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"1 don't know why iVIs. Joues keeps coming back to 
dillie, 1 dOll 't do ImytbingpJr bf1;" .I·tflted tbe s('Co71d­
yettrj;mli~y 'fIledicille resident. "Sbe bas C(rmpll/ined rl 
beadClcbes, abdominal pain, aud frttig;ue during tbe 
last 6 montbs, but physical eX!lminlltion has been 1111-

t-ev('(tlinp;, and al/labo7"atmy tests, lIpper GI.H"'ies, aud 
gastroscopy were also llegiltive. After 1 des(Tibed her to 
you last montb, I took your advice and asked about her 
fa711i/y and .rocia I b ;.rt(1),. " 

"Sbe is {m ullbappy woman who bas lived {/ difficult 
life. She was the oldest u.(three cbildren; her motbe,' 
died ofCtlllcer wben .rhe was 8 years old, and Im'filther 
was alcoholic. She bad few '1flemories of any parental 
expression of afleetjon toward hel~ Her father was also 
pbysically abusive to her during bel' teenage years. 
Sbe:r 42 yem:r old Ilnd bas not had mzy close male rela­
tionships, blls no close Fiends, tlnd w01'ks in {( tempo­
rary secretarial service. Sbe hilS no bealth insurance; 
when 1 SllJ{J{ested cOll7lselillJ{, she said she couldn't af­
ford it. Ms. Jones always tells me how miserable she is 
beu/ltsl' ofber symptoms. I keep feeling as tbouJ{b I'm 
missing sometbing. T1/ben I see ber Jl{/,lJIe on myscbed­
ule, my beml sinks and 1 feel overwhelmed. " 

The resident's recitation seems all too common 
these clays, even though unhappy patients like 
Ms. Jones have always been overrepresented in 
physician schedules. With the advances of mod­
ern medicine, physicians often feel that unless 
they can prescribe a specific therapy for a patient's 
problem, they are not doing anything for the pa­
tient. Trained in the rigors of scientific therapeu­
tics during medical school, physicians reflexively 
consider real therapies to be specific therapies. 
Yet the distinction between specific and nonspe­
cific aspects of medical treatment becomes less 
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clear with close scrutiny. I Patients are treated in 
the clinic or hospital, not in the laboratory. The 
difference between these settings must be bridged 
by the physician-patient relationship if therapies 
proved effective in the laboratory or during con­
trolled trials are to work for real patients. 

That these principles are as true for medical 
disorders as they are for psychiatric disorders per­
haps accounts for such marked differences be­
tween efficacy trials, ie, the effect of specific treat­
ments under ideal conditions in contrast to 
studying the same tre,ltments in practice settings 
(the effectiveness of treatments). In efficacy stud­
ies patients with comorbicl medical or psychiatric 
conditions are often excluded. Patients are seen 
more frequently during the trials, and a great deal 
of effort is spent educating the patient and ensur­
ing adherence to treatment regimens. In everyday 
practice, process factors between physician and 
patient, such as the ability to establish rapport, to 
assess patient attitudes, beliefs, and worries, and 
to negotiate physician-patient differences in be­
liefs and expectations, have a powerful effect on 
patient satisfaction and adherence to medical 
care . .? That nonadherence to medication regi­
mens occurs in approximately 40 to 50 percent of 
patients with chronic medical illness suggests that 
these nonspecific aspects of medical care might 
not be well addressed. 

Historical Perspective 
Modern medicine has evolved from healing ritu­
als that were embedded in specific spiritual, so­
cial, and cultural contexts. Historically patients 
viewed the shaman, healer, or physician as a per­
son with esoteric knowledge gained through 
closeness to nanIre or one or more deities. Thus, 
healing rinIals often involved prayers or sacrifices 
or ways of exorcising evil spirits from the body 
and mind. The healer had special knowledge of 
these ceremonies and often invoked the patient's 
larger family and social ties in the healing rituals. 
Disease and distress were not strongly distin-
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guished, with both seen as the product of dis­
rupted important relationships, including family 
members and gods.3 Shamanistic therapies were 
directed toward restoration of disrupted relation­
ships and had only indirect effects on physiology. 

The advent of medications with specific phar­
macologic effects has gradually increased the 
power of modern medicine and decreased respect 
for spiritual, personal, and social aspects of heal­
ing. In fact, we now define the therapeutic power 
of medications in opposition to the power of the 
therapeutic relationship.4 New pharmacologic 
therapies must prove their power through com­
parison with supportive visits and placebo treat­
ment. Only those therapeutic effects produced in 
excess of what can be achieved with a therapeutic 
relationship and inert therapy are accepted as sci­
entifically valid. Physicians deliver scientifically 
validated therapies, but one connotation inherent 
in the randomized placebo-controlled trial is that 
the physician-patient relationship is a nonessen­
tial and unscientific part of the therapy. 

Physicians have traditionally measured the effi­
cacy of treatment by the effect on the physiology 
of the patient, such as decreased blood glucose 
levels in the diabetic patient treated with insulin. 
Patients view quality and effectiveness of treat­
ment more broadly and include the effect of 
treatment on their social, vocational, and marital 
functioning, as well as on the specific symptoms 
that brought them to the physician.5 Studies have 
determined that the different variables patients 
and physicians use to decide whether a treatment 
is effective often lead to patient-physician dis­
crepancies in whether they consider a treatment 
to be successful. 6 The Food and Drug Adminis­
tration has in recent years begun to require treat­
ment trials to include quality-of-life variables to 
determine the overall success of treatment. 

Modem Medicine: The Healing Perspective 
In modern medicine, other professionals, such as 
nurses or social workers, handle the personal and 
social changes caused by a disease or its treatment. 
Terminally ill patients receive care in hospice pro­
grams, and religious leaders provide pastoral ser­
vices in hospitals. Modern-day physicians only 
rarely make home visits, which often provide in­
valuable information about the social, economic, 
and familial contexts of the patient. The exclusive 
focus of physicians on disease, having other pro-

fessionals provide spiritual, social, family, voca­
tional, and end-of-life care, has tended to remove 
the physician's attention from the patient's social 
milieu. With the exception of the field of family 
medicine, medical disciplines approach the indi­
vidual as the unit of treatment, and the impor­
tance of the relationship of broken familial and so­
cial ties (as occur with divorce, grief, forced 
emigration) and economic hardship to the devel­
opment of symptoms and medical illness is often 
overlooked. Moreover, the movement of medicine 
in the United States to a managed care model, 
which attempts to match specific economic cover­
age with specific medical conditions, reflects our 
cultural bias that values the technology and sci­
ence of medicine over the nonspecific healing 
power of the physician-patient relationship. 

Despite the movement of modern medicine 
away from the spiritual and social aspects of heal­
ing, many problems a primary care physician en­
counters daily result from human misery (somatic 
symptoms resulting from stress, depression, or 
anxiety) or are embedded in human misery and 
attempts to cope with unhappiness (maladaptive 
behaviors such as smoking, drinking, lack of safe 
sex, obesity). In recent years, modern medicine 
has even developed specific pharmacologic agents 
to treat some of this suffering, such as antidepres­
sant medications, but there still exists a great deal 
of human misery, sorrow, distress, and unhappi­
ness for which we will never have specific treat­
ments. The growth of the counseling industry in 
the United States could be an adaptive response 
to modern medicine's reluctance to value the 
nonspecific healing aspects of the physician-pa­
tient relationship. It certainly also reflects an al­
ternative way to cope with human pain in a time 
when fewer people are attached to religion. 

The Physician's Role: Care Versus Cure 
What is the role of modern-day physicians who 
take care of patients seeking help for the many 
reasons patients have come to healers for thou­
sands of years, ie, palliation of their everyday mis­
ery by going through the healing ritual? Today 
this ritual involves patients shedding their clothes 
and putting on a hospital gown (increasing one's 
vulnerability), telling the story of their symptoms, 
having the physician "lay on hands" to examine 
them physically, and, finally, having the physician 
negotiate a diagnosis and treatment with them. 
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The ritual also involves caring, support, respect, 
and a nonjudgmental attitude from the physician. 

Patient satisfaction has been shown to be asso­
ciated with adherence to medication and lifestyle 
changes (dietary changes, exercise, and decreas­
ing everyday stress), adaptation to aversive symp­
toms, and maintenance of quality of life.7,8 For 
patients who have a chronic medical illness, the 
quality of the physician-patient relationship often 
plays a powerful nonspecific role in patient satis­
faction with care. The healing relationship be­
tween physician and patient can also play an im­
portant role in alleviating symptoms and 
preventing patient demoralization and depression 
secondary to chronic medical illness. The placebo 
is arguably the physical symbol of the power of 
the physician-patient relationship to alter physi­
ology. Placebo treatments have been shown to be 
powerful therapies for a wide variety of medical 
conditions.'} 

Michael Balint, who led groups of experienced 
general practice physicians gathering to discuss 
difficult patient encounters, often stated that 
among the main discoveries of the group was that 
many patients were seeking a "dosage of the doc­
tor,"IO the care inherent in the healing relation­
ship. At times this patient behavior led to prob­
lems in the physician-patient relationship, as 
patients' needs were often not clearly communi­
cated, and the unhappy and anxious patients used 
somatic symptoms as their ticket of admission to 
the clinic. This somatic symptom, a symbol of the 
unhappiness in their lives, was unconsciously 
used by patients seeking support and care when 
distressed. In many instances the physicians 
would keep trying to rule out all medical prob­
lems, gradually feeling increasing frustration and 
impotence as the multiple examinations proved 
futile. Shifting the focus to the stress in patients' 
lives sometimes helped, but just as often recogni­
tion of the complaints as a metaphor for the pa­
tient's misery and unhappiness led to a change in 
the physicians. The physicians began to have 
more empathy for the difficult circumstances in 
the patient's life and to recognize the symptoms 
as indirect ways of attempting to reach out for 
caring and support. 

A resident in family medicine recently described a shift 
in attitude about a patient who complained of 5 years 
of back pain and kept demanding that the physician 
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cut'e the pain. The physician began to understand that 
the patient had been chl'onically unhappy much of her 
life and was experiencing it great detll of stress because 
of the substance abuse problems of her two grown chil­
dren. "What helped me with this patient was to realize 
1 didn't have to fix the problem. 1 began to empathize 
with the patient's misery with staternents such as, "1 
know you are in pain, and if 1 could take it all away, 1 
would do it in a minute. Unfortunately, there is no 
cure for many types of chronic pain, but you and 1 can 
continue to work together to try some thing)' to help you 
live with it as best as possible. " With the focus on cure 
deemphasized, the continuing patient regular visits be­
gan more and more to consist of supportive counseling 
around the patient's family problems and the meaning 
of those problems to her. 

Physicians tend to be active problem solvers who 
derive self-esteem from fixing problems. This cop­
ing style is synergistic with many acute problems 
patients bring to the physicians. Much human mis­
ery and pain, however, needs to be approached us­
ing a palliative, not a curative, model, but many pa­
tients in chronic emotional pain either seek care 
from physicians for physical symptoms or have un­
realistic notions of a physician's power to help re­
lieve their emotional pain. Furthermore, physi­
cians can perceive chronic misery as akin to acute 
anxiety or depression, which might be cured with 
medication or specific therapy. 

Physicians often feel progressively impotent as 
diagnostic tests prove negative and therapeutic tri­
als of medication are ineffective, engendering 
frustration and anger that can increase linearly 
with the diagnostic and treatment failures. These 
emotions can be cues to the patient's misery and 
emotional pain, which is the correct diagnosis. 
Therapy based on care, not cure, can then remove 
the burden from the physician's shoulders and en­
able a return to proper therapeutic empathy and 
an effective physician-patient relationship. The 
ability to allow patients to talk about their life 
problems and life experience with a supportive 
nonjudgmental person is itself a powerful healing 
modality. Most psychotherapy trials have found 
that the best predictor of treatment success is not 
the specific therapeutic technique, but the pa­
tients' perception of the strength of the physician­
patient alliance. II Modern medicine must not lose 
sight of the power and importance of this ancient 
alliance in its quest for scientific active treatments. 
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