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TREATENG EMOTEONALE_Y DESTURBED PHYSECEANS

By Reuven Bar—Levav M D.

The rate of smcnde among psychlatnsts is repor‘tedly', R
higher than that of physicians in any other specialty, -~
and the rate of suicide of physwlans is higher .than "
that “of - the -general populatlon These strange - phe- i
nomena may -be explained in the fact that: many .. -

physwlans enter medicing, 4s many psychxatnsts enter

psychiatry, unconscmusly wishing to find answersto
personal conflicts in a less threatening manner than - .
undergoing personal psychotherapy. Such physicians -

bring -into" their professional lives unresolved emo-
tional dlfflcultles and the popular myth that * shrmks

are crazy'’ is perhaps not altogéther slanderous. In -
addition, repeated exposure to emotlonally disturbed -
‘patients sensitizes psychiatrists to feelings in general,
and they are- more likely to succumb to emotlonal'_

pressure at moments of extreme stress.

A recent meeting of the Mlchlgan Psychiatric Soci-

ety devoted to “*The Suicidal Physician’ inadvert-
ently focused attention on one additional cause for

the high rate of suicide among physicians: They are'
likely to get ‘only inferior therapy when they fall it i

and become desperate. The presentatlon represent-
ing the expertise of several senior psychiatrists, made
it starkly clear that impaired or suicidal physmlans,
psychiatrists and other, are not likely to find proper
therapy because their own fears prevent them from
seeking help. More shockingly, their illness brings
forth much anxiety in physicians charged with their
treatment.” Such anxiety, resulting from over-
identification with an impaired or suicidal physic'ian'
is hopefully the reason for the basic flaws in chmcal
judgment.

Involvement with a sick or suicidal physician is- ‘a

graphic reminder of the vulnerability of us all, includ-
ing those touched by the magic powers of Medlcme

and may cause physwlan-patlents to receive unsatis-

factory therapy when they need it most.

This writer recently had the need to struggle w1th
the frightening aspects of being helpless, and there-
fore of having to ask for help from others. This task.
was most difficult because consulted physicians re-
lated in a collegial manner to allay their own anxiety
in facing a person very much like themselves who had
become ill, with debility and even death suddenly
looming so closely by. Well-meaning and normally-
competent physicians tended to treat me, therefore,
less thoroughly than they would have otherwise. Such
seemingly kind treatment, during which I was gener-
ally addressed as ‘‘Doctor’’ was apparently designed
to make me feel better, but in reality it probably was
chosen io help those a:ound mie cope with their own

1mpend1ng panic. Indeed, 1 liked very much being

caIled “Doctor because it helped e overcome ‘my
- fear of being a patient.- But it delayed my placing my-
L self-in the hands of a competent physician, to my own
. detriment. T, with my. understandable fears, almost
- joined my physwlans with their similar but less jus-
", -tified fears in a-pact of demial of the serionsness of my
. symptoms: and the urgency. of my need for' good med-
" ical attention.. :

The same is even | more true in the approach to the
emotmnally sick or suicidal physician. Yet firm rec-
ommendations were made at the MPS. meeting that
such physicians be treated in a ‘‘collegial’® manner,
and ‘nobody questioned such recommendation. An
episode was presented as an example of therapy in
which the wife of a sick physician. conspired with a
psychiatrist to ‘‘treat’’ the husband without his
knowledge or consent, continuing to do so over |
many months, thus providing a reality basis for his
paranoid and unrealistic fears. It is not surprising. .

- that such treatment ended in tragedy. It is surprising’
" “dnd very troubling that such a case was used as an

example of proper therapy, and that its vahdlty was
never questioned.

The recommeridations of the team responsible for
the presentation at the MPS meeting were couched in
terms of certainty and in an all-knowing tone, as if-
they were unquestionably true. Psychiatric opinion
often has such a self-congratulatory and authoritarian
ring. It does not encourage scientific doubt nor
further exploration of the truth. Questioning the valid-
ity of data and requiring proof of all findings are obvi-
ously basic tepets of the scientific method and have
advanced the natural sciences. The relative absence
of such an approach in psychiatry is probably a rem-
nant of the early days of psychoanalysis, when be- .
leaguered analysts assumed a posture of authoritarlan
defensiveness in order to survive in a hostile envi-
ronment. Such an anachronism is perpetuated only
because it serves the self interest of a small group of
practitioners who proclaim themselves experts. It im-
pedes the art and science of psychotherapy.

Opinions are frequently offered as statements of
truth, as if handed down from on high. Since they are
often identified as extensions of the person who offers
them, questioning and doubting may seem to be per-
sonal attacks. Such a situation need not exist and
should not be allowed to interfere with an objective
and unhampered pursuit of better ways fo treat our
patients. It is indefensible and psychiatry can ill af-
ford it.

My own clinical observations have repeatedly
demonstrated that the most difficult and the most im- -
portant single step in the treatment of impaired physi-



cians, including psychiatrists, consists of helping:

them overcome the reluctance and fear of admitting
‘that they.are really ill'and need help. Contrary to the
recommefidations made - by the MPS team, it is. dif-

ficult- but always imperative to not compromise with -
reality ‘and, ‘instead, to help sick physicians become -
patients, ‘rather than ¢ater to their understandable fear . ..
which is responsible for their ‘wish to remain col- .
leagues A great deal of sens1t1v1ty, skill and ﬁrmnessﬁ
onthe part of the therapist is requ1red -as well as re- -
spect for the: difficulties of the. patient’s struggle thh- o
out yielding to them. Much courage on the part ‘of the -
sick: physician is- also required for him to give up. the-'_
ommpotenee of being ahelper for the relative impo--

tence of one in need of help. But it can be achieved.
" When it is, the physician now- patient often. sensés a

great deal of relief. He or she finally realizes, con- -

sciously. ot unconsmously, that symptoms are not so
terrifying to a physician that they need to be denied;
‘By accepting the impaired phys101an with his illness

as a sick individual, the first step toward recovery has '

been taken.

Physxclans use the fact that they themselves are ‘heal-" L
ers and have collegial relationships with ‘other physu— L

cians to resist the frightening prospects of non—bemg

To deal with the manifestations of this resistance.as
if they were aspects of reality is to participate in the .
distortion of reality, which is at the root of emotional -
illness and guarantees its continuation. Reality distor- -

tions for any reason bring about the uitimate failure of

therapy, even if in the short run magic 1mprovement '

occurs for other reasons.

A true therapeutic alliance requires that a psychta—
trist have no direct relationships, secret or even open,
with persons who are significant in the life of the pa--
tient without the latter’s full knowledge and physical .

presence. Seeing a wife, for instance, without the pa- -
tient's presence but wnth his consent, might well be a

delaying interference. Such consent is often given out
of unrecognized or denied fear and without real choice
on the part of the patient. Such treatment relegates.the.
patient to a position of incompetence, - like that-of a

child. A physician who is impaired to such a degree -

probably ought to be hospitalized, with or without his

consent, and in any eveni his license to practxce medi- -
cine ought to be revoked for the duration of his incom-

petence.

Such seemmgly cruel measures are dtctated by real-"

ity and they are, in fact, the kindest and the miost ap-
propriate treatment in the long run. Such measures-
offer hope that such a grossly impaired physician may
be restored to health and functioning, for he would no
longer need to hide his iliness and would be able to
obtain proper medical care without shame or guilt.

Harm would not be inflicted on unsuspecting patients,

thus protecting the public, the reputation of the medi-
cal profession, and the dector’s license to practice
medicine, once he has recovered. The most respectful

way of treating such a physwlan it regards him as a

_ man rather than a superman whose efforts to ‘deny

‘and hide his illness from himself’ and others can be
understood as desperate efforts to surv:ve = '_

The ‘fact that the. very determmatlon of dlsabllity

- presents such a complex problem is a-sad. commentary
- on-the ‘competence and the scientific ob_]ectlwty of
- psychiatrists. Any three reasonably competent psy-.

chiatrisis should have been able to come up with siich

" determinations without difficulty. Yet, this- obv:ously

is not so. Unresolved personal problems and totally
different frames of reference have made it virtually
impossible for any three psychxatnsts to agree-on
more than gross findings, producmg chaos and confu-.
sion about the point at which a physician becomes too
disabled to practlce medicine. Pious se]f-congrat-
vlation is hardly in place Urgent expansmn of our
knowledge is. .

The points made above must not be regarded as
merely philosophical ruminations. Tf valid, they have
direct and immediate relevance to the treatment of

- sick or suicidal physicians, including psychiatrists.

They may offer hope of lowering an unnecessarily high

suicide rate among physicians, as the following clini-

cal example may illustrate:

A psychiatrist in his 50’s has been in therapy for
approximately three years. This is his fourth
therapeutic involvement, having previously un-
dergone two courses of long-term psychoanaly51s,
lasting three to four years each, and one experience

- - of shorter duration. His immature personality and

life-long depression did not prevent him from
functioning as a reasonably successful physician, for
in the office setting he used his best judgment and
experienced the most mature aspects of his being.
After work, however, he was typically anxiety ridden
and usually helped himself daily with regular con-
sumption of alcohol. He was involved in several servi-
ous car accidents and in other bizarre, self-
destructive behavior. :

Although secking therapy, he nevertheless re-
quested the initial mterv1ew under the pretense of
wishing to learn how to’ conduct therapy groups It
was difficult for him to admit that he was in serious
trouble, although he did so verbally in the first ses-
sion, but it was ¢bvious from his fantasies that he had
not now nor at any point in his previous therapies
dared to really experience himself as sick. Even the
provocative group setting was not sufficient to break

: through his phys:aan—defense, and in individual ses-

sions he spoke as a patient but tisually felt as a fellow
colleague. At one point he related an episode in which
he treated an alcoholic and depressed woman patient,
The fact that from’ time to time he somehow found
occasion to relate such episodes from his practlce
was, in itself, usually a manifestation of this resis-
tance. His judgment as a physician and as a psychia- .
trist seemed grossly impaired in this case, and when
this was pointed out to him, he reacted by expressing
some resentment, a small fraction of his great rage,
and by typically skipping the next two sessions. A



very vxable and unusual]y strong therapeutic alliance,

' -developed over. time with the aid ‘of special tech-
niques, kept' the ‘patient’ from~ bo]tmg therapy al-°

together and allowed repeated intrusions inte this and

jsnrmlar h1gh1y charged areas. He seemed, upon return-

" ing, to have totally forgotten the old issue, and when

© it- was-provocatively brought up the pa’tient was no.

longer able to continue hiding - his” prev1ously re-

* pressed rage, which ‘he had- assiduously kept in tight
check throughout life. He accused his psychiatrist of o

being unfair; and- persecutory in-grossly exaggerated

and uniealistic.terms. It turned out 10 be a ma_jor de— '

velopment in’ hrs therapy

~Asthe’ pat1ent S -rage- eventually subSlded he was . o
able to. recognize the-exaggerated nature of his reac-. . ..°
tions. His workmg—through of these dIStOI‘thHS served-.- .
as the opening via. which. he began a long-overdue reé- | ..

view ‘of memory “distortions. regardmg his real father.,

The father’ he mcorporated for over half of a century
always seemed cruel; physma]ly v:olent, _msensntwe._»_
and abusive.. With this distorted ‘memory as the main .~ -
éxcuse, the patlent repressed his rage, farled to. fully' A
mature as'a man and often identified with the woman,: "~

who was perceived_as the protactor as long as he be- -
haved like a good little boy. Only as he hesitatingly

‘corrected these distortions: did his hfe-long depression .

begin to lift, and only.then did victory in his battle -

~against alcohollsm begin 16 -seem. possible, Therapy -

did not really begin to be effective until the patient .
could no. longer fantasize himself a colleagiie and, in- -
stead reluctantly expenenced himself as a patlent

This very incomplete clinical - capsule is offered to

‘illustrate some of the pitfalls and promlses involvedin

treating impaired physicians. The issues that compli- "
cate the problem .involve not only psychotherapeutic
philosophy and technique bit-also the self-image of

- psychiatry-asa ‘profession. The very: lives of patients,
"not only ‘physicians,’ depend on ratronal cIanﬁcatlon

of these knotty questlons. _ ‘
The d:scussmn at the conclusmn of the MPA meet-.

mg on ““The Suicidal - Phys:c1an” was, of necess1ty,:

100 brief to be exhaustive. Tt may be contmued now,
and 1 invite other members of our Soc1ety to part1c1-
pate in it thoughtfully '



