HANDOUT - SOMATISATION & THE ART OF REATTRIBUTION


READ THESE TWO CASES

Case 1
A 27 year old woman had been looked after by one GP throughout her life.  Her patents had separated, her father being an alcoholic, and there was some suggestion that she had been sexually abused by her step-father.  She herself tended to form abusive relationships with a succession of violent males, her main outlet being frequent consultations with her doctor with bitter complaints of symptoms in a variety of body systems.  Although the GP viewed her as one of her “heart sink” patients, and never felt that she was achieving much progress, she managed o contain her with only infrequent symptomatic treatments and simple investigations.
While her usual GP was on holiday she consulted a locum, complained of pelvic pain and in great distress.  She was referred to the local gynaecologist.  At the hospital, where she saw a succession of junior doctors, various medications were tried to no effect and eventually a hysterectomy was performed.  The patient then complained that her pain had actually got worse.  A psychiatric referral followed, and a diagnosis of somatisation disorder was made, but the patient was entirely unwilling to engage in any form of psychological treatment and spoke of suing the gynaecologist.

Case 2
A man of 48 was made redundant from an unskilled factory job, and could not find further work.  He started to suffer severe headaches, and consulted his general practitioner several times.  The GP’s impression of a depressive component was vehemently rejected by the patient, and there seemed no alternative to neurology referral.  Whilst waiting for outpatient consultation, the patient's pain became incapacitating over the weekend and he was admitted as an emergency. 
During a two week admission, he had extensive investigations, all of which were normal, and continued to refuse the ward staff’s efforts to encourage him to talk about his apparent emotional problems.  He was discharged with a diagnosis of “tension headache, ?depressed” on amitriptyline 50mg nocte, in the belief that this drug was purely an analgesic.  

He continued to suffer headaches, and to decline more intensive psychiatric input.  In follow-up, he never regained full physical or psychological health, though it was clear that he was rather better when taking amitriptyline than when not.

DO YOU SEE WHY IT IS IMPORTANT TO MANAGE PATIENTS WHO SOMATISE?
AND MANAGE DOES NOT MEAN CONTROL.

Taken  from chapter 9,  “Somatic Presentations of Psychiatric Disorder”, Hughes Outline of Modern Psychiatry, 4th Ed, Barraclough & Gill (1996)

SOME USEFUL TIPS re: THE FOUR STAGES – SESSION ONE
STAGE ONE : FEELING UNDERSTOOD
History of the PC

· Clarification - “can you tell me a bit more about the diarrhoea”

· Associated symptoms “any other symptoms when you got it yesterday morning” eg sob, shakey hands

· “typical day”  - go through a typical day
· Specific example “could you just take me through the last time you had it. What you were doing and where you were so it gives me a sense of what was happening and how it felt”
Responds to emotional cues

· Assess mood “you seem a bit down in yourself”

· Assess severity of any depression (biological features)

· picks up emotional cues ?empathetic statement “so, what’s made you really worried is that….”
Summarise what you find
Explore social and family factors
Explore patient health beliefs/ patients view of the problem

· Clarify extent of the worry eg 1-10 scale about the cause of the symptoms

· Does that scale increase when you have the pain?

· ?previous episodes of other symptoms
Brief focussed physical examination

· For dr reasons – to exclude physical causes

· For pt reason – to show them that you have taken their symptoms seriously

BROADENING THE AGENDA
Feedback results of Ex or Ix carried out BUT ALSO Acknowledge reality of pain or other symptoms  - even if no physical reason for their pain
· “what I found examining you is that you certainly have got pain in the bottom of your spine but you have got good range of movements there as you probably saw yourself.  I think you’ve got a  fair bit of muscle tension.  There are no signs of slipped disc or a trapped nerve”

· It is important to state the abnormalities (eg tenderness) and what you think it is
Reframe the complaint: summarise all the symptoms and suggest link to life events

· ie getting them to see their symptoms in a different perspective.

· Summaries all the symptoms – physically, psychologically and socially and then tentatively link them to the life events they have told you about
· “can I just go through things with you again. That you had back pain for around 3m.  And it started when you were at work when you lifted something but before that you had some pressure from work .  You’ve told me that on a typical day that you are not sleeping well and waking in the morning.  And that as you’re about to go into work the pain becomes worse esp. at the thought of being over worked and understaffed.  And that as the day goes on, the pain gets worse.    I wonder whether there is a link between the pain you are feeling, the pressure under work and the fact you are feeling down.  What do you think?”
· It is important that when you explain your ideas to the patient that you do so clearly in a tentative way.  Using phrases like “I wonder if”.  This gives the patient to give the opportunity to discuss this further so it doesn’t feel like you are dictating down to some one exactly what you feel their problems are about

MAKING THE LINK
How the symptoms might have occurred before during “stress”

· Use patients own words.  Stress and anxiety might not be acceptable – use words the patient has used.  ?pressure, mood

· “how would it feel if I suggested……….”
How tension can cause physical pain

· “Do you have any idea of what might be getting tight”

· “and that tightness might be causing the pain perhaps?”

· What we understand is that when you get worried your muscles can get quite tight and tense and when they get quite tense for a while, they can give rise to pain.  And that could give rise to your chest pains and even the headaches.”
How symptoms can be related to life events

· “Can I just take you back to the typical day.  Are there targets to be met at work?  Right….i see.  So it is fairly pressurised.  I’m a bit concerned how pressurised each day is.  Is that something you’ve been concerned about?  Certainly with the day time work, that sort of pressure would get anybody's stomach churning and gurgling away and it’s not difficult to see that leading to the stomach pains and diarrhoea.”
Keeping a Record

· “What happens at night time, weekends, evenings after work?  Keep a record of symptoms – times of week when they are more frequent or less frequent.  It would be helpful to do this.  Do you think it might be useful? ………Yeah, it might provide us with a better idea of your symptoms and how you are feeling.

· So, if you write down the following :
· Note down the situation where you notice you got some body symptoms like the breathlessness.

· For example, the last time you had pain :

· The situation is what were you doing  eg walking back from school

· Who were you with ? On y own

· When was it – eg in the morning

· Where were you – outside going up a hill

· Then just note down what symptoms did you notice eg pressure on chest, sweaty, sob

· Your mood at the time : what were you feeling eg worried, anxious, down in the dumps”
· USE A TABULATED FORM
How depression can lower the pain threshold

· It can be difficult and sometimes not useful to use the term depression with patients.  But it might be esp. necessary if you feel the depression needs treatment.

· “looking at you in the surgery now, you like you’re quite down to me and that you’ve already told me that you’re not enjoying things.  You have also said your concentration isn’t that good and the energy is not that great.  You also said you’re waking up early in the morning and that your eating is not that great and that you’ve lost around half a stone.  What I wonder is therefore behind that pain is some depression which may be contributing to that pain.  Have you heard of depression?  What do you understand when I say depression?” – explain more as per situation.  
· “You’re symptoms do seem to fit in with what doctors call depression and that is more than feeling just a bit down.  I wonder if there is a link between the pain you are getting the depression and sometimes it can become a vicious cycle.  And it can be that depression itself can reduce your pain threshold so that pain that you would normally have and normally be able to put up with will feel a lot more severe and you experience a lot more pain”
How the symptoms can make you more depressed “the vicious cycle”

· This might be more acceptable to pts.  How the symptoms themselves can make them more depressed.

· “the pain can sometimes get you very low and get you in a vicious cycle.  You get more low and feel more pain.
Linking in the “here and now”

· To link exactly how they feel in the here and now with their experience of symptoms and perhaps to contrast that with how they felt earlier on in the day or some other time in the past week.

· “I notice that as we are talking about it that you come across as a bit agitated.  How are you feeling right now?........    And I noticed that as we have been talking about what’s been going on that you’re feeling some of these symptoms”

Significant others

· For instance friends and family impact on the symptoms.  2 strategies

· How symptoms and ways of responding to stress may be learned in families.   It may be easier to recognise psychological mechanisms occurring in other people.

· “looking back on it now what sort of things were making your mother tired like that………….    (eg mum looked after gran etc etc).   Mmm”

· Symptoms experienced by significant others who have serious or life threatening illness may take on a special significance when they experience that symptoms themselves.

· “I remember that when you first came in one of your concerns was that it might be bowel cancer yourself.  Having seen what your mum when through I think you would be very aware of stomach and bowel pains”

NOT  TO USE ALL OF THEM - use certain techniques at certain times

NEGOTIATING TREATMENT
Explore patient’s views (of what is needed)

· “how do you feel about what we’ve talked about today……….    Do you feel more relieved?  What do you want to do from here then?”

There is a range of different things that you can do:
Acknowledge patient’s worries and concerns

· “How much worry do you have now about your symptoms (eg in the sob patient, worries about asthma)…….. So is there something about doing some more work together to help you to manage the worry and some of the difficulties so that the symptoms become less?  Does that make sense?”

· “one of the ways we could do that is to put a problem list together as to what you see as the main difficulties contributing to your symptoms  and see what you would like to see change…..and then we can look together to see how those problems might change by looking at those problem areas”  Give examples.  
· “Do you think you would be able to do that, jot them down and bring them to the next surgery.”
Problem solving and coping strategies

· It may be helpful to use simple problem solving strategies.  Alternatively, if it is difficult to find a solution, it might be important to look at coping strategies instead.

· “Can you see any ways of making things easier for yourself?   Easing the pressure perhaps?..........”
Relaxation

· Esp. for muscle tension leading to pain.  Introduce the idea of simple exercises 

· “there are things that you can do in terms of relaxation exercises to help you”
Appropriate treatment of depression
Specific plans for follow up
YOU CAN’T DO EVERYTHING IN ONE CONSULTATION AND THEREFORE FOLOW UP IS IMPT TO SEE WHERE THE PATIENT IS AT AND WHERE TO GO NEXT.
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