PAEDIATRICS, PSYCHIATRY
AND PSYCHOANALYSIS
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Medical Education has become an academic discipline secking to prepare

students and doctors for life-long learning. It has capiralised on research

in "Adult Learning Approaches” and teaching and learning methods
derived from rthis (see e.g. Merriam, Caffarella and Baumgartner 2007).
ning (PBL) (see e.g. David er al,

1999). It uses a structure which presents scenarios and defines steps to
use in examining them. The aim is for students to describe what they
think is happening, discover what additional information and learning
they require, and plan responses to clinical situarions. Irs method
mvolves ensuring a common definition of terms and use of language,
brainstorming, hypothesising abour possible explanations, Prioritising
the possibilities and deciding if additional information might be needed
to come to a specific conclusion. A key component is thar it seeks to
mobilise previous learning and experience and to process it in applving
it to particular problems in order to further enhance knowledge, skills
and atti

1

udes.

Although it is not taught specifically as being a clinical skill, its merhods
H

can be extremely useful if confusing or complex situations arise.
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Clinical example 2.1

Sixteen-year-old Kyle and his mother had a complex and ambivalen:
relacionship. They were very close but could rapidly become angry witl

each other. All efforts to improve che situation had been unsuccessf

and this was interfering with his medical care for a chronic condition.

A fresh opinion was soughe.
y

involved were rapidly

The descriprions of the professionals already

repeated. Effores o clarify issues wich open questions were not succe

in gathering a good history so [ decided to ask for very specific derails

of what had happened that day starting wich waking up. Kyle
mother were able to agree that he had woken up and that he had got
up and gor dressed. However they adamantly and repearedly disagreed
about whether he had had breakfast or not. Ir fele like they could have
carried on their disagreement all day.

In the spirit of PBL [ decided ro ask them ro define their terms. Morher
explained that Kyle had had a breakfast of tea and roast. Kyle agreed thar
be had had rea and roast bue insisted rhac he had not had breakfase. He
defined breakfast as a ‘Fall English’ —egg, s e. bacon etc.

It subsequently became clear that similar discrepancies occurred in
ny situations. This did not seem to be born our of any simple wish
to be awkward bur from some more profound issues about misunder-

standing idiom.

Among other things this approach seeks ro engender a true spirit of enquiry
about one’s patients and abour oneself in relation to one’s patients and other
aspects of work and learning. It is a form of enquiry that is shared with the
psychoanalytic approach,

Models of medical pracrice

Paediatrics, psychiatry and psychoanalysis have a common origin in medical
pracrice. Medicine has provided fertile ground for the recognition of children’s
difficulties and for the needs of those caring for and educating them. It has
assisted adules in understanding children, promoting their welfare and
responding usefully to their problems. However, whar has proven more
controversial is che usefulness of different models of pracrice.

The Medical Maodel

The Meadical Model (or Biomedical Model) was described by Engel (197

e
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dominant model of disease roday, with molecular biology its

wientific discipline. It assumes disease to be fully accounted
for by devi mwms from the norm of measurable biological {somatic)
The biomedical model not only requires thar disease
be dealr with as an entity independent of social behavior, iv also
demands that |

behavioural aberrations be explained on the basis of

disordered somatic (biochemical or neuro-physiological) processes.

The debare still continues abour whether it has been a constraint or inter-
ference mthm than a facilitating influence on good clinical practice. It can
be difhcult to ascertain where the balance lies because it is recruited for the
purposes of interdisciplinary dispute as opposed to rigorous examination of
its value. Klerman (1977: 221 summarises this:

i

3

To psychologists and social workers in mental health settings, i«
is a term of contempt to use in the struggle over whether medical
degrees are necessary for positions of greater authority or higher
salary. To sociologists, learned in ‘labeling theory’, 1t refers to
rhe narrow redu(ﬁ{masm of conventional psychiatric thinking that
refuses to see the social forces in the émemmcm and perpetuation of
social deviance. To civil libertarians, it 15 the basis for the unwill-
ingness of «

P
W

che mental professionals to acknowledge the extent to
0
1

ch menta STIEULIONS are agents (}}C social control.

He adds with added relevance to the present conrext

To psychotherapists — medical and nonmedical — it is a synonym for
biological treatments, especially ‘shock” and psychosurgery, which
threaten to destroy the minds and souls of their patients. To
biclogical psychiatrists, proud of the advances in new drugs, it is a
summary call ro psvchiatrists to return to scientific medicine and the
mainstream of medical practice.

The Biopsychosocial Model

Engel (ibid.) views the Medical Model as severely limired because it ignores
fundamental issues of the art and humanity of medicine. He summarised his
objections under six headings:

1 An abnormality may be present, yet the patient not be il

The biomedical model ignores both the rigor required to achieve relia-
bility in the interview process and the necessity to analyze the meaning
of the parient’s report in psychological, social, and cultural .. terms. ..

o

"

Psvchological and social facrors are also crucial in determining whether
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and when patients with the biochemical abnormality ... come o view
themselves or be viewed by others as sick.
4 Rational treatment ... directed only at che biochemical abnormalicy

coes not necessarily restore the patient to health even in rhe face of
documented correction or major alleviation of che abnormalicy. .
The behavior of the physician and the relationship between parient and

WA

physician powerfully influence therapeutic outcome for betrer or for worse.
6 The successful application of rational therapies is limired by the physi-
cian'’s ability to influence and modify che patient's behavior in directions
concordant with healch needs. .. {this} requires psychological knowledge

and skills, not merely charisma.

He proposed an alternative model, the Biopiychosocial Model, which would
mncorporate fully che science, art and humanity of medicine. Borrell-Carrid,

Suchman and Epstein (2004: 576) summarised this model as:

a way of understanding how suffering, disease, and illness are affecred
by multiple levels of organization, from the socieral to the molecular,
At the practical level, it is a way of understanding che patient s
subjective experience as an essential contriburor to accurate diagnosis,
healeh outcomes, and humane care... {whose] pillars include (1)
self-awareness; (2) acrive kuimamm of trust; (3) an emorional »sfykc
characterized by empathic curiosity; (4) self-calibration as a ay to
reduce bias; (5) educating the emotions to assist wich diagnosis and
forming therapeutic relationships; (6) using informed intuition: and
(7) communicating clinical evidence to foster dialogue, nor just the
mechanical application of protocol.

These authors do not present their arguments in terms of psychoanalyric
theory and practice, bur rheir tenets are consistent wich psychoaralytic

principles. There is a shared emphasis on reflective practice am{i the central

importance of che patient—professional relationship as a diagnostic and the
PEUIc Instrument.

Narrative Based Medicine (Greenhalgh 1999; Greenhalgh and Hurwicz
is another approach th(:h piacfes these factors alongside biomedical evidence in
the practice of medicine. Values Based Medzk‘i%{?u‘ﬁ)ra Stanghellini and Broome
2004) also emphasises thar practitioners need to be aware of their own persy
and how thar influences the view they take of cthe dara and informarion in the
scientific liverature, i.e. Evidence Based Medicine (Sackert et al. 1996},

e

What is good medical practice?

The foundation of clinical practice is the use of the clinical consultarion. It
provides rhe opportunicy for the doctor o see the patient and the patient
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5 in terms of healch and illness (the differential diagnosis). I
srcher data are needed and whar dara

are required to decide berween rthe different possibilities. Simultaneously

ient with the opportunity to gain a sense of the

it provides a conscious ; ati
i ability, and wish to gain an understanding of qu ir
15

docress rrustworthir

predicament: exp%iri! y it is the doctor making the assessment but impl

she is also ¢ ! '“Eﬂ” assessed.

Through this process it becomes possible to proceed with a plan of care
which both patient and doctor agree is a fmsnmbi@ course of action. In

ernergency, the time-scale mav be only the briefest of moments, but in most

crrcumnstances there are opportunities for repeated interactions, which may
even mm’;{% over years. The presence or absence of change can be decisive

lishing the severity and danger of any symproms or signs, in distin-
guis hmg berween different diseases, in differentiating

and in deciding on rhe usefulness of any intervention. Hence, time is an

health from illness

H

essential chinical rool for both diagnosis and therapy. It is also the means
thr m;h which both doctor and patient can come to know the ways in which
understands bodily experiences, sensations and functions. Doctor and
patient both contribute to the evolution of the clinical picture. Farlier clinical
encounters shape the later ones.
The components of the clinical consultation are usually divided into two

parts, obtaining a history and the physical examinarion of the patient. The
nt's immediate concerns, the

history consists of information about the patie
background ro these and the wider context of the patient’s health, living
situation and any potentially related issues. This pmvxde% the opportunity

what the current problems are (his rymptomy) and for the

for the patient 1o say

clinician to expand on this to explore anything that may clarify any additional
elements relating to the symptoms or their impact. The examination provides

the opportunity for the clinician to use their own physical senses and to

explore indicarors of health and disease, i.e. to elicit the presence and absence

H i

of 20 of iliness. This distincrion berween symptoms, what the patient

complains of, and signs, what the clinician elicits, is extremely important.

s and psychiatry certainly share the centrality of importance
placed on this form of history. In discussions about psychodynamic psycho-
the erapy. different schools may rake different positions or emphases. Some may

put more weight on the “here and now’ of rhe clinical encounrer as a sufhcient
source of information; others on the wider emotional and relarional context
of patients or the historical events and processes of their lives. My position
as a psychoanalytic child psychiatrist is that the framework of exploration of

Paediatr

the patient’s current concerns and predicament and how their reiaii@nships
and development have unfolded are all essential. This should also include
knowledge of the patient’s physical health and development.

28
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Psychoanalysis as a framework for pracrice shares with Narrative Based
Medicine an emphasis on che way clinicians become pare of the patient’s lite
history: both value subjective experience and are circumspect abourt claims of
‘abjecrivity”. The form which earlier clinical contacts have raken will shape
how the understanding and cxpeawﬁos 15 of health and illness have evolved. In
rurn, this will shape the form of ongoing and future interaccions. A nparrative
tevelops in which docror and patient are both characte

As ducubcd i Chapter 1, what is distincrive ghom psychoanalysis is
the position accorded to transference and countertransference processes
sources of essential information and routes through which comprehensive
understanding and therapeutic aspirations can be betrer realised. Although
psychoanalysis may at times appear to place a central importance on explicie

interpreration of cransference or other factors in unconscious mental life this
may over-emphasise intellectual understanding ar che cost of experiential and
emotional aspeces in the psychoanalytic process.

There iz a further distinction berween the pracrice of psychoanalysis as a
specific formm of trearment and the application of psychoanalytic theory in the
practice of medicine. In work with children, the possible benefits of specially

wiapted care may also be underestimared. Winnicore (19530 115) challenged

his fm@cimfzrxcmfz and psychoanalyst colleagues to consider the place of

psychoanalysis as a specific therapy as opposed o a method of informing other
types of Ehcmpcum care. In his 1933 Presidencial address to the Seccion of
Paediatrics of the Roval Society of Medicine, he presented the case of a boy

where he had adapred his invelvement to fit with practical conseraints:

Whenever he came to me subsequently he juse played witch the
train, and [ did no more psychotherapy. Indeed [ muse not, unless
t had been able to let the treatment develop into a psycho-analyric
rrearment, with its reliable daily session arranged vo last over 4 period
of one, two, or three vears... This child needed my personal help, bue

there are many cases in which che psychotherapeuric session can be
omitted, and the whole therapy carried our by the home. The loss is
simply that the child fails to gain insighe, and this s by no means
always 4 serious loss.

5

of the

s

sychoanalysis as defined by Winnicote was nor avatlable for any
parients described in this book: some of the patients did receive piy
psychotherapy, a less intensive process but still characterised by the relative
frequency of ateendance and regularity in rime and place. Most of the work
oresented 1S int fact psychoanalytically informed therapentic case management. Bur
experience and knowledge derived from psychoanalytic psychorherapy
psychoanalyric theory was no less important in the absence of psychoanalytic
reatment in its purest form. A psychoanalytically informed a approa wh can
nelp us to understand why things have happened when there is no other

ALY
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explanation: 10 may help understand why snm@fhmg productive or
counter-producrive when rhere does not appear to be a rational explanation.
Perhaps even more importantly, it may help us rolerate not understanding

at all,

The physical examination

‘he most obvious manifestation of the physical examination is the laying on

hands — the raking of the pulse, the request to open wéée and say "Ah’, the
ion. Before laying

stethoscope on the chest. However the first step 1s observa
hzmds on the patient, the doctor lays eyes on them: bemm any words are
spoker, sounds may be heard; the entry of the patient may be accompanied
s ell

bservation as a clinical skill is the readiness to take in ‘—sarcrpmai eXpPerin

ences without necessarily being seen to do anything. These observarional data
may direct the clinician’s affiw{v and atrention ;mmc%' tely: the obvious
lence from the

patiens who has stopped breathing, will direct dclinical activity urgently.

fracrure of 2 bone, the smell of ketoacidosis, the sound of si

Raw data need first to be assimilated withour awareness of its significance. It
requires what Keats (1821) called megative capability, "when man is capable of
being in uncerrainties, mysteries, doubts without any irritable reaching afrer
facr and ma‘;ﬁm".

Examin the yaticm: may include eliciting resy
asking ¢ hc gn}tz o do something or observing their
or involuntary, to requests or intervention. This establis
from which change can be recognised. Sequential observations over brief
or extended periods of time indicate the presence or absence of change over

nses from them by

voluntary

hes the base-line

time or in response to any interventions. For that reason there is actually no
such thing as a ‘negative finding’ or ‘no significant findings’; there are only
‘hndings'

This process includes exploration and enquiry relating to mental
functioning. This mental state examination is relevant across all areas of
ts. It begins

medicine and it is rhe specialist area of ()pﬁmtifm for psychiat
by ascertaining if there is any impairment of consciousness, for example is the
patient rousable? Does he know where he ts and what day it is, that is, is he
orientated in time and place? It includes assessment of cognitive functioning
— is the patient able to remember things from the recent or distant past?
If there is any impairment is it consistent or variable? Observations and
enquiries are made about the patient’s perceptual experiences, belief systems
and mood. Is he experiencing hallucinations? Does he have delusions? Is
his mood depressed, elated, anxious? Just as a surgeon may need to palpate
and then exert some pressure in the righe iliac fossa to decide if the patient
has acute appendicitis, so too does the psychiatrist have to be ready to press
and probe despite evidence of pain or upset. The examination is an iterative
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The clinictan must simulraneously enquire and observe deciding

whether repetition or elaboration is re quired in response to the way the
ination is proceeding.

®
o4

has been described needs to be undersrood as the preient meneal stare.

t muse also be appreciated is the extent to which rhis represents the stare
of the p:xzécm“ over time. Just as & pacient whose blood prumrf reading is

{hﬂs to be monitored over time to find our whart is happening
ght mean, so too does a patient wth menui srate .

Chinical example 2.2

| Mary had been admitted to the paediarric ward the previous nigh
Tl

after taking an overdose of tranquilisers. When 1 saw her for initi

P

D i

ssychratric assessment she sac silently and still in her bed. She did
respond to my enquiries but only slowly and withour elaboration, The
CIFCUMSt

ances before her overdose had given rise to concerns abour
her. She had talked abour life not being worth biving., However, the
circumstances around the overdose had not made che clinicians already
I involved more urgently concerned for her safery.

When I saw her again in rhe afternoon she was sireing up in bed and
tatked to me ar length abour the difficulties she had been having. She
cried during this bur started ratking about ways in which she might cry

and cope with her circumsrances and ger on with |

P

ly Idid not know if Mary's presentation indicated a profound enduring
depression or the pharmacological effects of the rrar wquilisers. By
ternoon it became apparent the latter was che case. If her scare had
continued to be the same as ar that first contace, particular care would have
E‘;s:r:ﬁ needed to ensure her safery and further as

rongly she was in the g

sment o establish how

ip of depressive processes.

s of con sw&nu or change may be cructal in deciding which
specialist is likely to be of most value o the patient. Impairs

¥ -

ent of
ates that there is a significant organic process involved

Eifizii(’)?z“;iiil pharmacological or vhysiclogical causes need 1o be

81
3
1
L

gated. Some common causes are drug or alcohol inroxicarion and

crises. Less common are specific qz%()f‘d rs i the brain or m
i the body, for example temporal lobe epiler y, systemic lupus,
ders. Variability and lability of mental stare
indicare the need for exploration in the realm of physzuxé disorder.

metzholic or ﬁf‘zﬁffﬁi\ft disord

witl be u}uqzde-mu in the derailed case presenrarion of Jenny (T4




PAEDIATRICS, PSYCHIATRY AND PRYCHOANALY SIS

Liaison psychiatry

vs in which people’s di ifhculties emerge and the ways in
hcm into contact with medical services has
chiatry: Haison psychiatry. It is:

5_7,1“‘1'{?{3 rise 1o 2

-specialty which provides psychiatric treatment to patients
‘g general hospirals, whether they atrend out-patient clini

& emergency departments or are admirred to in-pati
wards. 'sz fore it deals with the interface between phys:

z

al health. 1&1 e is now abundant evidence that medical

patients have a high p;wuknw of psychuatric disorder
can be effectively rreated with psychological or phe

o

armeco-
(Roval College of Psychiatrists 201 1

This definition has the advantage of brevity but it does not define what
constitures rreatment’ ?\Eeathef does it explicitly include the tact that 2
process of assessment needs to precede Treatment, whether or not it arrives
at a ’Ge ipitive diagnosis’ on which a specific plan of trearment can be
formulated and implemented. These points will be considered later in the
hd;ﬂi"”

In child mental health practice, definitions of liaison psychiatry often
extend 1o include addirional activities which specialists from child mental

health contribute, for example teaching, research and staff support. Different

.
adels of clinical services are also diswwed:

- In [’@!}Hzﬁ’ﬁlﬁhﬁ;z igns wo

the paediatrician refers a patient 1o the
psychiatrist who makes an independent assessment of the problem
and reports back to the paediatrician. Further action is decided
inilaterally by the paediatrician.

yehiatric consiltation wmodel: paediatrician retains respon si-
bility for the child and the psychiatrist offers advice and suggestions
10 the paediatrician.

— Indirect |

1

fretean model: de tarric and stchm{ng professionals

w Collabora
work together to provide a comprehensive service for children and
rheir fan

(Engstrom 2002)

1

These models do not necessarily represent different servicer: they may describe
different functions within an overall collaborative team. Hidden in this 15 also
the oppmmmw to recognise a sub- specialism of ‘liaison paediatrics’ which
assists child psychiatric practitioners in understanding patients’ broader

nealth and iliness care 1ssues.

32
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H

This book is in the spiric of the collaborative team model. It describes -

core function of child and adolescent psychiatric services as involvement wich

other health professionals when a child or adolescent has difficulties which
involve bodily symproms or functions. These problems may stem from, or be

c<mjemﬁti(m with, identified physical pathology or may remar
unexplained. Somerimes concerns such as pain, fatigue or loss of funceion
ng }')LL 3 Lzm or he:r%eif ﬂf mh&r

may arise prede 'mxmmtiy from the y

ter deum than thf: chxkd The dynamics of these pmus»w emphasise
additional lmpcm wnice of h%whf.dw(— of the psychiacry and psychodynamics u[

adulrs for child health and welfare pracritioners.

A brief digression into semantics and metaphor is required and will serve
[so
foundations for some of the later content of the book. The Royal College of
Psychiarrists” (2011) definition describes liaison psychiarry as {dealing} with
the smerface berween physical and psychological health’ {my alics). Bur
what is an ‘interface’” For me it conjures up an image of ith
p{mimmcx on one side, psychiacry on the other. This does nor fir with my
view of the practice I espouse. The dictionary does offer ‘a meerin g pmm or

COmMImon 1o Eﬂd DC‘EW((‘H WG ‘}lf“éﬁli‘ Vs Ji:y(,iphfh‘y et

> to illustrate the complexity of this interdisciplinary work and lay the

&

a boundary

E

pi’fff.&p& three. (/ommoa gmund is déﬂﬁnﬁfd as somezf nng on wmd WO
tres agree or in which both are interesced in NELOTHLION, CONVErsarion, et .
Liason psychiatry does not ﬂt(tﬁx\d{*}fy bring about agreement bur should be
on the bmxs of ‘common pu{posa and acknowle .E;:f:mcm of the pmfésgimmi

hon Yhé‘ issue of hm& ACTION 18 aur mnscd and by th)m - my u,;ff
Prof. Robert Boyd used to ask “Who should be callin ng the shors? Pla

g g
the clinicians in convext of their use

fulness to the patient racher than as
administrative configurations of health and illness care services does require

concending with greater complexity but it exemplifies 2 ‘patienc-cer

sroach’

Rather than the relationship being one of ‘interface’ it is a relations ip
which needs to be much more in rune with the currents of mencal life and
their manifestations. As will be considered in the following secrion which
considers the body—mind relationship, simple dichotomies are inadequate in
complex systems. The ebb and flow of the different influences and EXPression
of underlying processes are much more akin to the profile of che seashore — seu
and sand with an interridal area which needs to be respected for trself,

Diagnostic dilemmas

The debate berween adherents to the Medical Model and the Biopsychosocial

5

Model is re:%ﬁe:u:(z it the place of ‘diagnosis’ in child menral healrh.
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Clinical example 2.3

| At a case conference, the case presented was that of John, a ren-year-
old boy who was brought to see the psychiatrist because he had been

i
i
H
{

ment and

persistently pulling his hair out. After comprehensive
i chate it was decided thar the diagnosis was trichotillomania.

PN
o}
=
N
~
[
7

At jts extreme in using the Medical Model, ‘getting the d'a;:ﬂ()xif;’ becomes

an end in itself; naming the constellation creates a state of apparent certainty:
“We know what we're dealing with: the patient is suffering from X'. However,
as in the above example, a term can be as much a statement of whar a patient

does not have, for example some other state of being during which people

Yudrome not & 4
bes a cluster of symptoms and signs which may have a
number of causes: the clinical rask involves seeking as much clarificarion as is

pull their hair out. In fact rrichotillomania is a .

20318,

A syndrome descri

possible in order to be properly informed and to properly inform the patient
so the best form of acrion can be decided. The use of the term ‘rrichotillo-
mania’ does not s

2est any reason, cause, range of prognosis or possible
therapeuric interventions. However, one may find it being used as if it carries
much more of the full meaning of ‘diagnosis’ in these ffésppmx Irs use may
mask the ‘not-knowing-ness’ as much as the knowing-ness’: it can create an
image of knowledge and cerrainty rather than an authentic picture of famili-

arity, if not from individual professional experience, from the wider medical
field. But this may all be another facer of a process which is ‘a fiction of the
tnvestigator's desire to have simple answers to complex problems’ (Blomberg

Niit).
The converse, of assiduously avoiding the application of categories, can

be equally imhei; ful. It does not acknowledge the simple fact that there are
clinical presentations in which common causality, presentation and prognosis
have been established. In many of these there are reasonable grounds for
recommending particular courses of action and not recommending others.
Its use bies in the further recognition of what constitutes reasonable or
unreasonable ways of proceeding. This issue of how to seek 2 language which
has enough shared meaning and enough "room for manoeuvre’ in accepting
uncertainty is a further essential strand in the fabric of this book.
Attempting to establish a diagnosis is more than simply tyvIng 1o

£aregoris
and the body ¢
diagnosis needs to be considered in its relevance and use ro the person to
whom it is applied. The ICD-10 (World Health Organisation 2007) uses six
axes of i‘iﬁssih(iam)ﬁ:

rder; it s ‘understanding thoroughly whar goes on in the mind
the person who presents for care’ (Lain- -Entralgo 1982). The
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e Axis It Clinical psychiatric syndrome
& Axis I Specific developmental disorders

s Acas I General intellectual level

®  Axis IV Associated medical condirions

¢ Axis Vi Associated abnormal psychosocial conditions
¢ Axis VI Global social functioning,

hiatry, greater emphasis has been placed on che generarion of a
milation which is a ‘working hypothesis’. It integrares the infor-

?

0ss these six domains to express the best understanding
s presentation. Evenrs subsequent
my interventions based on it may add weight to the probability that the
formulation was correct. However, it may suggest the opposite. It may even
allow us to believe ¢ither, since ¢ hange in the course of trearment may indicare
only ﬁ; at treacment has not prevenred Jmnge, rather than necessarily having
caused or contributed to ir. The ability o remain open to ne

and its possible interpretation is exsemui in order to incorporare chis into a

3

holistic understanding. "Old’ information must also be open to reinterpres

marion Lmuhbw ac

/ ?nfbf'zmmm

tation since change or no change can both constiture new inforn warion

Linguistic dilemmas: mental life and bodity sympiroms

The debace concerning terminology for problems involving bodily symproms
and mental life reflects the debate around the Medical Model and the
Biomycbomcé&i Model. Lipowski (1984: 167) and Shoenberg (2007: &)
provide hiscorical overviews.

tic and prychagenic are rwo words in common u

¥

ge 1o describe
atkments whcn the ‘mind’ is thought to be a significant concriburor. In 1984
Lipowski gave these definitions: “Psy
‘@;nuammv and interdependence of psychosocial and biologic (physi-

/]J(rwhlél.o!é 18 & term f“*fm f}il\’ or relared o

gic, somatic) aspects of humankind'. Psychosornatic medicine is

pline concerned with a) the scudy of the correlations of 1

I(}gécai and social pi‘ﬂm)men& with physiclogical funcrions, normal
or path (m)g;( and of the interplay of biolc ogic and psychosocial
tors in the development, course, and ourcome of diseases; and b)

hols bistic {or DEQDE‘%’(HO‘%{)LE&E ’ippz‘(,ad* o p.,’ﬁé_‘ﬁf care

and application of methods derived from behavioral sciences o the

prevention and treacment of human morbidicy. (This aspecr of the
f’ééxld ts currently rep

f

sented by liaison psychiarry and behavioral

23 years later, succinctly defined psychosomartic illness a

illness in which ps xchﬂbqnaf facrors ha ve played a signific

A
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sitarion and maintenance and, in certain cases, in éz\ z';mx;szémx @

s \X’mi

eloping the ICD-10 originally p ubh% he % in

msam@a had decided that pgy
Lifferent lang
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in S}m(vﬁiwm 20 ﬂ, :

is needed
scription of certain

This reflects the complexity of ‘trying to get one’s mind round’ the humar
experience of physical and mental life. It }m:&uit‘m philosophical debate abour

the narure “}t CONSCIOUSNESS, for ﬁ“{&i'ﬂpif ‘Our normal awareness (}3‘ space and

conscipusness is not geared to understanding deep theoretical questions about
how fhv ewo things interrelate, but only to negotiating our world effectively.
Looked at from fim pmw of view, it would be remarkable 1t we conld solve
rhe mind-body problem’” (McGinn 1999: 135-6).

used sometimes implicitly accepts the pracri-

The choice of terminology

rmm’m inability to find a physical explanation for symprtoms whilst allowing

of its impact on the patient, for example “funcrional’ to indicate that the

srarion and consequence of whatever is happening 15 an alrered ability to
em in the usual way. Other terms used may preserve the veneer of being
and knowl Pd rf’m e, mmg a term the ia‘; pErson is :mit?m:w 1o know,
for example ‘supraten-

e

iearnec

3

whilst tmpi;cztiy bmng dismissive and denigratory
rorial . A major problem is that such terms can tip over into eXpressions
which implicitly or explicitly carry moral connotations, for example ‘purting
it on’, ‘manipulative’, ‘malingering’: moral judgements are a diferent species
from dlinical judgements. Clinical terms should carry informartion that
indicates either an ‘ordinary mnwc of experience and function or the
acceprance of an altered expressed experience of the body or bodily funcrions
and rfia{éonships in which suffering or loss of functioning occurs. The term

sined symptoms {(also called medically unexplained physical

J

sy mpmmw - pe;x;s'{mf bodily complaints for which adequate examination

not reveal sufhicient exphndmr}f structural or other specified pathology’
National Mental Health Development Unic 2011 'U is useful bw ause 1t
denotes the clinician’s position properly. It does not deny that the patient has

a j,wmoia'ﬁ but it does also allow thar the patient may ham: other symptoms
which are explicable in medical rerms.

Psychoanalytic contributions to diagnostic dilemmas

The descri pr ton given in Chaprer 118 of a general psy

schoanalytic approach
with specific reference to thar developed by Arna Freud and her a@;ﬁeagues

and successors. This approach is biopsychosocial in its appreciation of the
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variery of influences which contribute to children's mental healch and the
concerns of those responsible for them. Where differences may arise berween
psychiacry and psychoanalysis is in the emphasis placed on forw as opposed to

cont

tent in what parienes do and say.

{ i

Clinical example 2.4

During a train journey with his parents 15-year-old Tony's behaviour
and thoughrs had become unusual, On arriving at the destination he
had told his parents thar cterrorists were following him. His parents
were very concerned and brought him to the hospital emergency
deparrment. During the clinical assessment he described other unusual
beliefs which had developed during the course of the journey.

I felr his unusual thoughts were delusional bur decided to explore
whether Tony could think more abour them and whether this process
mighr give a berrer indicarion of how fixed they were. I asked Tony why
he would be of such interest to terrorises. | told him I did nor chink he
was giving me sufhicient evidence o convince me.

Afcer 2 while, he looked ar me and said, “So you're saying
don'c chink they are afrer me. Well, if | believe you I'm going to feel
like a right wally!”

In the consultation, T had carefully attempred to delineare the nature of
his fears, the possible routes through which they may have emerged, how
frmly he held them, and how much they governed his behaviour. In che
immediate situation I was not overly concerned with questions of why it
the IRA which had become the feared organisation or why this fea
arisen at this particular time, in this particular developmental phase of |

life. My principal concern was not about the conrens of his thoughrs in terms

;. This was not to dismiss

any possible symbolic significance buc their f
that there may be meaning pertinent to him which could be usefully under-
stood in conducring any treatment. Given the immediate predicament, my

approach was to atcempt to assess if other aspects of his personal resources and

functioning may be “called upon’ to create a safer experience for him. My aim
Was €0 try £o create a space which was more contained emorionally in which to
make reasonable plans for his immediate welfare. [ drew on Melrzer's concep-

waalisacion of wodulation as opposed to modification described in Chaprer 1.

[ hoped to reduce Tony's arousal and anxiety through an approach which
used challenge to see if this could help ‘empower his ego serengths o
better contain the fears which had broken through. Briefly his serengths

chieved ascendancy and there was che possibility of being in two minds,
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rrainty was accompanied by ins Lo«

Then his primitive mechanisms regamed

formulation of modulation and modification there a“pearfd

to be a a:h ange in Tony's functioning wh vich happened on le wmg home. It
became more intense and was sustained through rhe journey and rhe psychi-
atric consulearion apart from this one brief interiude.

Range of pathological functioning

A fTOﬂyﬁ/ T o ;
g - U
i \N /

H H

g_?\f.es Range of

I8)

:s { reasonable

AToUsSa functioning

Range of withdrawal of engagement and inactivity

Time e

For a few moments Tony came into what 1 have broadly ter med the range of
reasonable functioning’ but this was only sustained briefly. P%}(hoda namically
it was not possible to pursue the idea of "wally-ness’ in 1ts fuller signihcance
» Tony. The balance was bﬁ{‘««’*f{%‘cﬂ feeling humiliated and feeling é;} danger
from the TRA. The balance tipped back to the belief in an ex xrernal threat.
This rwo-dimensional model can be useful but it needs further elaboration.
Tt illustrates that there can be ranges within which different ap pmaa‘}&s
to engagement may be necessary. Henti@’iﬂf* these gives the clinician the
opportunity to adapt her approach to the mode of menral functioning which
is present in the patient and to see which aspects are predominant and
pffrsis‘s:ex This increases the likelihood of dizmm}guc accuracy. It also makes
it more likely that anxiety or suffering that is driving the problem or second-

artly amplifying difficulties can be at least partially or remporarily alleviated

(see the discussion of microtherapy in Chapter 5).

Tony did fleetingly have insight. What became clear was that other forces’
within him could override any other contribution that could be made. M‘y
POSILION Was To attempt Lo present a ‘steady state’ through being authentic i

my responses - open o f;‘ﬂql}’i v and ﬁﬁ‘i*lﬂg whether or not he ¢ {‘ﬂildj E'}f.’ open 1o

enquiry. I could believe or not believe what he said, maintaining my integrity of

W
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self without it being an attack on him. The affirmation of my own autonomy of
thought was not an attack on him. Rather it was an attempt to engage with his.
Simultaneously I was carrying out the mental state examination. The nature
and manifestations of Tony's fears would be acceptably referred to as "psychotic’
across the field of both psychiatry and psychoanalysis (despite the frequent
misunderstanding and even acrimony about this word between practitioners
in the two fields). Psychotic states can produce profound countertransference
pressures which can adversely affect funcrioning. Contemporaneously, I had to
manage my own concerns about what I was going to be able to do given the
resources available to Tony, his parents and to me.

The participant observational stance and perspective of a psychoanalyric
approach provide a mental space in which developmental and pathological
processes can be recognised and considered in relation ro symptomarology.
Regressions, fixations and imbalances between different aspects of development
can be identified and contribute to the formulation of a more comprehensive
approach to care. Psychoanalysis as a specific form of treatment may not be of

- use or may even be counter-therapeutic for a particular patient. But psychoana-
lytic understanding can help in directing clinical activity towards adaptations
(in the patient, in those around them) generated from a deeper understanding
of more realistic expectations and aspirations. This re-emphasises the need to
appreciate that aspect of applied psychoanalysis which is a diagnostic process
whose therapeuric value lies in understanding better the possibility and proba-
bility of dynamic change or developmental progress.

‘Going over the top line’ in terms of arousal produces a withdrawal from
the influences of the outside world in as far as they might moderate some
of the self-perpetuating, auto-catalytic processes which maintain or increase
arousal and inability to function optimally. A different challenge presents
itself when patients ‘drop below the line” and enter states of withdrawal from
engagement with the outside world and inactivicy. These will be explored
through Chapters 7--9. The countertransference pressures are very different.
But when one enters this world one sees phenomena which again call forward
the language of hallucinations, delusions, mood disorder etc.

The situations described all emphasise just how important it is that
practitioners monitor and manage their own responses. A psychoanalytic
practitioner will describe this function as comtainment. The practitioner’s
experience and functioning in doing so, or at least trying to, can provide
additional and sometimes crucial information about the patient’s state of
being. Properly managed this can enhance the clinical process, taking it
through countertransference to case management.

Demarcation disputes

The Biopsychosocial Model presents a case for integrating knowledge of the
personal world of individuals and their relationships into clinical practice.
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Medical education incorporates emotional, relational and behavioural factors
within the domain ‘psychosocial issues’. However, undergraduate and
postgraduate curricula are not infinitely extendible so decisions have to be
made about the depth and breadth of knowledge and skills required. Part
of this is learning when the specialist knowledge, skills and clinical skills of
another discipline, profession or clinical service are required.

Historically, clinical services and individual practice have developed out
of necessity in the face of clinical demand, personal interest and ability: this
gave rise to the establishment of new specialist disciplines, for example child
psychiatry. As they evolve, clarification of roles, responsibilities and relation-
ships is necessary. On taking up my consultant post in a hospital which had
never previously had a child psychiatrist, a senior colleague told me, ‘I think
I'm going to be treading on your territory more than you are on mine.” He
had developed an extensive, valued practice in both developmental disorder
and the physical and emotional consequences of child mistreatment. His
comment respected both his own expertise and the fact of there now being a
recognised specialist training for child psychiatrists.

Contrast this with a scenario sometimes reported after lengthy consulca-
tions in which new, complex information emerges and throws light on the
twists and turns which have occurred in a child’s presentation. On reporting
back, the response may be, ‘Well, of course, I just can’t have that amount
of time to conduct a consultation.” Such a response implicitly denies that
the clinical process and assessment owe anything to a difference in specialist
expertise, although it does respect the fact that one of the most important tools
available to clinical practitioners is time. The information may not be highly
technical and scientific in its content and perhaps this is why finding it out
can produce a defensive response. However, the knowledge base in knowing
what is of greater or lesser significance, the clinical skill in conducting the
process of finding it out and the attitudinal stance in integrating the infor-
mation can be just as complex as those involved in the surgeon’s or physician’s
activities. The shared task is to create a culture of therapeutic cooperation
rather than rivalry in the service of patients, discerning where each of the
defined areas of paediatrics, psychiatry and psychoanalysis may most usefully
be applied for the patient’s benefi, singly or collectively.

In considering ‘pure’ paediatrics, one might consider the child who presents
with a rash, severe headache and a raised temperature where it is clear that
the immediate need is for someone who can recognise and treat meningitis if
it is present. For the child who is developing normally but then has repeated
episodes of abnormal experiences including visual hallucinations, paediatric
neurologists or neuropsychiatrists may be good alternatives in ascertaining
whether this is temporal lobe epilepsy. The ‘pure’ psychoanalytic practitioner
might work in a baby clinic and be available to help where difficulties are
arising around sleeping or eating (see, for example, Daws 1989, 1999). A
psychiatrist and a psychoanalytic practitioner might see their area of overlap

W
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interface at its clearest where there is a youngster with a history of severe
rly deprivation. Ongoing relationship problems and episodes of extreme
thavioural disturbance can give rise to the question ‘Does this child have
“diagnosable” condition?” Is this a situation where physical 1nvestigations
ight provide ‘objective’ evidence, for example TLE? Might the situation
> one in which pharmacological intervention can be beneficial, for example
‘hizophrenia?

All parties may agree that the psychoanalytic practitioner does not need
1e involvement of a medical practitioner when they are treating a child with
motional difhculties who is in robust physical health and cared for within
resilient family. In the central area of tripartite overlap, there may be full
greement abour the young person with severe anorexia nervosa needing,
r at least, benefiting most when all three contribute. But these apparently
imple boundaries may not stand up to closer scrutiny. The breadth of defini-
lons given to child mental health services can be confusing. All children
tave minds and minders (carers, educators, supervisors of recreation, health
isitors) so the possibilities of influencing their minds for better or for worse
ire manifold. Enabling good care, educarion and recreation is a service to
thildren’s mental healch. But this must not be confounded with what is
required when assessment or treatment is needed. Their service to the child

s through their ability to perform within their professional role rather than
‘hrough being seen as another arm of the specialist menral health services.

Those other contributors to helping troubled children may themselves
beneﬁt in fulfilling their role through the provision of psychiatric liaison
services. What brings the professionals together and holds them rogether
is their shared responsibility towards children. There can be many areas of
common usefulness for different disciplines, for example the acute assessment
of children and adolescents who have attempted suicide where paediatric
medical and nursing staff make possible the role of the mental health practi-
tioners through their attention to the care of the child’s body.

When considering referral, practitioners may ask how they should decide
‘whether to refer to a psychiatrist, psychologist or psychotherapist. The answer
lis often more dependent on the ways in which services have emerged and
on resources available rather than neat boundaries, defensible fully on solid
Jinclusion and exclusion criteria. In the immediacy of clinical practice it has
'to be possible to make decisions about who is best placed to accept respon-
sibility for action, for example the dangerously starved anorectic teenager,
the acurely psychotic child. But in other situations this may need to be a
process which in the past would have been described as ‘trial and error’ but
which, one hopes, will best be described by its replacement term, ‘trial and
improvement’.

Where there is ‘best practice’ the process is led by the patient’s clinical
- needs but it may become entangled with other institutional or societal issues
~and professional or interprofessional dynamics. Different parties may seek

W
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to write themselves or others into a role or out of having a role. Harrison
(2009) emphasises how the models which are used on which to practice can
be recruited for other purposes, for example financial. In his view, arguments
for using a "Biomedical Model” have influenced not only clinical processes but
also the nature of professional responsibility, authority and clinical autonomy.
In Chapter 11 I will argue that this may undermine good practice.

A further question for consideration in multidisciplinary practice is ‘How
well equipped are practitioners to recognise when they are presented with
something beyond their expertise?” Mrs T (Clinical example 1.2), who is
considered in derail in Chapter 3, presents a good example. In the course
of the child psychiatric treatment it became apparent that Mrs T had
had a classical puerperal psychosis after the birth of her daughter. Might
these signs have been recognised if there had been a psychiatrist available
(child psychiatry training in the UK requires substantial experience in the
psychiatry of adulthood)? Her child’s behaviour at two years old led a paedia-
trician to suggest and consider a ‘trial of medication’ of anticonvulsants. I
was able to offer an alternative diagnostic formulation which was accepted
and stood the test of time. This meant drug treacment was not insticuted
and its possible adverse effects (physical, psychological and sociological) were
avoided. The recommendations for the treacment of attention deficit hyperac-
tivity disorder in the UK (National Institute for Health & Clinical Excellence
2009a) state that the expertise for deciding when this should happen resides
in some paediatricians and in child psychiatrists. Yet their trainings and
ongoing collegiate work situations are very different. There may be major
overlap in ‘biomedical” terms but in ‘biopsychosocial terms’ there are major
differences. The complex institutional and psychodynamic processes involved
can provide very fertile ground on which enactments of unconscious processes
can take root, grow and thrive. So it needs to remain an open question as to
how much confidence should be placed in different docrors or other practi-
tioners to know when alternative or additional factors may come into play in
producing the clinical picture or in providing the best help to the children.

In practice it can be difficult to know how best to advise other practitioners
how they should choose between referral to different disciplines within a child
mental health team. This stems, at least in part, from the tradition in which I
have trained —a biopsychosocial model strongly influenced by psychoanalysis
both in the practice of medicine generally (Balint 1957) and in psychiatric
practice. In addition to the influences indicated in Chapter 1, the influence of
D. W. Winnicott has also been powerful. He was a paediatrician who trained
as a psychoanalyst and developed his practice as one of the pioneers of child
psychiatry in the UK alongside his psychoanalytic practice with children
and adolescents. This exemplifies how child mental health as a specialism
within the UK National Health Service, in contrast to Educational and Social
Welfare Services, emerged as a function of individuals from different areas of
medicine having the necessary opportunity, drive and interest. They also had
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the freedom to direct themselves into areas of practice, the need for which
they recognised but which had not at that time been more widely recognised.

Do we need doctors to do the work described in this book?

The roles and responsibilities for which child psychiatrists are trained in
the UK are described by the Royal College of Psychiatrists (2008). In fact
the document defines more that other people have roles and responsibilities
which psychiatrists need to know about rather than specifying the role of the
psychiatrist. In reviewing these it has to be asked ‘Do we need people who
have undergone a medical training to fulfil these?” There is no near, straight
line which can be drawn between the knowledge and skills that are required
to fulfil the General Medical Council requirements for preliminary regis-
tration as a doctor and the requirements for child psychiatry. The same is true
for many areas of medical practice, including ‘medical management’.

The challenge is whether other professionals trained at much less expense
may be able to fulfil some or all of these roles and responsibilities, Some
child psychiatrists have suggested a much narrower remit for consultant child
psychiatrists (e.g. Goodman 1997). It could be argued that such a deline-
ation is a ‘retreat’ into a Medical Model in contrast to maintaining an holistic
Biopsychosocial Model. My own pragmaric position is that in everyday
clinical practice the demand for the services of child psychiatrists as well as
other child mental health specialists has continued to be greater than the
resources available to respond. There also continues to be unrecognised unmert
need. There does seem to be a significant belief from outside that medical
practitioners have value in child psychiatry.

Simultaneously there can be persisting significant ambivalence about the
speciality and towards psychiatrists. I was contacted by a lawyer for advice.
She wondered if I could suggest the name of a suitable psychologist who could
assess a child. T asked for details and she described a child whom I thought
could very appropriately be referred to a child psychiatrist. I checked that
the lawyer was clear that I was a psychiatrist. I then asked why she wanted
a psychologist rather than a psychiatrist. She told me it was not good for
children to be referred to psychiatrists because of the stigma. I asked why she
had contacted me. She explained that I had been recommended because of my
positive contribution in seeing a child for another case. She good-humouredly
accepted my suggestion that she needed to examine her prejudices.

Some medical and surgical colleagues raise concern about too much
‘touchy-feely stuff’ ar the expense of anatomy, physiology, pharmacology
cetc. in clinical practice and medical education. Their concerns need to be
‘taken seriously if we are properly to balance the different elements of the
'bio-, psycho- and social of a biopsychosocial approach. Child mental health
‘teams need readily available access to a base-line knowledge of organic condi-
tions and this can be well-supplied by psychiatrists. We also need to ensure
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that the literal touch and feel of patients is in the experience of members
of child mental services even if the practitioners are operating only in the
area of metaphorical touch and feel. We need people who have handled
bodies, healthy bodies and sick bodies which produce unpleasant sights,
sounds, smells. We need people who have had to do unpleasant things to
patients. We need clinicians who have been with people as they die. Working
alongside other colleagues with different experiences, I believe can help build
a culture for child mental health services which is fundamentally based in the
unavoidably psychosomatic nature of humanity.

Summary and conclusions

The underlying theoretical framework which clinicians use can have profound
implications for the clinical process. It contributes to the shaping of the
clinical contact with children, their parents, colleagues and the wider profes-
sional, organisational and societal framework. It can make the difference
berween raw data being noticed and noted or unnoticed and un-noted. The
emergent forms of understanding of the clinical picture cannot be separated
from the clinician’s viewing point and their ways of relating to data and
relationships.

The tools we have at our disposal to communicate about our experi-
ences personally and professionally can be simultaneously sophisticated and
inadequate for our task if we think that task involves absolute certainties in
understanding health and illness. The models we use professionally are tools
which can help orientate us to our place in other people’s lives alongside other
professionals. Their usefulness is constrained by the extent to which we are
able to know that we are using them and why we are using them.

Similarly, the distinctions between different professionals in their roles can
be difficult to ascertain. This may sometimes relate to the fact of there being
an inevitable lack of clarity derived from the nature of clinical presentations
and the available resources. It may also be difficult because of the different
qualities that individuals bring to clinical work from their professional
origins, experiences and, not least, because of their personal qualities. This
builds a complex picture of clinical practice with people in vulnerable situa-
tions full of uncertainties and the interaction of conscious and unconscious
processes. The possibilities for unproductive and even counter-productive
activity are manifold. Fulfilling their roles and responsibilities relies on insti-
tutions and organisation incorporating mechanisms to protect the central task
of health and illness care.
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