

When the doctor must to communicate to the patient the diagnostic of cancer or some informations related to
the prognosis , he offers to the family more informations than to the patient most of the time at the request of
the family. This situation is called <<double relationship>> and the result it will be a low confidence in the doctor,
because of prolonged treatements or of the deterioration of the health. The results are a reduced motivation for
the treatement with an aggravation of the disease and the psychopathological disturbances.

1.0. Dubla legdturd- se refera la nivelurile diferite de informatie -pentru pacient si pentru restul familiei-, in
ceea ce priveste comunicarea diagnosticului de cancer, evolutia si prognosticul bolii neoplazice, in sensul ca fami-
liei i se comunica mai multe informatii decat pacientului (1). De exemplu, familiei i se comunica faptul cd boala se
afla intr-un stadiu grav cu sanse putine de supravietuire, in timp ce pacientului i se comunica doar ca este vorba
de o boala destul de grea, cu ameliordri si agravari si care necesitd tratamente nu intotdeauna pldcute, dar de
a caror promptitudine depinde evolutia favorabilad a bolii. Articolul de fata releva asadar efectele dublei legaturi
asupra relatiei medic-pacient la adultii cu afectiuni neoplazice.

2.0. Cercetari efectuate asupra unui numar de 325 pacienti, 125 terapeuti (medici, asistente medicale, asis-
tenti sociali, etc.) si 35 de membri din familiile a 35 de pacienti au pus in evidenta urmatoarele aspecte:

2.1. Comunicarea diagnosticului de cancer este facutd —asa cum au aratat cercetarile-numai de catre medicii
oncologi si nu de catre asistentele medicale, asistentul social, medicul psihiatru sau psiholog. Toti medicii chesti-
onati au relatat cd au comunicat diagnosticul de cancer tuturor familiilor si unui procent de 73% dintre pacienti.
Medicii comunica intotdeauna adevarul familiilor indiferent de gravitatea bolii pacientului, intrucat familia are un
rol foarte important in sustinerea bolnavului mai ales daca aceasta stie ce va urma.

Aceste rezultate sunt sustinute si de opiniile existente in literatura de specialitate, in care se arata ca familia
bolnavului nu trebuie niciodata amagita deoarece importanta pe care aceasta o are la nivel psihologic si de spri-
jin, influenteaza gravitatea starii si a prognosticului, cu dificultatile tratamentului si controalelor medicale. Familia
este sistematic pusa la curent cu adevarul in ceea ce priveste boala si joacd rolul de legatura intr-un raport care
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nu mai este orientat de la medic la bolnav ci medic-familie-bolnav (2).

2.2

Tn urma observatiilor efectuate si a chestionarelor aplicate terapeutilor pot afirma c3 o mare parte dintre

familii (86%) solicita medicului ascunderea diagnosticului cdtre pacienti:

2.3.

1) «Medic: De multe ori familia este cea care insistd sd nu comunic diagnosticul considerdnd cd pacientul
este mai sensibil si nu ar suporta o asemenea veste» [R.N.G., 40 ani, medic primar oncolog, Sp. Sf. Luca,
Bucuresti]

2) «Medlic: Sunt foarte multe cazuri in care nu comunic diagnosticul pacientului pentru cd familia este cea
care insistd foarte mult sd nu-I comunic, dorind sd-I protejeze pe pacient.» [A.C., F, 32 ani, medic specialist
oncolog, Institutul Oncologic Bucuresti]

3) «Medic: Familiile de multe ori ne impun ascunderea diagnosticului spundnd cd pacientii nu ar face fatd
acestuia» [A.C., F, 32 ani, medic specialist oncolog, Institutul Oncologic Bucuresti]

Familiile motiveaza aceasta atitudine — asa cum a reiesit din discutiile purtate cu familiile pacientilor- prin

faptul ca pacientii nu ar face fata unei asemenea vesti si ar intra intr-o stare de depresie care ar impiedica coope-
rarea cu terapeutul si desfasurarea cu succes a tratamentului:

2.4,

4) «Pacient: Nu as vrea sd stie ce diagnostic are. Oricum in stadiul lui am inteles cd nu are nici o sansd.
Deci ce rost ar avea sd stie, nu ar face decdt sd-I deprime si mai mult fatd de cum este acum. Nu vdd care
ar fi beneficiul pentru el. Mdcar dacd nu stie, cate zile o mai avea mai sperd si el sd se faca bine » [F.I., F,
47 ani, casnicd, absolventd de liceu sotia pacientului F.T. bdrbat, 56 ani, cancer pulmonar, stadiul IV, sofer,
absolvent de liceu].

5) «T.0: Nu vreau sd-i spuneti ce are. Dacd afid cd are cancer nu va mai face tratamentul pentru cd stie cd
va muri oricum, asa cd eu cred cd e mai bine sa nu stie.» [T.0.,F, 34 ani, invatdtoare, absolventd a Liceului
Pedagogic, fiica pacientei D.C., femeie, 59 ani, cancer de sdn, coafezd, stadiul IV, absolventd de liceu si a
unor cursuri de calificare coafurd-manechiurd]

Existenta dublei legdturi este sustinuta si de dialogurile de mai jos ale autoarei cu pacientii:

6) «Psiholog: Ce diagnostic v-a pus domnul doctor ?

Pacient : Nu stiu ce sd spun, nu stiu, sotul stie ca sotul a stat de vorbd, mi-a spus ca au gasit intestinul
perforat si mi-a taiat din el si nu-I mai am pe tot, asa mi-a spus sotul.

Psiholog: Dar doamna doctor ce v-a spus ca aveti, de ce va cheama in fiecare lund la tratament ?

Pacient : Nu mi-a spus nici doamna doctor, tot lu’ sotu’ i-a spus, dar mi-a spus de la analize ca mi-a iesit
bine. Sa nu-mi fac probleme» [P.M., F, 59 ani, cancer de colon, stadiul IV, fosta functionara, absolventa de
liceu]

7) « Psiholog: Ce v-au spus medicii despre boala asta pe care o aveti?

Pacient: Mie mai putin, i-a spus sotiei, fratelui si varului meu.

Psiholog: Si dumneavoastra nu i-ati intrebat ?

Pacient: Nu era nevoie, ca m-am uitat eu in foile alea si scria tumora» [S.0., barbat, 36 ani, cancer pulmo-
nar, statdiul Ill, fochist la o scoald, absolvent de liceu si a unei scoli de meserii: ldcatus-confectii metalice]
8) «C: Cum au fost explicatiile pe care vi le-au dat medicii ?

P: Mai mult familiei, cu familia au stat de vorba mai mult, cu mine mai putin.» [S.E, femeie, 54 ani, cancer
de col uterin, stadiul Ill, absolventa de 8 clase, fosta infirmiera la Sp.Al. O.]

Analizand exemplele de mai sus rezulta faptul cd, desi nu li se comunica diagnosticul, unii pacienti ajung
cu timpul sa afle ori sa-si dea seama ca boala de care sufera este grava- intrucat starea lor fizica si psihica
se degradeaza pe zi ce trece- si nu sunt de acord cu faptul ca familia se interpune in comunicarea lor cu
medicii, sau cd familia este cea care decide de multe ori ce este mai bine pentru ei. Aceste aspecte sunt
relevate de interviul realizat de autoare cu pacientii:

9) «Pacient: Sunt necajita ca mi s-a ascuns, nu mi-a spus nici acuma ce am dar eu stiu [...] stiu ce am, dar,
dar, nu stiu ca [ezitare] exista mai multe stadii: unu, doi, trei, patru, mie nu-mi spune nimeni nimic. Dar
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vreau sa aflu. Stiu ca exista doua feluri, exista malign si benign. Fata mea stie.

Psiholog: Sa inteleg cd v-ati dori mai multe informatii legate de boala dumneavoastra.

Pacient: Da, da, fata mea, fata mea stie, ea m-a internat la doamna doctor. Deci ea comunica cu doamna
doctor.

Psiholog: Dar doamna doctor nu comunica si cu dumneavoastra ?
Pacient: Doamna doctor nu mi-a spus nimica decat ca va fi bine si voi fi tratata si, cam atat. Dar as vrea
sa-mi spuna si mie, ca eu sunt bolnava, e normal sa mi se spuna si mie nu doar ei. E vorba de sanatatea
mea deci e normal ca si eu sa stiu si sa decid in consecinta» [M.N., femeie, 58 ani, cancer de san, stadiul
1, absolventad de liceu, confectioner medalii, insigne la Monetaria Nationald]
10) «Psiholog: Cu familia puteti discuta despre boala dumneavoastra?

Pacient: [ezitare] Thm. Cei doi copii si nora stiu dar nu discutd in fata mea. Se feresc.

Psiholog: Probabil ca vor sa va protejeze.

Pacient: Da, dar pe mine ma deranjeazd ca se poarta de parca nimic nu s-ar fi intamplat» [S.R., femeie, 58
ani, cancer de san, stadiul IV, absolventa a Liceului Economic, casiera]
11) «Psiholog: Ati fi dorit si alte informatii ?
Pacient: Da, da, insa doctorii i le spune lu’ sora-mea. Mie nu prea, ceea ce nu prea e in reguld. Eu sunt cel
care ar trebui sa stie mai multe despre boala si nu ea» [B.A., barbat, 49 ani, cancer pulmonar, stadiul 1V,
absolvent de liceu, sofer]

Si FTudose, (3) bazandu-se pe indelungata sa practica psihiatrica, arata ca informarea mai intai a membrilor
familiei despre diagnosticul grav si transferarea deciziei acestora de a-i comunica sau nu pacientului este un
demers «depdsit», pentru ca lezeaza dreptul la confidentialitate al pacientului pe de o parte, si, pe de alta parte,
il impiedica pe pacient sa decida pentru soarta sa, prin optarea pentru anumite tipuri de tratamente, ceea ce a
reiesit si din exemplele de mai sus.

Ca urmare, atentia trebuie dirijata in timpul contactului cu familia catre urmatoarele puncte (1):

Evitarea legdturii duble, in sensul interzicerii oferirii de catre terapeuti a unor informatii diferite pentru
pacient si familie;

Mobilizarea disponibilitatilor fizice si psihice ale familiei in sprijinul pacientului;

Detectarea de catre terapeuti a oricarei forme de doliu anticipat, atat din partea pacientului cat si din
partea familiei;

Oferta terapeutilor de a colabora in continuare cu familia chiar si dupa moartea pacientului.

2.5. Dubla legatura duce-cum vom vedea in continuare- si la scdderea credibilitdtii medicului in ochii pacien-
tului, intrucat acesta isi dd seama ca medicul i-a ascuns adevarul si nu stie daca si informatiile ulterioare date de
medic sunt adevdrate in totalitate sau doar partial:

12) « Pacient: Doamna doctor vorbeste mai mult cu familia, cu mine mai putin, mie imi spune cd sunt bine.

Cum sd fiu bine, eu nu-mi dau seama, mi-e din ce in ce mai rdu pe zi ce trece.

Psiholog: Si la ce va ganditi?

Pacient: Ca e grav, dar nu-mi place sa-mi ascunda, sd nu stiu ce mi se intampla. Cum mai pot avea incre-
dere in ea?» [ F.G., barbat, 59 ani, cancer pulmonar, stadiul IV, profesor de istorie, absolvent al Facultatii
de Istorie]

13) « Pacient: Nu-I mai cred pe domnul doctor, e a doua oard cdnd imi spune cd nu stie ce diagnostic a iesit,
desi biopsia iese la doudzeci si unu de zile si a trecut o lund si jumdtate de cdnd mi-a luat-o» [G.C., bdrbat,
28 ani, cancer osos, stadiul IV, absolvent de liceu, somer]

Asadar, dubla legdturd determina aparitia sentimentelor de neincredere fatd de medic avand consecinte nega-
tive in motivarea pacientilor pentru continuarea tratamentelor.

in concluzie, cercetérile noastre au scos in evidenta faptul ca dubla legdturd medic-pacient, medic-familie poa-
te sd afecteze in final relatia medicului cu pacientul, ducand la aparitia sentimentelor de neincredere in medic si
deci si in tratamentele pe care acesta le prescrie. Faptul ca medicul ascunde pacientului adevarul pe care prefera

ol
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sa-I comunice familiei este interpretat de catre pacienti ca o dovadd a gravitatii bolii, careia medicul nu-i poate
face fata si apare scaderea credibilitatii medicului in ochii pacientului. Evolutia acestei boli necesita internari
numeroase si tratamente traumatizante, iar prezenta unui medic in care pacientul sa aiba incredere si la care sa
apeleze in momentele critice, este absolut obligatorie. Pierderea credibilitatii medicului il lasa pe pacient singur
sa se lupte cu suferintele, fara sa aiba un sprijin la care sa poata apela atunci cand nu mai poate face fata singur
situatiei.

De aceea, recomandam evitarea dublei legaturi in relatia medic-pacient si medic-familie cu comunicarea trep-
tatd a adevarului in ceea ce priveste diagnosticul si prognosticul in aceeasi masura pacientului si familiei, care sa
conduca la cresterea motivatiei pentru tratament pe de o parte dar si la cresterea calitatii vietii pacientului pe
de alta.
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LA LIBERTE DE PENSER : QUELLE AVENTURE

dr. Pierre Gelly, France

ABSTRAIT:

Laissons-nous aller a la pédagogie-fiction que Pierre Gelly nous propose ici, se promenant entre un vieux souvenir,
celui d’un « patron » qui posait vraiment cette question aux étudiants de son service (quelles seraient vos réactions
si une malade vous affirmait qu’elle est enceinte d’un chien) et une celle d’un conte ou plutét d’une fable pédago-
gique qui pourrait s’intituler: les trois étudiants,la femme enceinte et le chien. Vous reconnaitrez sans nul doute
I’étudiant balintien!

Un chef de service hospitalier faisait sa visite, accompagné de sa cohorte habituelle de médecins et de stagi-
aires. Devant une malade affirmant qu’elle était enceinte d’un chien, il eut la curiosité de connaitre, au-dela de
leurs connaissances la personnalité de ses étudiants, en leur demandant ce qu'ils pensaient de tels propos. Le
premier répondit tranquillement qu’une telle réalisation était tout a fait impossible comme toute grossesse inter
spécifique. Le deuxieme évoqua la folie de la dame. Celle-ci était certaine, la preuve en était apportée par ce
qu’elle affirmait. Il ne serait pas sensé de s’intéresser davantage a ses paroles. C'est méme pour cela qu’on a in-
venté les tests qui permettent de faire I'économie de I'écoute de telles insanités. Le troisieme avait la délicatesse
et la complaisance de s’intéresser aux paroles de ses interlocuteurs méme si ceux-ci n‘avaient pas les mémes
références culturelles, idéologiques et langagiéres. De méme, lors de ses voyages, il se préoccupait des meeurs
et des coutumes des pays visités sans se soucier d’établir une quelconque hiérarchie avec les ressortissants de sa
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terre natale. Il pensait que les modes de vie, les habitudes pouvaient expliquer en partie les croyances et les fan-
tasmes. Par exemple I'expression « il a été bien puni » pour rendre compte des différents malheurs qu’éprouvent
les humains renvoie aux convictions religieuses et a la notion de péché. A propos du chien qu’évoquait la patiente
pour décrire son état, cause de son séjour a I’'hdpital, il se souvint que parfois, il s'imaginait étre un malheureux
chien attaché a sa niche comme les aliénés d’antan entravés mais il n’aurait jamais osé s’exprimer ainsi : « je ne
suis qu’un malheureux chien en laisse incapable d’exprimer ce que je pense ». C'e(it été incongru et dangereux
pour sa réputation. En lisant un roman ou au spectacle, il comprenait et appréciait I'intrigue en se laissant aller
suivant les émotions qu’il ressentait. Dans sa relation a l'autre c’est la sympathie ou I'empathie qu’il éprouvait
qui lui permettait de saisir la subtilité de la personnalité de son interlocuteur. Il pouvait se mettre a la place d’une
femme enceinte en proie a un délire. Il pensait que cette dame espérait retenir I'attention de son entourage pour
en obtenir ce que I'on appelle des bénéfices secondaires, ignorant le prix qu’il lui faudrait payer ceux-ci. Apres ce
soliloque, il se contenta de s’exprimer ainsi : « il faudrait savoir ce qu’elle veut dire». « Je suis enceinte d’un chien
» est peut-étre une métaphore pour signifier sa détresse qui se réfere a ses préoccupations et a son histoire. Par
exemple, on peut garder a quelqu’un un chien de sa chienne, se plaindre de sa chienne de vie, étre un fils de chi-
en, ou proclamer que méme si les chiens aboient la caravane passe. Notre étudiant tentait de faire partager ses
impressions a son environnement. Il put au moins retenir I'attention de son patron ce qui était I'essentiel. Tout le
monde lui reconnaissait une originalité certaine mais pas beaucoup de sens pratique. Les commentaires du chef
de service furent les suivants :

Au premier stagiaire, il signifia que ses considérations n’étaient d’aucune utilité. Depuis bien longtemps tout
le monde savait, hormis certains délirants qu’une grossesse humaine ne pouvait étre induite par un animal. Pas
besoin d’invoquer Linné ni Darwin pour cela; c’est étaler sa science en pure perte.

Au deuxiéme, il reprocha d’avoir commis un sophisme. Il affirmait que cette femme était folle parce qu’elle se
croyait enceinte d’un chien et que si elle se croyait enceinte de cet animal, c’est parce qu’elle était folle.

Au troisieme il reconnut qu’il avait procédé a une véritable démarche scientifique sans pour autant préjuger
de sa valeur. Sa méthode était originale particulierement pour le milieu médical. Il s’était intéressé aux propos de
la patiente non pour les rejeter au nom d’une prétendue science objective et rationnelle, mais pour y trouver un
autre sens que celui qui semble évident au nom du sens commun. Il ne connaissait pas la complexité du chemi-
nement de son éléve mais en avait pergu les efforts. Comme il affectionnait les comparaisons hardies propres a
retenir I'attention il poursuivit : « penser librement est trés rare, trés difficile, tellement notre esprit est encombré
de bienséances pseudo-scientifiques entre autres, c’est comme I'amour débarrassé de ces préjugés qui est enfant
de Bohéme ». Dans les deux aventures, I'amour et la liberté, on risque de perdre son ame et sa vie mais que de
jouissance en perspective pour I'étre humain qui sait affronter les difficultés et I'adversité. Les théories sont
nécessaires a condition que ce soit des ouvertures et non des limites contraignantes. Ne vous hatez pas de répon-
dre a une question que vous vous posez car la réponse a celle-ci est la mort de la question comme disait Maurice
Blanchot. Il termina son discours par cette péroraison qui déconcerta son auditoire mais le satisfait visiblement. A
I'issue de cette matinée ce troisieme stagiaire conforté dans son originalité mais inquiet des perspectives qu’elle
lui promettait, rentra chez lui par le métro. Il y rencontra une belle étrangere ; « un trouble s’éleva dans son dme
éperdue » (Racine, Phedre). Il ne sut que dire, I'’ébauche d’un sourire ne fut pas suffisante pour amorcer une aven-
ture et elle disparut. Rentré chez lui il se consola en travaillant et en espérant d’autres jouissances.

*Articolul a fost publicat cu acordul redactorului sef aRevistei Societdtii Medicale Balint din Franta prin preluare
din nr. 53/2007 al Revistei
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DIRECTII RECENTE IN CERCETAREA
PSIHOSOMATICA

Laura Poanta, DL Dumitrascu

Clinica Medicala 2, Universitatea de Medicind si Farmacie luliu Hatieganu Cluj Napoca

REZUMAT:

Acest articol reprezintd un sumar al celor mai interesante lucrdri publicate la Conferinta Europeand de Psihoso-
maticd, Zaragoza 25-28 iunie 2008. Sunt prezentate date noi din domenii consacrate de cercetare si noi domenii
de investigatie.

ABSTRACT:

This paper reviews the most interesting contributions to the European Conference on Psychosomatic Research,
Zaragoza 25-28 June 2008. New data from established research fields as well as brand new directions are summa-
rized here.

in luna iunie a acestui an a avut loc in Zaragoza, Spania, cea de-a douszeci si opta Conferintd Europeand de
Medicind Psihosomaticd, in paralel cu Congresul Anual al Societdtii Spaniole de Medicind Psihosomaticd si cu Me-
etingul Anual al Asociatiei Europene de Psihosomaticd si Psihiatrie de legdturd.

Temele abordate au fost complexe si variate, pe masura prestigiului acestor trei evenimente desfdsurate
concomitent.

Asa numita psihiatrie psihosomatica a fost o tema mult discutatad, psihiatria de legatura fiind acceptata deja in
Statele Unite ale Americii ca si o subspecialitate a psihiatriei (de citre American Board of Medical Specialities). in
Europa exista inca o serie de controverse legate de rolul si de taxonomia acestor ramuri ale psihiatrei moderne.

Psihiatria de legatura (liaison psychiatry), numita in literatura anglo-saxona si consultative psychiatry sau con-
sultation-liaison psychiatry (C-L psychiatry), este o ramura a psihiatriei care actioneaza ca o interfata intre medi-
cind si psihiatrie, fiind de obicei aplicata in spitale sau ambulatorii de specialitate. Are mai multe zone de overlap
cu alte ramuri ale medicinii, cum ar fi medicina psihosomatica sau neuropsihiatria. Consultul are loc atunci cand
medicul curant afla problemele de natura psihiatrica ale pacientului internat pentru o problema medicala. Echipa
medicilor psihiatri actioneaza ca o legdturd intre pacient si medicul sau curant.

Se subliniaza faptul ca tratarea problemelor complexe de natura psihologica si psihiatrica, asociate adesea la
pacienti cu bolile acute sau cronice medicale de care sufera, necesita experienta specializata, astfel incat terme-
nul de psihiatrie asociat psihosomaticii, in aceasta perspectiva, este binevenit si destul de explicit.

Statutul actual al medicinii psihosomatice a fost abordat de mai multe prezentari, subliniindu-se faptul ca
aceasta a evoluat in paralel cu dezvoltarea medicinii in general, a complexitatii acesteia, dar si cu intelegerea
faptului ca legatura trup/suflet/spirit este indestructibila (1,2).

Bolile cronice se asociaza adesea cu afectinui psihice, uneori grave, ce trebuie diagnosticate si tratate cu
deosebita atentie, deoarece impactul individual si social al acestora este mare. Cercetatorii iranieni au descris
co-morbiditatile psihiatrice ale pacientilor cu boli cronice de piele, precum si motivele prezentarii la cabinetul de
psihiatrie de legatura, pe locul intai situandu-se tulburarile cognitive si cele de dispozitie, mai ales cele corelate
cu abuzul de psihotrope (3, 4). Cercetatorii germani au analizat cauzele prezentdrii la consultatie in servicii de
psihiatrie de legaturd si ambulatorul de specialitate al unui centru de medicina psihosomatica, existand o serie
de diferente semnificative legate de sex, nivelul de instruire si diagnostic. (5)
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Co-morbiditatile psihiatrice la pacientii internati in clinicile medicale cu diverse diagnostice prelungesc peri-
oada de internare si au impact negativ asupra vindecarii acestora. Ghidurile in psihiatria de legdtura ar putea fi
importante pentru practica medicald, cu mentiunea ca ele trebuie adaptate de la tara la tard, tindndu-se cont de
o serie de factori. (6)

Depresia la pacientii cu simptome inexplicabile (in special durerea) a fost de asemenea abordata. Acest dia-
gnostic este adesea trecut cu vederea, in special la cei cu durerere cronica de etiologie incerta, si este asociat
de cele mai multe ori cu scaderea calitdtii vietii, doveditd prin chestionare validate (7). Acelasi grup de studiu a
abordat problema si invers, adica a studiat prevalenta durerii, de etiologie cunoscutd sau nu, la pacientii tratati
pentru depresie.

Se pare, pe de alta parte, ca pacientii cu depresie la externare au o prevalenta mai mare a anomaliilor biochi-
mice si hematologice (8). Un studiu arata cd la pacientii cu depresie majora consilierea interpersonala poate fi la
fel de eficienta ca si inhibitorii selectivi ai serotoninei (9).

Retardul psihomotor la cei cu depresie este expresia unor miscari reduse ca frecventa si ca amplitudine, sinu a
bradikineziei (cum este cazul pacientilor cu boala Parkinson), deci mecanismele sunt diferite, la fel si posibilitatile
de interventie terapeutica. (10).

Depresia la bolnavii cu boli reumatologice cronice este de asemenea frecventa. La pacientii cu sclerodermie,
fibromialgie sau poliartrita reumatoida, au fost analizate simptomele depresiei cu ajutorul chestionarelor valida-
te, iar rezultatele arata prevalenta crescutd a acesteia, corelata cu lipsa suportului familial, durerea cronica de
intensitate mare sau impotenta functionala (11).

S-a vorbit si despre calitatea vietii si suportul social la pacientii cu depresie internati in clinicile medicale (12),
precum si despre afectiunile de natura psihiatrica ale pacientilor varstnici (peste 65 de ani), care tind sa constitue
un grup populational din ce in ce mai mare si cu nevoi specifice (13).

Suferinta cronica, studiata la pacientii cu diverse patologii, ca de exemplu lupusul eritematos sistemic, ar pu-
tea ajuta Sinele sa se dezvolte, spun cerectatorii, in locul reactiei mai frecvente de perceptie negativa si al inefici-
entei fenomenelor de coping, ceea ce ar usura mult suferinta celui afectat; pe de alta parte, suferinta pacientului
este individualizata si ar trebui consideratd si abordata ca atare (14). Un studiu spaniol a urmdrit sa analizeze
validitatea chestionarului lllness Behavior Questionnaire, prin prisma relatiei dintre depresie si comportamentul
anormal fata de boald, la un numar de pacienti internati in sectii de medicind internd. Se pare ca scorurile mai
mari de depresie la externare coreleaza pozitiv cu mortalitatea mai crescuta (15, 16).

Bolile cronice se asociaza si cu alexitimie, ce a fost studiata la cei cu lupus eritematos sistemic si cu urticarie
cronica (17), dar si la cei cu suferinte functionale gastrointestinale sau boli inflamatorii ale tubului digestiv (la
acestia din urma corelatia fiind mult mai slaba) (18).

S-a discutat si despre importanta abordarii psihologice a pacientilor supusi interventiilor chirurgicale pentru
scadere ponderald, avand in vedere complexitatea problemelor postoperatorii (nu in ultimul rand de natura
psihologicd); acesti pacienti au nivele mai crescute de anxietate si depresie, si o serie de tulburari alimentare
ce trebuie combatute sistematic (19). Tulburdrile de alimentatie sunt studiate mai ales la femeile tinere, dar nu
trebuie neglijati nici barbatii, la care ar putea fi mai frecvente bulimia si obezitatea (20).

Nu au fost uitati nici cei fara adapost (21), asupra carora se orienteaza programul Sense-Sostre din Barcelona.
Datoritd fenomenului deloc de neglijat al imigrarii, psihiatria transculturald a cunoscut in ultimii ani o dezvoltare
importanta. Cel mai frecvent intalnit diagnostic la pacientii imigranti care solicita ajutorul serviciilor specializate
de psihiatrie este cel de tulburarea de acomodare (adjustment disorder) (22). Tot de fenomenul imigrarii se ocupa
si cerectatorii unui studiu care aratd ca somatizarea este mai frecventa la imigranti decat la nativii italieni, esti-
marea realizandu-se cu ajutorul chestionarului Bradford Somatic Inventory (23).

S-a abordat si problema impactului diagnosticului de cancer de san asupra calitatii vietii individuale si intrafami-
liale, precum si modalitatile de interventie disponibile medicilor (24); de asemenea, problema relatiei infertilitate-
stres (anxietate si/sau depresie), care este controversata, dar suscita tot mai mult interesul specialistilor (25).

Diagnosticul de cancer are un impact deosebit asupra vietii de familie, nu doar asupra individului. Dar acest
impact poate fi si pozitiv, de ,crestere” individuald. Unele studii arata ca schimbarile pozitive apar si la sotiile celor
cu diagnosticul de cancer in sfera ORL (26).
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Despre importanta medicinii psihosomatice in tratamentul pacientilor cu boli cardiovasculare s-a vorbit in
mai multe studii. Anxietatea si depresia au fost principalele elemente patologice vizate la cei cu boald coronaria-
nd, iar interventiile de tip terapie cognitiv-comportamentala au redus semnificativ scorurile obtinute de pacienti.
Alte tinte ale interventiilor ar putea fi inhibitia sociald si mecanismele de coping (27). Dintre simptomele depre-
siei, asociate cu morbiditate si mortalitate mai crescute, retinem anhedonismul, oboseala cronica si scalele de
cognitie de tip depresiv (28).

Personalitatea de tip hipertensiv este o notiune importanta a medicinii psihosomatice, bazata pe numeroase
studii care demonstreaza asocierea anxietatii si depresiei la hipertensivi, in proportie mai mare decat in populatia
generala (29).

Ca siin multe alte tdri europene, si in Germania se preferd transplantul de organe de la donator in viata, intre
rude compatibile, din motive clar altruiste. S-a discutat despre conflicetele psihologice posibile intre donator,
receptor si familiile acestora, motivele fiind diferite, de la accentuarea unor conflicte maritale preexistente, pana
la culpabilizarea refuzului de a dona sau a incompatibilitatii de organ (30).

Mai multe studii prezentate au abordat aceasta tema a transplantului de organe, atat din perspectiva dona-
torului, cat si din cea a receptorului, deoarece impactul diagnosticului sever care impune transplantul, apoi al
interventiei chirurgicale propriu-zise si al vietii de dupa transplant, necesita un suport psihologic specializat si de
lungd duratd, co-morbiditatile psihiatrice fiind redutabile.

O altd tema abordata a fost cea a stresului profesional la medicii tineri — medici rezidenti, |a care, desi la ince-
put de carierd, prevalenta sindromului de burnout este mare. Asocierea cu stresul psihologic si lipsa de satisfactie
la locul de munca este evidentd. (31, 32). S-a discutat si despre influenta scorurilor mai mari pentru depresie,
obtinute la Job Content Queastionnaire aplicat medicilor sanatosi, asupra variabilitatii frecventei cardiace, care
este un binecunoscut factor de risc pentru morbiditatea si mortalitatea cardiovasculara (33).

Activitatea grupurilor Balint a fost abordata de cercetatorii germani, care arata ca aceste grupuri sunt deja in-
tegrate in medicina generala si in psihoterapie, dar constituie o problema de interes pentru multe alte specialitati
medicale. Ideile lui Michael Balint au fost preluate si adaptate medicinii moderne si cerintelor zilelor noastre (34).

O alta tema interesanta a fost aceea a plansului ca mecanism de adaptare (coping), din perspectiva traditiei
conform careia plansul este ,sdndtos”. Problema daca plansul este intr-adevar un mecanism util de coping, daca
poate elibera individul de stres, sau daca inhibarea plansului paote fi cauza unor boli, a fost abordata de un grup
de cercetatori olandezi si americani. Concluzia lor a fost ca studiile existente sunt contradictorii sau lipsesc cu
desavarsire, astfel incat nu pot fi formulate concluzii convingatoare. Relatia plansului cu depresia este mai putin
clara, fiind necesare studii viitoare care sa transeze aceste probleme (35).

Consilierea interpersonala (o forma de psihoterapie interpersonald) a fost analizata din perspectiva istorica,
din anul 1987 pana in prezent. Toate studiile au ardtat beneficiile acestui tip de psihoterapie, care ofera un suport
emotional real si ajuta pacientul sa isi fixeze anumite teluri; dar sunt, in acelasi timp, necesare altele noi, in viitor,
mai corect randomizate, pentru a confirma rolul acestei metode in depresia majora (36).

Nu in ultimul rand, deprinderea aptitudinilor de comunicare medic — pacient trebuie reevaluata si repusa
in drepturi. Comunicarea medic-pacient este deosebit de importanta, dar adesea neglijata; se promoveaza din
ce in ce mai activ studierea ei in cadrul pregatirii profesionale a medicilor. Cuprinde schimbul de informatii me-
dic-pacient, anamneza cazului, comunicarea diagnosticului, suportul psihologic, construirea increderii. Hipocrate
credea ca ,succesul (unui terapeut) depinde in primul rénd de cuvdnt, si doar pe urmd de plantd sau cutit”. De
atunci, medicina s-a dezvoltat, posibilitatile de investigare au evoluat spectaculos, dar contactul interuman este
n continuare (sau ar trebui sa fie) in centrul procesului complex de diagnosticare si tratare a unei boli, iar medicul
nu trebuie sa cada in capcana dezumanizarii, robotizarii medicinei moderne (37).
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S YOUR DOCTOR A BALINT DOCTOR?

John Salinsky, GP in London; Balint group leader

ABSTRACT:

The author tries to emphasize how the medical doctor practicing the Balint group work has a better approach
towards difficult patients.

Key words: reactions to the feelings; being sensitive; relationship over time; Freud: love & work; interviewing in
depth; breaking new ground; training.

REZUMAT:

Autorul incearcad sa sublinieze in ce mod medicul care este inclus in activitatea de grup Balint poate aborda mai
bine pacientii dificili.

Cuvinte cheie: reactii provocate de sentimente; a fi sensibil; relatii dezvoltate in timp; Freud: iubire si muncd; ches-
tiondnd in amdnuntime; deschizdnd cdi noi; formare.

Those of us who have been in a Balint groups for years know from our own experience how it has helped us:
e We have somewhere to go to tell our stories

e We have a sympathetic audience who will know what our work is like

e They will not laugh at us or make us feel small because of our mistakes

¢ They will give advice what to do — and we will take no notice

e They will have new ways of looking at the patient: different reactions to the feelings.

¢ We will come away with some new insights

e We have a wise leader who can hold the whole thing together and enable the process to work.

Research also shows that as a result of being in the group

e We are more patient with difficult patients

e We are less likely to get ‘burned out’ and retire too early.
e We are better at tolerating uncertainty

e We are more psychologically minded.

But what about the patients?

There seems to be very little research about what patients think about Balint or whether having a Balint doctor
makes any difference to them.

Can patients tell whether their doctor is a Balint doctor? It used to be easy in the 1950s:

The Balint doctor would be the one who listened to you carefully and then told you that your sore throat was
a result of your unconscious sexual problems. He would then invite you to come for an hour’s psychotherapy.

Nowadays Balint doctors are less eager to make interpretations. They try to be sensitive GPs rather than ama-
teur psychotherapists.

From the patient’s point of view

If you have a Balint doctor — does it make a difference?

How would you know?

How would a research project try to find out?
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METHODS

Should we study a single consultation on video? This is now used for training young family doctors in Britain
and assessing their skills.

But Balint is really about a relationship over time, so one consultation would not be enough.

My suggestion is that we study some patients who have a ten-year relationship with their doctor.

We should ask some questions about what happened over those ten years.

And compare some Balint trained doctors with a control group matched for age, sex, etc

What would we look for?

First of all we might look for objective criteria:

Do the Balint doctor’s patients live longer?

Do they make fewer visits to the doctor?

Do they lose their symptoms: headaches, back pains, coughs, skin rashes etc

Do they feel better emotionally with less depression and anxiety?

Do they have more fulfilled lives: Freud said that the essential features of a good life were love and work: liebe
und arbeit. That might mean they have a worthwhile and enjoyable job and a good sex life. | will change that to
a good loving relationship with a long-term partner —and a good sex life.

Of course these effects might not be due to the doctor: all sorts of other things happen to affect people’s lives
outside the consulting room.

We could ask the patients what they thought about their doctor: the Subjective criteria.

In regard to the doctor, a patient might feel that he or she:

Listened to me

Showed empathy

Spent time with me

Understood me

Was interested in my family and my life

Helped me to understand myself

Was kind and gentle

Made me think about how | needed to change my life

You can think of lots of other things.

WHAT WOULD WE FIND?

If we tried to express our results quantitatively: probably not very much.

The numbers of patients would be too small for statistical power and we would lose the fine detail. We would
have no surprises about what goes on between doctors and patients.

| think it would be better to use qualitative methods, which means interviewing the patients in depth and
letting them talk freely. We would be looking for certain criteria but we might find other things going on which
we had not thought of. That is what | mean by surprises. And we would be breaking new ground. | don’t think
anyone has ever asked the patients what they think about Balint before. Did you know your doctor sits in a little
group with eight other doctors and a leader every week? And she talks about you and what a difficult person you
are. What do you think about that?

We might find out that having a Balint doctor makes a difference to the patient.

We might also find that some non-Balint doctors are doing wonderful things too.

Some doctors are naturally good at human relationships and perhaps don’t need our training. Is that hard for
us to accept? It may be that Balint training doesn’t make us the best doctors — just better than we would have
been without it. In other words, it helps us to be a ‘good enough’ doctor. If we do this research we might not
end up proving that Balint is best but we would have a wonderful time and learn a lot about the richness of the
relationships between all sorts of doctors and all sort s of people.

| think we should start now!

69



/0

ANUARUL ASOCIATIEI BALINT, VOL. I. 2010

CORELATII INTRE VULNERABILITATEA LA
SINDROMUL BURNOUT, STRATEGIILE DE
COPING SI COMPORTAMENTELE CU RISC

LA MEDICII DIN SERVICIILE DE MEDICINA
PALEATIVA?

Lect. univ. dr. Ovidiu Popa - Velea, stud. Anis Abu Ayyach, stud. Bogdan Cernat, stud. luliana
Pantelimon, U.MF. “Carol Davila" - Bucuresti

ABSTRACT:
This study examined the comparative incidence of burnout syndrome, risk behaviors and use of coping strategies
of doctors working with incurable patients in several representative Romanian palliative services.
34 doctors, dealing with incurable adults, 32 dealing with incurable children and 36 controls were tested using
COPE questionnaire, Maslach Burnout Inventory and an own questionnaire assessing risk behaviors, such as smo-
king, alcohol consumption and work overload. Doctors working with incurable cases had a much more substantial
use of emotion-centered strategies, such as positive reinterpretation, mental and behavioral disengagement, focus
on emotions, denial and religious coping (p < 0,05). Denial, mental disengagement and religious coping were espe-
cially prevalent in doctors dealing with children with incurable diseases, compared to other two groups (p < 0,05).
Heavy smoking (over 15 cigarettes / day) was significantly higher in doctors dealing with incurable adults. The bur-
nout score was higher in both groups of doctors dealing with incurable patients, compared to the control group.
The results of this study show a high inefficiency of Romanian doctors from palliative services in dealing with
daily professional stress. This suggest that supplementary actions (including psychotherapeutic assistance and
active screening for burnout) are needed, in order to assure a better quality of life and work performance of these
doctors.

Medicina centrata pe client (MCC) reprezintd o tendinta cu o neindoioasa crestere a rolului sau din ultimii ani
in cadrul metodologiei terapeutice si cu o sumd remarcabila de beneficii in evolutia bolilor acute si cronice.
Dupa unii autori (Gibson et al .,2003; Partridge et al.,2000; Guadagnoli et al .,1998; Beaver et al ., 1999; Kenny et
al.,1999), MCC nu numai ca raspunde cerintelor actuale ale pacientilor, dar s-a demonstrat a fi mai eficientd in
ceea ce priveste prognosticul medical in comparatie cu conceptiile clasice, subsumate termenului de ,medicind
centratd pe boald”.

Cu toate acestea, implementarea , eroicd” a MCC (de exemplu nu in cadrul unei echipe de profesionisti, si / sau
fard a fi dublata de asistenta psihologica a medicului care o oferd) poate scadea randamentul profesional si chiar
duce la imbolnavire, in special la medicii din cadrul unor sectii ,sensibile”, care se confruntd frecvent cu moartea
sau invaliditatea, cum este si cazul celor din sectiile de ingrijiri paleative. La acesti profesionisti se constata relativ
frecvent aparitia sindromului burnout, o conditie descrisad pentru prima datd de Maslach si Jackson (1986), ca
fiind , 0 stare de epuizare constantd rezultatd din expunerea repetatd la diferite episoade nepldcute, fard o reald
posibilitate de evitare a acestora”.
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Sindromul burnout ar cuprinde, dupa aceiasi autori, trei componente :

e Epuizarea emotionald, manifestd ca senzatia de , irosire” mentala si fizica, sau ca sentimentul de neputinta
n adunarea resurselor necesare depasirii unei situatii problematice, sau de “fortare a unei limite”;

e Depersonalizarea: se manifesta de obicei printr-o alterare a abilitatii profesionale a medicului de comuni-
care cu pacientul sau apartinatorii sdi. Printre atitudinile comune caracteristice depersonalizarii se intal-
nesc frecvent comportamentul rece, cinic, ironic sau nepasarea fata de nevoile emotionale ale pacientului;

e Tendinta de diminuare a perceperii realizdrilor personale: se traduce printr-o scadere a sentimentelor de
implinire (fulfillment) in domeniul de activitate, cu existenta sentimentelor de inutilitate, scaderea incre-
derii in sine, esec profesional si demotivare.

inclinatia personalului din cadrul servicilor de medicina paleativ de a dezvolta sindromul burnout a fost amin-
tita in numeroase articole (Bellani & Furlani ,1996; Riordan & Saltzer, 1992; Ross & Seeger, 1988; Strathdee et al.,
1994 ; Tacrk et al.,1993) si este justificata de specificul conditiilor stressante de lucru din aceste servicii, caracte-
rizate prin :

e imposibilitatea de a vindeca;

e expunerile repetate la incapacitate, moarte si doliu;

¢ sentimentele de pierdere;

e teama legata de atasamentul exagerat fata de pacient, urmat de pierderea acestuia;

e tensiunile psihice generate de alte afectiuni conexe;

¢ lipsa medicamentelor adecvate sau a eficacitatii reale a acestora;

¢ dependenta emotionald (explicita sau implicitd) a bolnavilor;

¢ manifestdrile clinice ale bolii insasi (ex.durerea);

e schimbarile neprevazute ale evolutiei unei boli incurabile, chiar tratate.

Semnele ,de alarmd” ale sd. burnout cuprind (dupa Meier et al ., 2001):

e comportamente precum evitarea pacientului / apartinatorilor, incapacitatea de comunicare despre caz
Tmpreuna cu colegii de lucru, remarci agresive / umilitoare la adresa pacientului, agitatie fizica la vederea
pacientului sau apartindtorilor sai, insuficienta urmarire a protocolului terapeutic al bolnavului;

e sentimente negative la adresa pacientului (furie, dispret, frustrare, sentimentul de hartuire / monopoliza-
rea de catre pacient ) sau, la adresa sa insdsi (mustrare, invinovatire, supraincarcare).

in afara acestora, alte manifestari relativ frecvente in sd. burnout cuprind si lipsa atentiei ,evitarea sau ama-
narea tratamentului, violarea intimitatii pacientului, observatiile discordante cu starea pacientului, incapacitatea
/ dezinteresul de a fi empatic.

Din pacate, sd. burnout are in general consecinte psihologice directe si importante asupra pacientilor incura-
bili, ca de exemplu anxietatea crescutd, atacurile de panica, tulburarile de somn si abuzul de tranchilizante (Be-
nett et al.,1991). Nevoia de suport psihologic suplimentar a acestor pacienti este adesea nesatisfacuta. Frecvent
starea obiectiva a pacientilor victime ale acestor tratamente se deterioreaza.

OBIECTIVELE STUDIULUI

Acest studiu a examinat incidenta sindromului burnout, a comportamentelor de risc si folosirea strategiilor de
coping la medicii care ingrijesc pacienti incurabili in cateva spitale reprezentative din Romania, cum ar fi Spitalul
Coltea, Spitalul Clinic Universitar Bucuresti sau Spitalul Clinic Fundeni.

Ipoteza noastra a fost ca scoruri mari ale incidentei burnoutului se vor obtine la medicii care lucreaza cu o do-
minanta paleativa a cazurilor, in comparatie cu cei care au un profil ,normal” de pacienti, iar acest lucru ar putea
fi corelat cu insuficienta strategiilor lor de coping si cu o incidenta crescutd a factorilor de risc.

Participantii la studiu au fost 66 de medici care lucreaza in serviciile cu o accentuata dominanta paleativd a
serviciilor (din care 34 lucrau cu adulti si 32 cu copii), in timp ce 36 de medici au facut parte din lotul de control.
Toti au fost testati cu ajutorul testelor COPE, Maslach Burnout Inventory si cu un un chestionar propriu referitor
la factorii de risc cum ar fi fumatul, consumul de alcool si suprasolicitarea profesionald. Experienta maximd a me-
dicilor care lucreaza in serviciile paliative a fost in toate cazurile mai mare de 7 ani, cu o medie de 14,12 (adulti)
si 16,92 (copii).
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MATERIAL

Inventarul de Burnout Maslach (Maslach Burnout Inventory, MBI) (Maslach & Jackson, 1986) contine 22 de
itemi, divizati Tn trei subscale care evalueazda componentele principale ale burnoutului (epuizarea emotionald
(EE), depersonalizarea (DP) si respectiv scaderea sentimentului de implinire personala (PA)). O incidentd mare a
burnoutului este indicatd de valori crescute obtinute la scalele depersonalizarii si epuizarii emotionale si de valori
scazute la scala implinirii personale (acesti din urma itemi fiind cotati invers). 8 itemi sunt dedicati PA, 9 - EE si
5 - DP. Itemii traduc frecventa cu care medicul experimenteaza aceste trairi, pe o scala de la 0 la 6 (0 insemnand
,hiciodatd” si 6 - ,in fiecare zi”).

Chestionarul COPE (Carver, Scheier si Weintraub, 1989) este un test de 60 de itemi, conceput sad evalueze o
multitudine de raspunsuri de coping. Este alcatuit din 15 scale, corespunzator a 15 strategii (mai mult sau mai
putin adaptative) de coping: reinterpretarea pozitiva, dezangajarea mintald, concentrarea pe emotie, folosirea
suportului social instrumental, folosirea suportului social emotional, umorul, copingul activ, represia, abuzul de
substante, acceptarea, supresia altor activitati concurente, planificarea si copingul religios.

Chestionarul propriu pentru evaluarea comportamentelor cu risc este alcatuit din 12 intrebari, care vizeazd 4
factori dovediti ca reprezentand un risc major pentru sandtate: abuzul de alcool, fumatul, tulburarile de somn si
dieta inadecvata. Fiecaruia dintre aceste comportamente fi este destinat un numar de intrebari, iar raspunsul la
fiecare intrebare a fost cuantificat cu un scor de la 0 la 5. Au fost calculate apoi scorurile totale si partiale pentru
fiecare comportament cu risc.

Exemple de intrebdri:

. Cit de mult fumati/beti?

o Fumati/beti mai mult acum, decat inainte de a va incepe profesia medicala?

o Dormiti bine?

o Mancati de obicei mai mult cdnd sunteti stressat/a?

o Mancati regulat in fiecare zi?

ANALIZA STATISTICA

Pentru analiza statistica am folosit programul SPSS, versiunea 14.0, bazat pe normalitatea distributiei datelor,
fapt testat in prealabil cu ajutorul testului Kolmogorov-Smirnov. Pentru a evalua efectele asupra burnout a copin-
gului, variabilelor demografice si al comportamentelor cu risc, au fost aplicate testul Student t si respectiv testul
de analiza a variantei ANOVA. Relatiile intre variabilele de mai sus si burnout au fost examinate folosindu-se coe-
ficientii de corelatie ai lui Pearson. Contributia relativa a diferitilor factori asupra burnoutului a fost evaluata fo-
losindu-se analiza de regresie lineara ierarhica. Toate testele au fost efectuate la un nivel de semnificatie p < 0.05.

REZULTATE
Pot fi sintetizate in doua sectiuni separate:
. Date descriptive
Tabel 1 Caracteristici ale grupurilor studiate

Medicind paleativa | Medicind paleativa
(adulti) (copii) Lot de control
(n=234) (n=232) (n=136)
Mediana 40 40 43
Varsta (ani) M.edie 41,3 43,2 44,8
Min. — Max. 27-52 36-59 29-63
Masculin 20 20 18
Sex Feminin 14 12 14
Ani de experienti Medie 17,31 17,37 18,54
(SD) (8,63) (1,76) (13,83)
Rata de raspuns (%) 58,82 56,25 72,22
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Se remarca experienta relativ indelungata cu pacientii, a medicilor din toate cele trei loturi. Acest lucru este
important de luat in vedere atunci cand studiem sindromul burnout, deoarece manifestarile acestuia apar de
regula cumulativ, dupa o perioada indelungata de expunere la un context stressant.

Observam, de asemenea, rata superioara de raspuns la pacientii din lotul de control, fapt care poate fi inter-

pretat si ca fiind un reflex al negarii epuizdrii profesionale de catre medicii din primele doua loturi.

[l. DATE STATISTICE:
Tabel 2. Scoruri MBI (in paranteza, SD)
Medicina palea-
tiva (adulti) Medicina palea- Lot de control
(n=34) tiva (copii) (n = 36)
(m=32)
Epuizare emotionala Medie 18,74** 26,44** 7,68**
(SD) (7,12) (9,33) (2,46)
Depersonalizare Medie 9,65* 14,23** 4,22%*
(SD) (4,55) (6,54) (1,98)
Sentimentul de implini- | Medie 22,60 19,44 29,60
re personala (SD) 9,12) (7,64) (11,3)

* p<0.05 **p<0.01

Datele ne arata o agregare superioara a doua dintre componentele burnout la medicii care furnizeaza servicii
de medicind paleativa, comparativ cu lotul de control. Diferentele sunt semnificative in special in ce priveste lotul

de medici care trateaza copii.

in privinta folosirii diferitelor strategii de coping, distributia acestora a fost urmatoarea:

Tabel 3. Scoruri COPE (Strategii de coping)

Medicind paleativdMedicina paleativa Lot
Strategie de coping (adulti) (copii) de control
(n=34) (n=32) (n=36)

Reinterpretare pozitiva Medie (SD) 11,01* (3,12) 8,98* (4,02) 4,76 (1,83)
Suport social instrumental Medie (SD) 6,26 (2,74) 4,73 (1,92) 7,54 (2,54)
Coping activ Medie (SD) 6,02 (1,83) 5,52 (2,01) 8,24 (3,22)
Negare Medie (SD) | 9,65%* (2,22) 11,94%* (3,76) 3,75 (1,14)
Coping religios Medie (SD) 9,41%* (3,01) 12,92%* (4,02) 5,73 (1,76)
Umor Medie (SD) 4,87 (1,13) 3,74 (1,76) 5,02 (1,87)
Dezangajare mintala Medie (SD) 8,38 (2,56) 9,02* (2,33) 6,22 (2,11)
Represia Medie (SD) 7,45 (3,44) 8,33 (2,44) 6,36 (1,44)
Suport social emotional Medie (SD) | 10,34%* (2,56) 12,03%* (3,55) 6,32 (1,87)
IAbuzul de substante Medie (SD) 5,76 (1,44) 6,03 (2,01) 3,85 (1,32)
/Acceptarea Medie (SD) 8,33* (2,60) 7,24 (4,22) 4,87 (2,46)
Supresia altor activitati concurente Medie (SD) 5,62 (3,12) 4,93 (2,54) 7,84 (2,88)
Planificarea Medie (SD) 3,55 (2,12) 4,02 (2,46) 5,37 (2,33)

*p < 0,05; ** p < 0,01
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Diferentele semnificative statistic se inregistreaza la nivelul a 4 parametri: reinterpretarea pozitiva, utilizarea
negdrii, a copingului religios si a suportului social emotional (toate mai accentuate la nivelul medicilor din servi-
ciile paleative). Exista unele diferente sensibile si intre medicii care trateaza adulti, respectiv copii (spre exemplu
la nivelul celor care utilizeaza copingul religios, mai accentuat la acestia din urma).

in privinta asumarii de comportamente cu risc, distributia a fost urmatoarea:

Tabelul 4. Scorul la comportamentele cu risc

Medicina palea-
tiva (adulti) Medicina palea- Lot de control
(n=34) tiva (copii) (n=36)
(n=232)
Consumul de alcool Medie (SD) 4,55 (1,12) 3,74 (1,11) 4,02 (1,76)
Fumatul excesiv Medie (SD) 7,22% (2,33) 3,55(1,34) 3,12 (1,13)
Tulburari de somn Medie (SD) 5,01 (1,94) 6,02 (2,87) 4,03 (2,66)
Dieta inadecvata Medie (SD) 5,88 (2,12) 5,73 (2,66) 4,93 (2,98)

*p<0,05.

Se observa faptul ca diferentele nu au semnificative, cu exceptia fumatului excesiv, mai frecvent la medicii din

primul lot.

Analiza corelatiilor dintre toate variabilele incluse in studiu este aratata in tabelul 5. Dupa cum se observa,
scorul MBI se coreleaza maxim cu tendinta subiectilor la coping religios, negare si cu comportamentele cu risc, si

negativ cu mecanismul de acceptare.

Tabelul 5. Coeficientii de corelatie Pearson intre scorurile COPE,
scorurile la comportamentele cu risc si scorul burnout
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Scorul Ia
Factor Scor | Reinter- | Negare | Coping SS Dezan- Accep- | comporta-
MBI | pretare religios | emotio- | gajare tare mentele cu
pozitiva nal mintald risc
Scor MBI -
Reinterpre- 19 )
tare pozitiva )
Negare 37% .14 -
Coping | 3 17 -
religios
SS emofi- 2 | 29 12| 36 -
onal
Dezangajare 28 17 24 26 22 -
Acceptare .14 18 -.45% 35% 24 A1 -
Scorulla )3y 1 g9 39% 12 17 26 14
comp.cu risc -

in privinta contributiei diferite a unora sau altora dintre variabile la predictia variantei burnout, rezultatele
sunt sintetizate in tabelul de mai jos:
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Tabelul 6. Regresia ierarhica lineara pentru predictorii burnout

Bloc de L , Cresterea R’
predictori Predictori p P R’ corectat corectat
Varsta 0,14 0,13
Yarlablle Sex -0,22 0,07 0.06 0.06
biografice ; .
Ani de experienta -0,09 0,18
Strategii de Active 0,21 0,05
coping  |pasive 20,24 0,02 0,29 0,23
Comportamentele cu risc 0,19 0,12 0,35 0,08

Aceste rezultate ne aratd ca in ierarhia contributiilor la varianta burnout, cea mai mare contributie o au strate-
giile de coping (23%). Comparativ, factorii biografici (varstd, sex, ani de experienta profesionald) sunt responsabili
de un procent mult mai mic de varianta (6-8 %). La fel se intampla si cu comportamentele cu risc (8%).

Totusi calculele de mai sus explica in total doar aproximativ 35% din varianta burnout.

DISCUTII

Rezultatele studiului arata o reala prevalenta ridicata a sindromului burnout la medicii care trateaza cazuri de
medicind paleativa (fie adulti sau copii). Scorurile burnout, exprimate prin rezultatele la testul MBI, au fost statis-
tic semnificativ mai mari la acesti subiecti, comparativ cu lotul de control.

Rata de raspuns la test a fost mai mica la ambele grupuri de subiecti (medicind paleativa - adulti (58,82%),
respectiv medicina paleativa - copii (56,25%)), comparativ cu lotul de control (72,22%), lucru ce poate fi explicat
prin prevalenta sporita a negarii, ca mecanism de aparare, la medicii din primele doua grupuri, ca si prin posibila
incapacitate de autocunoastere si / sau de exprimare a propriilor emotii. Totusi, probabil ca doar un studiu sepa-
rat ar putea furniza raspunsul la intrebarea legata de lipsa de rdspuns a aproape 40% din subiecti.

Medicii care lucreaza cu cazuri incurabile au folosit mult mai substantial strategiile de coping bazate pe negare
sau pe folosirea, uneori intr-o maniera autodistructivad sau iluzorie, a compartimentului lor emotional. Printre
strategiile preferate de subiecti s-au aflat reinterpretarea pozitiva, negarea, copingul religios, dezangajarea, ac-
ceptarea, cautarea de suport emoional, cu diferente minore intre grupuri (spre exemplu dezangajarea a fost mai
frecventa la cei care tratau copii, iar acceptarea la cei care tratau adulti). Scorul burnout s-a corelat semnificativ
cu utilizarea negarii sau cu asumarea comportamentelor cu risc, desi acestea din urma au fost semnificativ cres-
cute doar la un singur grup (medicina paleativa — adulti) si s-au exprimat intr-un singur comportament (fumatul
excesiv, de peste 15 tigdri pe zi).

in privinta posibililor predictori ai burnout, cei mai importanti s-au dovedit a fi strategiile de coping (23%), fapt
ce poate avea mai degraba implicatii pozitive, avand in vedere ca strategiile de coping sunt susceptibile de a fi
imbunadtatite prin educatie sau, in cazuri selectionate, prin psihoterapie. Totusi, faptul ca doar 35% din varianta
burnout poate fi explicata de variabilele luate in calcul in acest studiu arata faptul ca mai sunt si alti determinanti
ai burnout care merita investigati si asupra carora merita actionat.

CONCLUZII

Rezultatele acestui studiu aratd pe ansamblu o ineficienta semnificativa a medicilor din serviciile de medicina
paleativa in a face fata stressului profesional reprezentat de contactul zilnic cu pacienti fara sperante de vindeca-
re. Rezultatul net al acestei ineficiente este reprezentat nu numai de prezenta simptomelor de burnout, dar si a
strategiilor ineficiente de coping (de tip evitare-negare) si a comportamentelor cu risc.

Actiuni suplimentare, spre exemplu asistenta psihoterapeuticd a celor afectati, antrenamentul capacitatilor
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de comunicare a celor predispusi (inclusiv in cadrul grupurilor Balint) si screeningul periodic pentru simptomele
de burnout pot fi luate in considerare ca modalitati eficiente de a imbunatati calitatea vietii, dar si performanta
medicilor care lucreazd in servicii cu o accentuata dominanta de cazuistica paleativa.
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STRESUL PROFESIONAL SI SINDROMUL

BURNOUT IN DOMENIILE SANATATII

CAUZE, MANIFESTARI, PREVENIRE SI TRATARE. ANALIZA EXISTENTIALA
DESPRE CAUZELE, PREVENIREA SI TRATAREA SINDROMULUI BURNOUT

psihol. llona Gordg,Tg. Mures-Brasov, dr. Stelian Cintea, Brasov

REZUMAT

Articolul aduce in atentie stresul profesional si sindromul burnout din unitdtile medicale. In prima parte sunt
prezentate aspecte specifice si generale ale stresului profesional si ale riscului de aparitie a sindromului burnout.
Sunt enumerate strategii de prevenire si de invingere a sindromului burnout cu accent pe forme de sprijin oferit
personalului, team building si interventii terapeutice. In partea a doua sindromul burnout este abordat din per-
spectiva analizei existentiale. In aceastd viziune sindromul burnout este considerat ca rezultat al unei atitudini
non-existentiale in activitatea profesionald. Abordarea analitic existentiald conduce si la formularea unor cdi de
prevenire a sindromului burnout.

Cuvinte cheie: stres profesional, burnout, sprijin oferit personalului, analizd existentiald, sens existential, vacuum
existential

ABSTRACT:

Professional stress and burnout syndrome in medical units: causes, manifestations, prevention and treatment.
Existential Analysis on burnout syndrome, on its prevention and treatment

The paper discusses the professional stress and the burnout syndrome in medical units. The first part of the article
sets specific and general aspects of professional stress and of the risk of burnout syndrome. Strategies for burnout
syndrome prevention and its overcoming focused on staff support, team building, therapeutic interventions are
suggested. The second part approaches the burnout syndrome through the terms of Existential Analysis. Burnout
is understood as the result of a non-existential attitude adopted by a person towards his or her professional tasks.
Prevention of burnout can be derived from this existential understanding.

Key words: Professional stress, burnout, staff support, Existential Analysis, existential meaning, existential vacuum

Motto :

“Pentru ca pasdrea Phoenix
sd renascd din scrum,
trebuie sd cunoascd durerea
si sd transforme focul ei
intr-o dorinta arzatoare”
Mark Gorkin

STRESUL IN DOMENIILE SANATATII

Este unanim recunoscut ca personalul medical este expus la stres profesional intens. Mitrofan, I. si Buzducea,
D., (1) enumerd o serie de factori de stres care 1i afecteaza pe medici: responsabilitatile mari, confruntarea cu
situatii dramatice, emotii negative puternice, inrdutatirea situatiei pacientului in timp in ciuda eforturilor, moar-
tea pacientului, lipsa unor “retete magice”, unor modele perfecte intrucat fiecare caz este unic, lipsa sansei de
evitare a pierderii si a suferintei provocate de pierdere.
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Willi (citat de Luban-Plozza, lamandescu (2) stabileste, de asemenea, tipuri si agenti stresori pentru profesia
medicala confruntata cu suprasolicitarea emotionala, suprasolicitarea fizica, deprivarea de somn, rivalitatea pro-
fesionald. Cauzele principale ale distresului sunt dupd Wili: responsabilitatile multiple, majore fata de pacient,
presiunea timpului, exigentele profesionale inalte, conflictele de rol, problemele financiare, manageriale.

Sursele de stres profesional semnalate de diferiti autori citati de Brunt (3): volum mare (obiectiv) de muncg,
ambiguitate / conflict al rolurilor (Schaufeli si Buunk, 1992), lipsa autonomiei, perceptia subiectiva a presiunilor
(Burisch, 1989). Cooper,1980, identifica aspecte ale structurii si climatului organizational: partcipare redusa sau
lipsa participarii la procesul de decizie, control / lipsa consultarii (dupa Stora (4).

Factorii de stres de mai sus se regasesc si in experienta actualad a personalului medical. Astfel, medicii partici-
panti la cursul « staff support » ° enumera printre cauzele actuale de stres: suprasolicitarea fizica si psihica (nu-
mar mare de pacienti, ore de lucru, responsabilitati), legislatia sanitara (schimbari, neclaritati, lacune), comunica-
re deficitara interclinica, insatisfactii (lipsa de timp, dotare, conditii), lipsurile echipei de lucru (lipsa comunicarii,
slaba competentd a personalului din subordine, nesiguranta decizionald), birocratia excesiva, teama pentru viitor,
situatii limita, decesul pacientului, conditia precara socio-economica a pacientilor, probleme de comunicare: ni-
velul redus de cultura medicala a pacientilor/apartinatorilor.

Personalul unitatii hospice se confrunta in plus cu numarul mare de solicitari care depasesc posibilitatile de
preluare, lipsa altor servicii similare de ingrijire, problemele multiple ale pacientilor (conditii dramatice de trai,
pacienti dependenti de ingrijire 24h fara apartinatori), idealuri/ expectante profesionale greu de indeplinit in
conditiile date, confruntarea cu “conspiratia tdcerii” (dorinta apartinatorilor de a pastra secret diagnosticul, pro-
gnosticul), perioade cu decese numeroase, solicitarea emotionald intensa, precum si dezvoltarea institutionala
accelerata- multitudinea si ritmul mare al schimbadrilor.

ASPECTE ALE RISCULUI BURNOUT LA PERSONALUL MEDICAL:

- Medicii sunt in varful statisticilor privind categoriile profesionale afectate de sindromul burnout. (dupa Popa-
Velea (5).

- Persoanele care par sa fie mai expuse sindromului burnout sunt cele caracterizate prin perfectionism, un
nivel ridicat de implicare si responsabilitate, cei hiperperseverenti (Popa-Velea, idem), persoanele ambitioase,
bine pregatite si angajate din plin in munca (Brunt, idem)

-Riscul burnout este mai mare in cazul persoanelor care ingrijesc pacienti cu boli gave neingrijiti de altii, la cei
care trebuie sa manifeste empatie permanent, respectiv la cei care sunt in contact nemijlocit continuu cu pacientii.
Sentimentul de satisfactie si sentimentul de control sunt diminuate si de faptul ca primesc putin feed-back despre
eficienta ingrijirii acordate, ceea ce atrage dupa sine conflicte de rol si nesiguranta de rol (Csabai, Molnar (6)

- Sindromul burnout este “contagios” afirma Bakker, atitudinea cinica, dezinteresul au efect demotivant asu-
pra anturajului. ( dupa Brunt (3)

- Sindromul burnout nu este acelasi lucru cu depresie, epuizare fizica sau/ si psihicd, diminuarea capacitatii
mentale, de care trebuie diferentiat.

- Stresul intens prelungit in mediul de munca este una din principale cauze de burnout dar au insemnatate si
stilul de viata si particularitati ale personalitatii (3).

- La evaluarea riscului, trebuie luat in calcul, si stresul produs de evenimentele cotidiene si stresul intrapsihic
(tensiunile interne generate de probleme nerezolvate, traume, emotii, ganduri dureroase, anxietate etc.), stiind
cd relaxarea nu se produce de la sine, fara masuri potrivite in acest sens. (Birkenbihl (7).

SUNTEM EXPUSI SINDROMUL BURNOUT?

O lista lunga de referinte electronice cu privire la sindromul burnout si riscurile profesionistilor din sanatate
se gaseste sub titlul , Behind the white coat” — ,Sub halatul alb” (8)

Starea burnout este rezultatul unui proces imperceptibil care duce treptat la oboseala mentala, la sentimentul

9 Cursuri organizate de Centrul de Studii de Medicina Paliativd, Fundatia Hospice Casa Sperantei, Brasov, perioada
2002-2206, date proprii
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de gol, de secdtuire de orice energie sustine Volkskrant (dupa Brunt, articolul citat)

Maslach si Leiter (9) considerd semnificative erodarea energiei, a implicarii si a eficientei - inlocuirea lor cu
oboseala, cinism si lipsa de productivitate. Maslach Burnout Inventory evalueaza trei aspecte: epuizarea emotio-
nald, distantarea (cognitiva si emotionald), scaderea randamentului personal.

Cei care doresc sa-si evalueze riscul burnout pot completa si,,on-line” un chestionar ( 10)

Printre primele semne de avertizare dupa Csabai si Molnar (op.cit.) sunt reactiile de tip ,mea culpa”, ,nu sunt
portivit(G) pentru sarcina propusa”, dar si invinuirea pacientului pentru boala sau evolutia nefavorabila a acesteia.
Un simptom important, considerd autorii este modificarea atitudinii fata de persoanele ,,semnificative” (retrage-
re, dezangajare din relatiile seminificative). Beck (in 11) a stabilit o serie de preconceptii care pot provoca blocaje
in relatia cu pacientii, respectiv scad eficienta actului terapeutic. (Anexa 1)

PREVENIREA SI REDUCEREA EFECTELOR STRESULUI - CAI SI TEHNICI DE METINERE A
ECHILIBRULUI PSIHIC SI A UNUI TONUS BUN PROFESIONAL

Caile uzuale utile de reducere a stresului sunt variate: tehnici de relaxare, pictura, muzica, dans, jogging, exer-
citii fizice, drumetii, umor, lectura,baie calda, sauna, meditatie, rugaciune, celebrari, ritualuri, ca si cele cu con-
seciunte daunatoare: consum de alcool, consum de droguri, fumat excesiv, supraalimentarea, jocuri de noroc,
manifestari agresive, activitate excesiva, ,furia cumpdrdturilor”, excese sexuale, dependenta de televizor, calcu-
lator, internet, refugiul n boala. (12)

Italia S. et al. (13) au obtinut prin art-terapie o reducere semnificativd a valorilor burnout masurat la personalul
unei unitati oncologice.

Twycross (14), autorul unor tratate de medicina paliativa, recomanda celor care ingrijesc pacienti terminali
urmatoarele strategii de prevenire a sindromului burnout:

e - Munca in echipa: decizii si responsabilitati impartasite, sprijin si respect reciproc

e - Resurse si servicii de sprijin bune

e - Obiective realiste
- Deschidere de a primi sprijin de la pacient
- Timp liber — alimentatie — odihna — recreere adecvate
- Refacere spirituala
- Consiliere din partea unui profesionist, consilier, terapeut.

Gorkin (15) asistent social clinic si psihoumorist, sustine cd sindromul burnout poate fi o experienta care poate
transforma persoana, daca o recunoaste si o confrunta. Persoana poate reveni din crizd, se intareste si isi mares-
te posibilitatile daca:

1) primeste sprijin adecvat si suficient

2) confrunta negarea, falsele sperante, cinismul si sentimentul de neajutorare

3) prelucreaza pierderile din trecut si prezent, si transforma sentimentul de vina, durere, anxietate si agresivi-
tatea in energie pozitiva tintita

4) insuseste si aplica tehnici noi de rezolvare a problelelor in atitudini si actiuni productive.

Nu existd un mod tipic de reactie la stres si nici solutii unice. A fi creativinseamna pentru Gorkin a fiin contact
cu propriile nevoi si resurse.

Prognosticul burnout este bun daca este recunoscut si tratat adecvat din timp. Marea majoritate a persoane-
lor se refac in medie Tn 7 luni, dacd beneficiazd de ajutor (Popa-Velea, op.cit. mai sus)

CE POT FACE INSTITUTIILE

Pe langa incurajarea insusirii unor tehnici de control al stresului, cai de dezvoltare organizationala, team buil-
ding, rezolvarea conflictelor, programe de educatie continua, institutiile pot preveni secatuirea profesionistilor
prin initierea si dezvoltarea unor structuri si retele de suport pentru personalul lor. Brunt (articolul citat mai sus)
arata ca institutiile trebuie sa creeze un mediu care sa asigure autonomie, sprijin social si recunoastere.
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Sprijinul personalului se poate realiza individual si/sau in grup prin sedinte de intervizie, supervizie, consiliere
si terapie.

Intervizia — forma de ajutor inter-colegial permite discutarea, prelucrarea experientelor profesionale mai de-
osebite, care ridicd semne de intrebare sau lasa in urma lor dileme, resentimente. Presupune reciprocitatea
ajutorului.

Supervizia clinica este condusa, de obicei, de un profesionist cu experienta mai indelungata. Numita si super-
vizie ,consultativd”, “non-manageriald”, sau ,profesionald”, superviyia clinica este interactivd, urmareste dezvol-
tarea profesionistului si rimane focusat pe asistarea personalului in buna desfasurare a muncii. si are originile
in psihanaliza si consiliere, dar a nu se confunda cu ele (16). Supervizia clinica, non-manageriala contribuie la
imbunatatirea satisfactiei in munca, la reducerea stresului, la dezvoltarea personala si la o mai buna eficacitate a
profesionistului (Lippenmeier, 17, Shulman, 18)

Grupul de suport pentru profesionisti are ca scop prelucrarea unor experiente dureroase sau frustrante. Este
condus de un (doi) moderator(i) cu experientd Th munca cu grupuri. Caracteristica esentiala a acestor grupuri este
climatul de confidentialitate si solidaritate care permite exteriorizarea emotiilor negative, de culpabilitate si de
neajutorare (Mitrofan, Buzducea, op.cit.) Beneficiile grupului de suport pentru profesionisti: ,,re-evaluarea” si o
mai buna intelegere a experientelor frustrante sau dureroase, invingerea temerilor si ambivalentelor, reducerea
sentimentul de izolare, maturizarea spirituala.

Grupul Balint este o forma de intervizie cu beneficii multiple. Este recunoscut ca modalitate de educatie
medicala continug, si are valente si de terapie de grup (,psihoterapie comportamentald”, Veress, 19). Contribuie
atat la prevenirea/atenuarea consecintelor stresului, cat si la dezvoltarea personald si ca grup. Studiul realizat de
Pantea, V. si Veress, A. (20) releva rolul protector al grupului Balint fata de riscul burnout. Csabai si Molnar (op.
cit.) considerad, ca ar trebui sa devina obligatorie constituirea unor grupuri tematice de sprijin pentru personalul
medical si prezinta grupul Balint ca forma cea mai eficientd de grup de sprijin.

Consilierea si psihoterapia sunt conduse de consilier /psihoterapeut calificat.

BOURNOUT SI PARADIGMA ANALIZEI EXISTENTIALE

Analiza existentiald este o metoda psihoterapeutica al carei parinte este Viktor Frankl, psihiatru si psihotera-
peut vienez provenit din scoala psihanalitica. Dupa desprinderea de gruparea lui Adler, nemultumit de abordarile
psihodinamice sententioase si de multe ori reductioniste (de extractie psihanaliticd dar si de cele behavioriste),
Frankl se apleaca asupra dimensiunii noetice (spirituale) a omului, asupra problematicii valorilor si a sensului asa
cum este el descoperit si resimtit de persoana umana. El isi numeste metoda logoterapie — cuvantul logos fiind
inteles in conotatia sa de sens —si elaboreaza o antropologie proprie ce vede omul ca pe o fiinta tridimensionala,
adaugand dimensiunii fizice si celei psihice o a treia — dimensiunea spirituala (noeticd) - care n opinia sa este cea
care ,ii confera omului umanitatea specificd”. in acest demers el se sprijina pe gandirea filisofica existentialist3 si
in primul rand pe opera filosofica a lui Max Scheler.

Elev al lui Frankl, Alfried Langle, medic si psiholog vienez, dezvolta si imbogateste teoria lui Frankl, descriind
dinamicile specifice celor trei dimensiuni si interrelatiile dintre acestea. Aldturi de psihodinamica este descrisa
dinamica personal-existentiala a omului — motivatiile fundamentale personal-existentiale, precum si procesul de
prelucrare a informatiei — analiza existentiala personald (21, 22). Toate aceste dezvoltari devenite posibile printr-
o abordare fenomenologica precum si metodele de interventie specifice rezultate din aceasta perspectivd permit
recunoasterea ei printre scolile de psihoterapie sub numele de anliza existentiala si logoterapie.

Elementul central al dinamicii personal- existentiale este surprins in teoria motivationala cu ajutorul careia
viata omului ca fiinta multidimensionald (bios, psiche, noesis) este dinamizata si sustinutd atat de necesitati si
trebuinte cat si de aspiratii. Cu alte cuvinte omul este impins de impulsii dar este si atras de valori(23).

Este util sa observam pentru inceput cd putem grupa simptomele burnout dupa legdtura pe care o au cu di-
mensiunile fiintei umane si cu motivatiile fundamentale, ca in reprezentarea grafica din figura 1.
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DIMENSIUNEA PSIHICA: DIMENSIUNEA NOETICA:
*Lipsa de energie *Retragerea din sarcini si
*Anhedonie relatii

«Iritabilitate *Atitudine cinica fata de sine
*Secituire emotionala $ fa.;a .de lume

*Suicid LR

A

¥
DIMENSIUNEA FIZICA:
Slabiciune fizica
*Tulburiri functionale (ex. somn)
*Susceptibilitate la boli

Fig. 1 Simptomele burnout corelate cu dimensiunile fiintei si cu motivatiile fundamentale:
MF = motivatie fundamentala

intr-un articol din 2003 (24) consacrat problematicii burnout Lingle observa asemanarea dintre simptomato-
logia burnout si ceea ce Frankl denumea vidul existential.

Opus starii de implinire, plenitudine, autorealizare, vidul existential este situatia in care una sau mai multe
dintre cele patru motivatii personale existentiale nu este satisfacutd pentru o perioada suficient de lunga de
timp astfel incat omul ajunge sa , functioneze” in loc sa traiasca, comportamentul si atitudinile sale avand la baza
mecanismele de aparare ce ii permit supravietuirea dar nu si o calitate a vietii satisfacatoare. Este vorba despre
o veritabild , robotizare” vietii.

in figura 2 sunt prezentate antitetic caracteristicile celor dous situatii:

SENS EXISTENTIAL MIMAREA SENSULUI
>BURNOUT
O« >0
iMPLINIRE GOLIRE, VID

Resimtirea constringerii de a

Activitali si experiente triite actiona, independent de valoarea

Sl resimtiti a experientei
Creativitate ———————— Epuizare (rutina)
Dedicare ———————— Sacrificiu
Proiectant —————— Executant
Varietate ———————————— Monotonie
Personal ———— Factual
Libertate ———— Consrtingere
Responsabilitate ——— Fortare, obligatie

iMPLINIRE iN LOCUL OBOSELII GOLIRE iN LOCUL RELAXARII

Fig. 2. imlinire si vid existential (Dupa Langle, 23)
Cu alte cuvinte, atunci cand omul resimte cu toata fiinta sa ca actiunile, stradaniile, viata sa in general au un

sens dincolo de efemeritatea cotidianului si in care este implicat prin insdsi esenta sa (persoana), se simte impli-
nit. Dimpotrivd, arunci cand nu resimte sensul, omul si stabileste doar scopuri de atins, viata sa este circumstan-

3]
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tiala, superficiald; este figurant in propria sa viata: nu isi traieste viata ci , este trdit”.

Vidul existential, ca punct terminus in evolutia oricarei situatii in care una sau mai multe din motivatiile per-
sonale-existentiale nu sunt satisfacute in mod cronic, nu este neaparat locul fara de intoarcere. De altfel avem
motive sd consideram ca omul, cel putin o buna parte din viata, se afla pe drumul dintre implinire si starea de vid
existential parcurgandu-l intr-un sens sau altul.

Langle afirma ca la baza mecanismul burnout-ului se gaseste devotamentul simulat, mimat, care umple dis-
tanta dintre orientarea de substantd si orientarea subiectivd, asa cum se vede in figura 3. Altfel spus, cu cit dis-
tanta dintre ceea ce dorim noi insine de la viata (scopurile, aspiratiile noastre legate de carierd, influentd, venit
ca si obligatiile si constringerile presupuse de acestea) si scopul activitatii desfasurate (beneficiarul, , obiectul”
actiunii) este mai mare cu atat mai mult este umpluta de substituenti de comportament autentic. Spre exemplu
medicul trezit noaptea pentru a interveni intr-o situatie de urgenta actioneaza prompt si eficient. Dar este greu
pentru observatorul extern sa sesizeze in ce masura devotamentul in rezolvarea cazului este real, rezultat al ori-
entarii spre rezolvarea problemei celui aflat in suferinta, sau simulat, dictat de considerente subiective (, medicul
trebuie intotdeauna sd...”, asa prevede fisa postului, altfel as putea fi acuzat).

ORIENTAREA SUBIECTIVA (teluri
subiective) : obligatii, constringeri, cariera,
influenta, venit

< | DEVOTAMENT SIMULAT (mimat)

ORIENTAREA DE SUBSTANTA
(spre adevaratul obiect):
interlocutor, sarcind, munca, etc.

Fig. 3 Mecanisnul de producere a burnout (Dupa Langle, 24)

Desigur, cu cat distanta dintre cele doud orientari este mai mare cu atat riscul de burnout este mai ridicat.
Este Tn aceste situatii vorba de lipsa acordului interior, adica de faptul ca decizia care a stat la originea actiunii
nu satisface una su mai multe din tre cele patru motivatii personale existentiale:

MOTIVATIA | este motivatia lui A PUTEA. A putea fi, dar nu doar in sensul de a avea conditiile materiale ne-
cesare mentinerii vietii, dar si a te simtii in siguranta, neamenintat, pe teren ferm. Asadar CONDITIILE necesare
satisfacerii primei motivatii se referd la asigurarea unui SUPORT, a SPATIULUI de dezvoltare si de actiune, fiind
nevoie de asemenea de OCROTIRE, aparare, de lipsa pericolelor. Ca REZULTAT al satisfacerii acestor conditii se
instaleazi o stare de LINISTE, TIHNA, se intemeiazd INCREDEREA FUNDAMENTALA, acel sentiment ¢ “EXISTA
CEVA CARE MA SUSTINE”.
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Daca nu sunt satisfacute conditiile primei motivatii rezultatul este aparitia unei stari de NELINISTE, TENSIUNE,
de (FRICA DE) EPUIZARE, COMPORTAMENT RIGID, EVITARE, ANXIETATE

MOTIVATIA Il este motivatia lui A PLACEA. Nu in sens hedonist ci mai degrab4 ca bucurie de a trdi, dragoste
de viatd, deschidere spre valori, spre relatii (cu altii si cu sine). Este motivatia corelatd cu aspectele energetice ale
vietii, cu afectivitatea. CONDITIILE satisfacerii celei de-a doua motivatii sunt APROPIEREA, DEDICAREA si TIM-
PUL. Pentru construirea unei relatii ca si pentru percepera unei valori sau trairea unui sentiment este necesara
deschiderea, apropierea fata de obiectul trairii, dedicarea, consacrarea fatd de acesta, in sensul de ,a fi acolo
pentru el”, si de a aloca timp pentru ca relatia (sentimentul) sa creascd, sa se dezvolte. REZULTATUL satisfacerii
acestor conditii este ACCESUL LA VALORLI, stabilirea de RELATII INTERPERSONALE, accesul la VALOAREA FUN-
DAMENTALA (VALOAREA VIETII), sentimentul profund c& ,,IN CIUDA A TOTI SI TOATE ESTE BINE CA SUNT”.

in cazul in care aceste conditii nu sunt satisficute rezultatul este DORINTA DE A FACE PE PLAC, tendinta de A
SE SIMTI OBLIGAT, de A SE PUNE PE ULTIMUL LOC. Se PIERDE BUCURIA DE A TRAI apare AUTOCULPABILIZAREA
si in final DEPRESIA.

Se poate constata ca domeniul motivatiei a doua este locul cel mai susceptibil in care se poate produce pri-
mum movens in burnout. Presiunea timpului, apropierea si dedicarea deficitara - cand relatiile devin mai degraba
,contacte” (,keep in touch” a devenit o formula de salut) - sunt premisele aparitiei devotamentului mimat, simu-
lat, identificat de Langle ca stand la baza fenomenului.

MOTIVATIA Il este motivatia lui A AVEA VOIE. A avea voie sd fi asa cum esti. Este resimtita ca recunoastere
a valoarii proprii atat de catre ceilalti cat si de catre sine. CONDITIILE satisfcerii celei de-a treia motivatii sunt
ATENTIA, JUSTIFICAREA si APRECIEREA, acestea contribuind la formarea si consolidarea sentimentului de a fi
important pentru sine si pentru ceilalti de a fi indreptatit sa fi asa cum esti, convingerea ca valoarea ta este re-
cunoscutd de tine si de cdtre ceilalti. REZULTATUL satisfacerii acestor conditii este formarea convingerii profund
resimtite a PROPRIEI VALORI, a INCREDERII N SINE si a IMAGINII DE SINE. Se creazd astfel premisele conturrii
individualitatii si identitatii, a constientizarii raportului dintre libertate si responsabilitate, a accesului la dimensi-
unea noetica a omului si la sens.

Nesatisfacerea conditiilor conduce la FOAME DE PRETUIRE (FLATARE), la ALTRUISM “TRIMBITAT”, la ECHI-
VALAREA VALOARII DE SINE CU SUBSTITUTE (BANII, CARIERA), la DEPENDENTA DE RECUNOSTEREA EXTERNA.

MOTIVATIA IV a lui (MERITA) SA FlI, a lui VA SA FIE. Este intim legatd de dimensiunea noetic a fiintei spre
care avem acces atunci cand celelalte motivatii (personale) sunt satisfacute, adica sunt indeplinite CONDITIILE de
DEZVOLTARE (CRESTERE) PERSONALA, si DESCHIDERE SPRE VIITOR SI SPRE LUME.

REZULTATUL este dobandirea capacitatii de A RESIMTI SENSUL EXISTENTIAL si MENIRE PROPRIE (ROSTUL
MEU IN LUME), a faptului cd prin tot ceea ce fac si prin tot ceea ce sunt ca fiint3 unica in aceasta lume contribui
in mod unic la deveniea si la imbogatirea acestei lumi.

Neatingerea acestor deziderate duce la MIMAREA SENSULUI (prin supunere la capriciile diverselor MODE,
stabilirea unor SCOPURI VALIDATE SOCIAL, imbratisarea necriticd a diverselor IDEOLOGII, caderea in asa numite
PATIMI: alcoolism, narcomanii, etc) si la VID EXISTENTIAL.

Figura 4 sintetizeaza dinamica acordului interior, cu precizarea ca burnout este o forma de (sau un drum pe
care se ajunge la) vid existential.
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Fig. 4 Acordul interior

Cu alte cuvinte, asa cum rezulta si din schema prezentatd, deplinul acord interior conduce la starea de impli-
nire in timp ce totalul dezacord conduce la vid existential. Conform teoriei motivationale a analizei existentiale
nesatisfacerea oricareia dintre motivatii poate conduce la nesatisfacerea orcarei alteia sau a tuturor la un loc.
Burnout debuteaza ca un deficit la nivelul motivatiei Il datorat suprasolicitarii, presiunii timpului, superficializarii
relatiilor prin dedicare insuficienta, urmat de epuizare (lipsa de energie) si sentimentul de a nu mai putea face
fata fiind lipsit de aparare (ocrotire) in fata sarcinilor (motivatia I) care , se revarsd” asupra sa. Aceasta conduce
la punerea sub semnul intrebarii a capacitatilor proprii, a imaginii de sine (motivatia lll) si, pe acest fond, la insta-

larea sentimentului dureros al lipsei de perspectiva si de sens, ca ,totul este zadarnic” (motivatia IV).

PROFILAXIA BURNOUT

Masurile profilactice se adreseaza celor expusi pericolului de epuizare, secatuire prin suprasolicitare profe-
sionala. Langle fi identifica in randul acelora care isi petrec mai mult de jumatate din timp cu lucruri care nu le
plac, cu activitati in care nu se angajeaza “cu inima” sau care nu le ofera bucurie.

Putem structura masurile profilactice tot in corelatie cu motivatiile carora se adreseaza.

La nivelul celei de-a doua motivatii, de la care se declanseaza fenomenul, profilaxia vizeaza cultivarea relatiilor
interpersonale armonioase, autentice, atat cu beneficiarii (pacientii) cat si cu echipa (tem bilding), optimizarea
comunicarii (In aspectele de relatie si de impartasire de valori, minimizarea presiunii timpului si a suprasolicita-
rii, evitarea monotoniei prin “ruperi de ritm”, alternarea activitatilor, perioade de relaxare.

Masurile ce vizeaza prima motivatie (suport, spatiu, ocrotire) se referd la asigurarea de conditii de munca,
promovarea si cultivarea competentei, claritate referitor la rol si statut, din nou comunicare buna, de data
aceasta sub aspectul circulatiei informatiilor, predictibilitatea deciziilor (confera sentimentul de stabilitate, aju-
tor si sustinere si nu in ultimul rand asigurarea unor conditii bune de munca si a unei retributii corespunzatoare.

Masurile profilactice ale celei de-a treia motivatii vizeaza recunoasterea valorii umane, respectul pentru per-
soana, aprecierea rezultatelor, feed back (autentic, nu de circumstanta).

in sfirsit, masurile profilactice ce vizeazd cea de-a patra motivatie sunt implicarea reald in activitate intelegand
importanta acesteia, intelegerea valorii activitatii in contextul impartasirii valorilor organizatiei, crearea unei
viziuni de ansamblu si a unei priviri prospectiva asupra organizatiei, locului si rolului propriu in cadrul acesteia.

O modalitate practica utila de a preveni aparitia burnout este aceea de a ne intreba cat mai des:
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DE CE FAC ASTA?
iMI PLACE SA FAC ASTA? SIMT CA ESTE BINE PENTRU MINE ? IMI PLACE? MA IMBOGATESTE?
VREAU SA TRAIESC PENTRU ASTA? VOI FI VRUT SA TRAIESC PENTRU ASTA?

TRATAMENTUL BURNOUT

Este cunoscut din practicd faptul ca burnout nu raspunde nici la psihotrope nici la psihoterapie, astfel ca
strategiile terapeutice se axeaza pe masuri vizand stilul de viata. Si acestea pot fi clasificate dupd cum vizeaza cu
preponderenta una sau alta dintre motivatiile fundamentale.

Scoaterea din mediul stresant, asigurarea unui mediu protectiv, neprovocator, neamenitator folosirea unor
tehnici de relaxare prin care cel in cuza poate trdi experienta suportului, a sustinerii sunt masuri ce vizeaza cu
precadere prima motivatie.

Scoaterea de sub presiunea timpului, trairea apropierii si dedicarii (ex. masaj, zooterapie, animale de compa-
nie), favorizarea perceptiei valorilor (excursii, natura, artd) se adreseaza celei de-a doua motivatii.

Referitor la cea de-a treia motivatie se urmsreste (re)construirea capacitatii de a resimti valoarea de sine prin
activitati cu rezultate concrete duse la bun sfirsit si asigurarea unui climat nonconcurential. Deasemenea se fa-
vorizeaza (re)intilnirea cu sine si ajungerea la impdcarea cu sine prin rugdciune, introspectie, reflectie, meditatie,
comuniune spirituala.

SATISFACEREA CONDITIILOR PRIMELOR TREI MOTIVATII CREAZA PREMISELE ACCESULUI LA SENS, adic la
satisfacerea celei de-a patra motivatii funamentale.

in loc de concluzii:

Sindromul burnout se poate instala si la cei mai bine pregatiti, cei mai dedicati profesionisti.

Pentru a va proteja: nu neglijati autoanaliza, descoperiti ce va face sa trati sentimentul de calm si control, ce
va face sa va simtiti competenti, precum si ce da sens si valoare eforturilor pe care vi le asumati.

Acordul interior este cheia de boltd in prevenirea si tratamentul burnout.

ANEXA 1

Preconceptiile irationale ale terapeutilor

Autor: Beck (1976) (traducere dupa Perczel Forintos (11)

1 - Intotdeauna trebuie s3 am succes la toti pacentii mei

2 - Intotdeauna trebuie s3 interpretez ih mod stralucit si profund cele auzite.

3 - Intotdeauna trebuie sa judec bine lucrurile.

4 —Trebuie sa ajut mai bine pacientii mei, decat fac acum.

5 — Este vina mea, daca esuez cu careva dintre pacientii mei.

6 — Nu am voie sa esuez, iar daca se intampla totusi, Inseamna ca sunt in terapeut netalentat si un om rau.

7 — Succesele mele nu mai conteaza deloc, daca odatd am esec.

8 — Trebuie sd fiu un terapeut excetional, in mod evodent mai bun decat altii, pe care {i cunosc, sau despre
care am auzit.

9 — Trebuie sa ma descurc si cu pacientii foarte dificili.

10 — Toate sedintele terapeutice trebuie sa fie un succes.

11 - Trebuie sa folosesc mijloacele terapeutice cele mai bune si cele mai recunoscute, si inca intro maniera
exceptionala.

12 — Trebuie sa fiu un terapeut vestit.

13 - Nu ar fi voie ca n calitate de terapeut sd am probleme emotionale, daca apar totusi, voi fi deceptionat(a)
de mine.

14 — Este important ca fiecare pacient sa ma stimeze si sa ma indrageasca.

15 — Nu este permis sa simt antipatie fata de niciunul dintre pacientii mei, si mai cu seama, sa-mi-o manifest.

16 — Nu este permis sa asztept prea multe de la pacientii mei, pentru ca sigur ar ajunge sa ma ureasca.
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ANEXA 2

ntrebri de autoanaliza pentru profesionisti (Ambuel, 25)

Care este provocarea cea mai mare in munca cu acest pacient si familie?

Care este satisfactia cea mai mare in munca cu acest pacient si familie?

Cum reactionez emotional la acest pacient? in ce mod imi exprim aceste emotii?

Cum/ cét a beneficiat pacientul /familia prin munca ta?

Experientele tale anterioare au influentat in vreun fel, au ingreunat sau ajutat, munca ta cu acest pacient si familie?
Ce ar da acestui pacient sentimentul de sens si tel?

Ce ai invatat despre tine, despre punctele tale forte si cele slabe? Care sunt obiectivele tale de invatare pentru viitor?
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SINDROMUL DE BURN-OUT INTALNIT LA
PERSONALUL MEDICAL CARE LUCREAZA IN
SERVIICIILE DE INGRUIRI PALEATIVE SI SPRIJINUL
ACORDAT ACESTUIA

psih. dr. loana Omer, Spitalul de bolnavi cronici si geriatrie «Sf. Lucay, Bucuresti

Rezumat:

Sindromul «burn-out» poate fi determinat de hiperimplicarea de lungd duratd in situatii si activitdti solicitante
emotional si se caracterizeazd prin epuizare fizicd si/ emotionald, depersonalizare profesionald si scdderea sa-
tisfactiei profesionale. In sectiile de ingrijiri paleative sursele generatoare de burn-out pot fi: numdrul mare de
solicitdri, reactiile emotionale negative ale pacientilor sau familiilor proiectate uneori asupra membrilor echipei
terapeutice, perioade de decese numeroase, etc. Sindromul poate fi ameliorat prin consiliere, psihoterapie indivi-
duald sau psihoterapie de grup in cadrul grupurilor Balint.

Abstract:

The “Burn out” syndrome can be caused by the involvement for many years in situations and activities wich
implies a lot of emotional stress. This syndrome include physical and emotional exhaustion, loss of professional
identity and satisfaction. In the departments of palliative medicine the causes of this syndrome can be: many
requirements, negative emotional reactions of the patients and of their families wich are directed toward the
members of the therapeutic team, frequent deaths etc. This syndrome can be diminished by professional support,
individual or group psychotherapy with Balint method.

1. SINDROMUL BURN-OUT: GENERALITATI

in 1982 medicul canadian M. Lauderdale dedica 0 monografie sindromului de epuizare profesionald, asa nu-
mitul sindrom burn-out, care desemna epuizarea resurselor individuale care i provoaca individului o scadere
globald a intregului potential de actiune.

Definitiile «burn-out-ului» il caracterizeaza ca fiind o stare de epuizare emotionala si fizica, generata de impli-
carea exagerata si de lunga durata in situatii si activitati solicitante emotional si care poate aparea la indivizii ce
desfasoard activitati profesionale ce impun relationarea intensa cu clientii (personal medical, profesori, avocati,
etc.)

Studiile facute initial asupra cauzelor si efectelor stresului profesional au conturat dupa numeroase cercetari
existenta ca entitate de sine statatoare a sindromului burn-out ca rezultanta a unui stres profesional indelungat.
Tntre cele dous existd insd cateva elemente de diferentiere. Astfel, stresul profesional apare ori de céte ori sarci-
nile de muncd depasesc resursele adaptative ale individului, in timp ce sindromul burn-out constituie faza finala
a dezadaptarii, datorita unui dezechilibru indelungat intre cerinte si resurse. O altd distinctie se refera la faptul
ca stresul nu conduce intotdeauna la atitudini si comportamente negative din partea indivizilor putand fi chiar
benefic (eustress), in timp ce burn-out-ul este asociat de fiecare data cu trairi negative.

Studiile efectuate asupra manifestarilor sindromului burn-out la personalul medical au pus in evidentd in
unele cazuri o rata crescuta de tulburari psihopatologice ca: depresii, anxietati, fobii, tentative suicidare, adictii
diverse, in special alcoolul si tutunul. Medicii apartin unui grup social clar definit si trebuie mentionat ca exista
anumite specialitati medicale in care fenomenul de burnout este mai frecvent (medicii de urgenta, medicii onco-
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logi din clinicile de oncologie, medicii din sectiile de ingrijiri paleative). Se pare ca medicii de familie nu sunt scutiti
nici ei de stresul care poate conduce la manifestari ale sindromului burn-out.

Sindromul burn-out poate debuta prin asa-numitul sindrom «rust-out» (1) caracterizat printr-o stare de ne-
multumire generata de lipsa de motivatie profesionala. El se manifesta prin oboseala cronica, un sentiment con-
tinuu de disconfort, insomnie, gandire negativa, predispozitie la conflicte etc.

in fata acestei situatii, existd doud atitudini contraproductive tipice. Cea mai frecventa si care duce cel mai
repede spre «burn-out» este aceea in care organismul este suprasolicitat pentru a compensa dificultatea de atin-
gere a obiectivelor propuse, lipsa de eficienta si randament. Subiectul nu-si redefineste prioritatile, nu renunta
la nici una dintre sarcinile de servici si nici nu concepe vreo schimbare in activitatile zilnice ci doar incearca prin
suprasolicitare fizica si psihica sa revina la standardele de altadata. A doua varianta este retragerea fortata, pro-
gramata (exemplul tipic: concediul de odihnd). Ambele strategii duc la epuizare precoce, intrucat ca nu tin seama
de nevoile reale, obiective ale organismului ci de ceea ce isi imagineaza subiectul ca ar fi necesar pentru ca acesta
sa fie eficient.

Tabloul clinic al «burn-out» include majoritatea simptomelor de la «rust-out», cu diferenta semnificativd cd aces-
tea au o cota mai accentuata de ireversibilitate, iar dereglarile de ordin psihic (insomnia, oboseala, incapacitatea de
concentrare, de memorizare, scaderea atentiei pana la un prag critic) fac continuarea activitatii aproape imposibila.

F.Tudose (2003) arata cd tabloul clinic al sindromului de burn-out cuprinde :

semne si simptome somatice: cefalee continua, tulburari gastro-intestinale, astenie, fatigabilitate;

comportamente neobisnuite: iritabilitate, intoleranta si incapacitatea de a intelege si empatiza cu ceilalti, criti-
cism nejustificat, lipsa de incredere, atitudine de superioritate fata de ceilalti;

atitudini defensive: rigiditate, negativism, rezistenta la schimbare, pseudoactivism (subiectul petrece tot mai
multe ore la locul de munca dar realizeaza tot mai putin din ceea ce-si propune fara sa fie pe deplin constient de
acest lucru)

Sindromul de burn-out are o evolutie stadiala:

1. stadiul I se caracterizeaza prin neliniste, confuzie si aparitia frustrarii

2. stadiul al-ll-lea se caracterizeaza prin frustare intensa si nemultumire

3. stadiul al-lll-lea se caracterizeaza prin apatie, renuntare, disperare

F.Tudose (2000) arata ca sindromul de burn-out are la baza triada:

1. epuizare fizicd/ psihicd

2. depersonalizare profesionald

3. atitudine negativd fata de prorpiile impliniri

Acest sindrom apare frecvent la persoanele caracterizate prin perfectionism, cu un nivel ridicat de implicare
si responsabilitate (tipul de personalitate A). Tipul A are urmatoarele caracteristici : este competitiv, in actiune,
grabit, dornic sa fie primul, neinfluentabil, exigent, perfectionist, ambitios, ferm angajat, hiperimplicat, motivat
pentru succes si devotat acestuia, munceste si cand se relaxeaza, isi planifica fiecare minut, devine nervos cand
trebuie sa stea fara sa faca nimic, este obsedat de munca. El acordd o foarte mare importanta activitatii profe-
sionale si munceste multe ore pe zi. Acest tip de persoane percep mediul inconjurator ca fiind foarte solicitant,
simt ca nu au suficiente resurse sa-i faca fata, sunt permanent in crizd de timp. Tipul de comportament A este
caracteristic persoanelor acreditate succesului, constant angajate in lupta de a reusi, de a se autodepasi, de a
bate recorduri si predispuse ca atare la afectiuni cardiace (infarct de miocard, hipertensiune arterial3, etc.).

2. SURSE ACTUALE DE STRES CU ROL IN DECLANSAREA SINDROMULUI DE BURN-OUT

La ora actual3, in serviciile de sanatate din Romania, exista o multitudine de surse de stres care pot duce la
instalarea sindromului de «burn-out» dupd cum urmeaza (3):

e suprasolicitarea fizica si psihicd (nhumar mare de pacienti, de ore de lucru, responsabilitati multiple);

e nerecunoasterea calitatii activitatii;

e lipsaincurajarilor si a gratificatiilor morale;

e |egislatia sanitara ambigua;

e comunicare deficitara interclinicg;
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e insatisfactii profesionale (dotare deficitard, conditii precare, lipsa d medicamente, etc);

e lipsa echipei (lipsa comunicarii, slaba competenta a personalului din subordine, nesiguranta decizionala);

e birocratia excesiva;

e teama pentru viitor;

e perspective profesionale reduse;

o dificultati pecuniare majore;

e conditia precard socio-economica a pacientilor;

¢ nivelul redus de cultura medicala a pacientilor/ apartinatorilor- probleme de comunicare.
manent de suferinta si moarte. Sursele de stres intdlnite la acest nivel in ingrijirile paliative sunt (4,5,3):

e confruntarea zi de zi cu moartea («<impregnare cu moarte»), defetismul care inconjoara specialitatea;

e proiectia perspectivei mortii proprii si/ sau a persoanelor dragi;

e «contaminarea» cu trairile de frica, durere, suferinta, revolta ale celor asistati;

e sentimentul neputintei (in a elimina durerea, in a preveni moartea, in a rezolva diverse probleme ale

pacientului );

¢ reactiile emotionale extreme ale pacientilor, ingratitudinea si invinuirile familiilor, adesea proiectate asu-

pra membrilor echipei;

e numar mare de solicitari; lipsa altor servicii similare;

e confruntarea cu conspiratia tdcerii (dorinta apartinatorilor, optiunea altor specialisti de a pastra secret

diagnosticul sau prognosticul);

e perioade de decese numeroase;

e solicitare/ implicare emotionald excesiva;

e ambiguitatile multor decizii terapeutice;

o climatul etic neclar al ingrijirilor paliative;

e insuficienta intelegere si sprijinire din partea institutiilor si a comunitatii.

Factorii capabili sa erodeze sandtatea medicului aflat in serviciile cu letalitate ridicata sunt supraimplicarea si
supraresponsabilizarea (1). In acest sens s-a imaginat (6) un instrument practic de autoestimare a nivelului cali-
tativ al asistentei medicale acordate pacientului. Un continuum al prestatiilor medicale notat conventional pe o
scara intre 1 si 10, poate cuprinde urmatoarele tipuri de comportamente:

Tabelul nr. 6. Tipuri de comportament ale medicului fata de bolnavii incurabili (6)

[

Abandonul: retragerea voluntara a asistentei sau abuzul activ asupra pacientului

Neglijarea: raceala, agresivitatea ardtate in mod constant pacientului;

3. Detasarea/ indiferenta: acordarea unei asistente medicale formale, fara implicare emotionala, preocupa-
rea doar pentru binele fizic al pacientului;

4. Atitudinea de suport voluntara, insotita de respect pentru bolnav; preocupare atat pentru binele fizic si
psihic ale acestuia;

5. Empatie exprimatd: impartdsire reala a suferintei exprimate de pacient; exprimarea libera a sentimentelor
de catre pacient si abtinerea de la formularea de judecati de valoare de catre medic;

6. Simpatie: exprimarea simpatiei fata de pacient, incalcarea ocazionala a neutralitatii afective;

7. Supraimplicarea ocazionald: incercari periodice de ajutor din partea medicului, chiar fara sa existe o cere-
re expresa din partea pacientului;

8. Supraimplicare permanentd: pacientul- privit ca obiect al unor sarcini care trebuie neaparat efectuate
(fara o cerere expresa din partea pacientului)

9. Supraimplicare eroicd: incercari disperate din partea medicului de satisfacere a tuturor nevoilor pacientu-
lui; cultivarea dependentei pacientului fata de medic, reprimarea oricaror tentative de autonomie;

10. Fuziunea personalitatilor: abandonarea oricaror nevoi ale medicului in relatia cu pacientul; telul medicului

este satisfacerea tuturor nevoilor de moment ale pacientului.
Tipurile 4,5, si 6 sunt benefice si eficiente pentru ambii parteneri ai relatiei

N
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Din analiza tabelului comportamentele corespunzatoare nivelurilor 7-10 sunt contraproductive, fiind surse
generatoare de «burn-out». De aceea asistenta psihologica a medicilor care lucreaza in astfel de servicii este
imperios necesara, pentru mentinerea la nivel inalt si pe termen lung a motivatiei si competentei profesionale.

3. Sprijinul acordat echipei terapeutice

in vederea amelioririi acestor probleme care pot aparea in ingrijirea pacientilor terminali personalul
medical poate beneficia la randul sau de consiliere si psihoterapie individuala. Dintre tehnicile recomandate
putem cita aici: tehnicile de relaxare, antrenamentul autogen Schulz, sau terapiile cognitiv-comportamentale,
indreptate in doua directii (1):

constientizarea problemei specifice, dar si a altor parametrii, ca de exemplu, nivelul autostimei, al increderii in
sine, motivatia profesionalg, calitatile empatice, etc.

schimbarea stilului comportamental dezadaptativ, prin identificarea cauzelor care au generat problema re-
spectiva cat si unor factori psihocomportamentali de risc si generatori de epuizare precoce (burn-out). Pot fi
astfel diminuate sau inlaturate agresivitatea si iritabilitatea excesive, stilul de viatd dezordonat, supracompensat
prin munca, comportamentele nocive ca fumatul, consumul excesiv de cafea, etc.

O alternativa la consilierea sau psihoterapia individuala o reprezinta cea terapia de grup in cadrul grupu-
rilor Balint. Tn grupurile Balint medicii analizeaza mai ales sentimentele si reactiile lor in fata unui anumit pacient.
Principiul general este acela ci fiecare terapeut poate invita atat din experienta proprie cat si a celorlalti. in acest
fel se creeaza premisele pentru eliminarea cauzelor responsabile de «burn-out», deoarece medicul nu mai simte
de unul singur povara unui caz nerezolvat si isi impartaseste trairile sale altor membri ai personalului medical,
avand loc astfel un catharsis emotional (7).

Aceste grupuri constituie un mijloc important de optimizare a muncii cu pacientii, ajutandu-i pe terapeuti sa-si
constientizeze anumite comportamente si atitudini pozitive sau, dimpotriva, negative in relatiile cu bolnavii, si
care influenteaza evolutia acestor relatii.

Beneficiile participarii la grupurile Balint (8):

experienta increderii si a atitudinii de sprijin mutual;

eliberare de culpabilitate si de neajutorare prin exprimarea emotiilor negative;

reducerea sentimentelor de izolare si culpabilitate prin impartasirea unor experiente dureroase;

Tmbunatatirea autointelegerii (resurse, vulnerabilitati) si intelegerii celorlalti;

sansa pentru protejarea sanatatii psihice, cu regasirea echilibrului si motivatiei.
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