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For people with mental illnesses and their families



Introduction




“THEY” ARE “US”

Almost thirty years ago, a patient on the psychiatry inpatient unit where I had just started working approached me as if we were lifelong friends. He was tall, skinny, unshaven, dressed in threadbare jeans and a pale blue hospital pajama shirt. His hair was long and matted, and it was clearly some time since he had bathed. I assumed my best psychiatrist manner – unthreatening, warm but not familiar, and firm – and prepared to tell him that I was not actually his doctor, that we had never met, and that my colleague Dr. Buckingham would be looking after him.

He started speaking before I could deliver my blurb.

“David Goldbloom! I heard you had gone to medical school. How amazing to see you here. Do you remember me?”

There was something about the man’s deep, slow voice, with an Ottawa valley drawl, that was familiar. But I couldn’t recognize or place him.

“It’s Andrew. Andrew Balkos. We played squash together at university.”

His voice, height, and smile coalesced immediately into an older, gaunt phantom of the muscular twenty-something squash player who had won a healthy number of games off me during round-robins in university. We had been part of a group of young men who played sports and socialized before we all headed off to further education or our first serious jobs. We were a confident bunch in those days, encouraged by our education, our youth, and our health to think we would attain whatever life goals we set ourselves. I hadn’t known him particularly well, but I now recalled that he had dropped out of school – no one said why – and that I was short a squash partner as a result.

Usually when I run into old school friends, we discuss work, family, travel. Andrew told me that he had been admitted from the emergency room the previous night. He explained that he had been struggling with mental illness for years, and this was not the first time he had been hospitalized.

I made the right noises about Dr. Buckingham being a good psychiatrist and about the treatments available in the hospital, but my brain was in overdrive. It was hard to reconcile this emaciated, unkempt individual who looked easily fifteen years older than me with the virile young man with whom I had competed for corner drop shots ten years earlier.

It was clear from our discussion that whatever psychiatric disorder Andrew was suffering from had completely changed his life course. He told me that he was estranged from his family and had never married. He had dropped out of school and done odd jobs, but within a few years he started to experience the paranoia and hallucinations that continued to haunt him, despite his intermittent efforts to quiet them with medication and talk therapy. Currently he was living in a rooming house a few blocks away, surviving on public assistance. His only social contact was with the other inhabitants of the rooming house and a social worker assigned to him after his most recent hospitalization.

I told him how sorry I was to hear about his illness and wished him well in his treatment. I couldn’t think of what else to say. What I didn’t tell him was how sorry I was that a decade earlier I had not been attuned to whatever struggle he was having, that I was oblivious. Back then, I knew nothing about mental illness.

Andrew told me that knowing I worked in the hospital as a psychiatrist would help him to trust Dr. Buckingham and his recommendations for treatment, something that had been difficult for him during past hospitalizations. I didn’t comment at the time but have wondered in retrospect why our meeting – our first in more than ten years – had this impact on him. I know that he stayed until Dr. Buckingham thought he was ready for discharge and accepted both medication and referrals for outpatient therapy.

My hypothesis, looking back, is that his knowledge of me as a person rather than simply as a psychiatrist helped him to trust me and to think differently about psychiatrists in general, including Dr. Buckingham. I also believe the fact that I had known him before his illness made a difference. I hadn’t known him well, just in the way young men know each other when they share similar backgrounds, goals, and an enjoyment of sports. We had been equals once in terms of our potential, and he knew that to me he was more than just a patient with a psychiatric disorder. I wonder if his experience of knowing and being known by me in a way not limited to his illness spread to his relationships with his doctor, nurses, and social worker, allowing him to trust.

Andrew left the hospital two weeks later, and I have neither seen nor heard from him since. But that brief encounter at the beginning of my clinical career would be an enduring reminder that “they” are “us.”

WHEN I BEGAN A career in psychiatry in 1982, five years after Andrew and I had played squash together, I was naïve about what my choice would mean. I didn’t realize then that I was entering the most misunderstood – and mistrusted – specialty in medicine. Coming from a family of physicians and inspired by my father-in-law, who was a psychiatrist, I assumed that everyone saw psychiatry the way I did: as the branch of medicine that offered its most complex diagnoses, its most profound relationships with patients, and its most dazzling frontiers for scientific discovery. Given my youth and relative inexperience, it was arguably a natural mistake.

My early passion for psychiatry has not changed over the intervening decades, even if my view and understanding of it has: psychiatry remains for me medicine’s most intellectually challenging, eclectic, and diverse specialty. It is also the most open to considering different theories of illness, examining explanatory models that bring together the contributions of biology, psychology, culture, and society into a coherent whole. I tell my residents that all their prior education – whether in the sciences, social sciences, or humanities – will be relevant to their work in psychiatry, and that they will need to read voraciously in all those disciplines to keep up in a field where knowledge is constantly expanding and intellectual paradigms evolving.

More selfishly, as a natural extrovert who is incurably curious, I revel in the opportunity that psychiatry gives me to meet new people almost every day of my working life, to hear their stories, and to try to help them. I also love the variety inherent in my work: seeing patients with a range of psychiatric disorders in different settings, teaching students, working with colleagues from various disciplines, participating in research, and speaking publicly about mental illness and its treatment. I am too restless and easily bored to do the same thing every day.

But thirty years later, my naïveté in believing that my passion for psychiatry would be shared uniformly by others is long gone. I now recognize that powerful forces (both inside and outside my specialty) dog public perceptions of psychiatry and psychiatrists, and converge to create an environment of mistrust and skepticism regarding our potential to help people struggling with mental illness.

Some of the damage to public trust, of course, has been perpetrated by psychiatrists themselves. It would be disingenuous not to acknowledge the role that psychiatry’s own history – its fads, therapeutic dead ends, and ethical breaches and abuses – has played in creating its persistently negative image, amplified by the popular culture of movies and television where both patients and psychiatrists are either mocked or vilified. It is also unarguable that modern psychiatry’s close relationship with the pharmaceutical industry – a partnership that some characterize as a pact with the devil – has done great harm to the perceived integrity of the research that lends our treatments credibility. No psychiatrist I know wants to return to the era before the 1950s, when there were no effective medications for anxiety, depression, psychosis, and mania; it would be like being nostalgic for the pre-antibiotic era of infections. But as good as the current medications are, they are still not good enough. We need to find new paths for drug development and clinical evaluation where the legitimacy of the results is not compromised by conflict of interest. At the same time, we need more research on the effectiveness of nondrug interventions – psychotherapy, of course, but also interventions relating to housing, employment, income support, and social engagement.

Some of society’s ambivalence toward psychiatry stems from its historically and legally assigned ability and responsibility to detain individuals in the hospital against their will, and in certain cases to force treatment upon them. It’s not a simple equation, however, between those powers and public fear and mistrust because in most jurisdictions, including my own, the Canadian province of Ontario, all doctors – not only psychiatrists – have those powers, at least for certain periods of time and under certain carefully and legally prescribed circumstances. It fascinates me that a family physician, an obstetrician, or a surgeon can hold patients for up to seventy-two hours in a hospital to allow for psychiatric assessment and decide that a patient is not able to make treatment decisions for himself or herself without prompting any of the public debate or protest that psychiatrists exerting the same powers evoke.

I think that superimposed on people’s philosophical concerns over depriving someone of fundamental civil liberties is the fear of the kind of illness that at times warrants some such action. There is no greater threat to our sense of personal integrity and identity than mental illness. If you break your leg, you’re still you. If your brain is broken, are you still you?

Psychiatrists can’t win on this one. Some critics argue that psychiatrists don’t use their power to detain and treat patients often enough, allowing acutely ill patients to fall through the cracks by waiting until their disorders bring them to the brink of disaster or beyond. Others argue that psychiatrists are simply agents of social control, treating nonconformity and alternative ways of being as illnesses requiring forceful intervention.

Most societies have a long tradition of isolating, shunning, and victimizing people with mental illness. Although this has improved substantially in the last century, it is still acceptable to lampoon them in popular culture, in ways that would no longer be politically correct for any other form of disability.

Even within the health-care community, I have been exposed to far too many professionals who regard psychiatric patients, and to a lesser extent those of us who work in the mental health field, with suspicion and even contempt. And my personal experience is sadly reinforced by studies that report health-care professionals, and even some mental health professionals, hold biased and negative perceptions of psychiatric patients.1

The most sweeping and potentially powerful force undermining the public’s trust in psychiatry derives from the accumulation of misinformation, myths, bias, and stigma about psychiatric disorders and the people who suffer from them (not to mention the people who treat them) propagated by mainstream media. It is easy to recall a negative portrayal of a psychiatric patient or a psychiatrist from film or television (One Flew Over the Cuckoo’s Nest being the defining image for many generations) but harder to pull out a memory of a positive one. And the positive ones have their own issues. Patients’ symptoms are frequently romanticized and minimized in order to elicit the audience’s sympathy. The mental health professionals who are viewed with relative approval are most often nonmedical psychotherapists (in contrast to pill-pushing or sinister psychiatrists), or if they are psychiatrists, they demonstrate their caring for patients by crossing long-established professional boundaries.

The popular media’s emphasis on recent razzle-dazzle neuroscience advances in brain imaging and genetics has been a double-edged sword. It reflects the excitement of discovery, but at the expense of spotlighting more mundane interventions that currently have far greater potential for significant and immediate impact on the quality of life and prospects of people with mental illness: housing, employment, social network, and the right level of clinical care available when needed.

The most dangerous consequence of all these forces – those that serve to stigmatize individuals suffering from psychiatric disorders and the health professionals who look after them, and which characterize psychiatric disorders as not real diseases, and psychiatry therefore as not real medicine – is that many people who are suffering are too frightened to see a psychiatrist and to try psychiatric treatments. They are more scared of taking medication, entering psychotherapy, or considering a hospital admission than they are of their own symptoms: the suicidal thoughts, the voices in their heads telling them they are being followed and spied upon, or the fear that the recurrent cardiac palpitations and shortness of breath represent a heart attack rather than a panic attack. By the time they are referred to a psychiatrist, patients may have seen doctors or health-care practitioners who have told them that their struggles are beyond conventional medicine’s ability to help them. Or they have been told by relatives and friends, similarly wary, that a psychiatrist is simply a pill pusher, and that they should lean on friends, go to church, go for a run, volunteer – anything other than see a specialist doctor with knowledge of psychiatric disorders.

It is the admittedly ambitious goal of this book to combat this fear and to reassure patients and their families that if they need to see a psychiatrist and pursue treatment, they will be met by a doctor who has had years of training and supervision; who has been taught to take care of his or her own well-being, and to be aware of professional and personal biases and judgments in order not to inflict these, even inadvertently, on patients. Psychiatrists trained today are taught not only about psychiatry’s historical abuses of patients with the goal that they will not be blind to the risks that can characterize patients’ and psychiatrists’ desperate search for better treatments, but also about the conflicts of interests that have marred and continue to exist within psychiatric research.

This book is not meant to whitewash or oversimplify the state of contemporary psychiatry, which deals with difficult and sometimes frightening disorders and faces problems that need to be confronted. It is meant to provide an honest, informed, and ultimately personal account of both psychiatric disorders and the problems psychiatrists encounter in trying to help sufferers, while also describing the specialty’s numerous successes and strengths. In doing so, we hope it will provide prospective patients, their families and friends, and the health professionals who refer them to us with the opportunity to know who psychiatrists are, how we are trained, how we practice, how we cope with the tragedies and horror that are part of all physicians’ work, as well as the nature of the scientific evidence that supports our diagnoses and treatment recommendations.

I have been extraordinarily lucky to have as my coauthor Dr. Pier Bryden. We met twenty years ago when Pier was a second-year psychiatry resident and I was a staff psychiatrist providing her with occasional supervision during her training. In the course of writing this book together, Pier and I returned over and over to the centrality of different types of trust: between patient and physician, between psychiatry and society, between researchers and their subjects, and between us and our readers. We agreed that to build trust with our readers, it would be important for me to acknowledge my own biases and judgments about psychiatry, given our shared perception that the traditional image of the therapist/psychiatrist as omniscient but neutral has not served our profession well, portraying us as uncaring, arrogant, and at some level inhuman.

I am, as you will read, anything but neutral in my professional and personal lives. I am intermittently insensitive, arrogant, impatient, and an incorrigible performer and teller of tasteless jokes. As you will see, I am very much part of my family in my professional inclinations and behavior. But I hope as a result of what was – at least to my family and friends – an unpredictable career choice that I am a better person, physician, and teacher than I otherwise would have been. It is a choice that has not only satisfied my natural extroversion and curiosity about people but also compelled me to understand better the experiences of individuals suffering from psychiatric disorders and their families. It has also helped me understand myself better, despite my default style of nonreflection. And it has humbled me, forcing me to recognize the limitations of what I am likely to achieve, and what psychiatry as a specialty can achieve, during my professional lifetime.

Over the course of writing this book, events in my own life occurred that changed my thinking about psychiatry and the rest of medicine – and changed me. After much thought and discussion, Pier and I decided to include those events to emphasize the intersection between the lives of psychiatrists and their patients. Introspection on the part of psychiatrists keeps us honest and helps us build trust with our patients. More than any other aspect of the doctor-patient relationship, trust is essential if patients are to ask for and accept our help.

In our effort to make our profession better understood, Pier and I bring you to the front lines of modern psychiatry – the inside of the psychiatric hospital where I work, the largest in Canada: its emergency room, Acute Care Unit (ACU), inpatient units, electroconvulsive therapy suite, and outpatient offices. We introduce you to the nurses, social workers, and other frontline staff, psychiatry residents (qualified medical doctors undergoing an additional five years of training in order to obtain specialist standing in psychiatry), and administrative staff with whom I work daily to provide care for the more than thirty thousand patients who are seen in my hospital each year.

We address some of psychiatry’s most ignominious past practices but balance these with stories of its heroes: men and women who have worked persistently, creatively, and ethically to push forward psychiatry’s scientific research, as well as humane and imaginative treatment innovations that have improved the quality of life for patients. Their stories are part of psychiatry’s legacy.

We juxtapose some of psychiatry’s most exciting neuroscience with less futuristic innovations that have more immediate practical applications: telepsychiatry, housing programs, and evidence-based psychotherapies.

Most important, you will meet my patients. (In our Authors’ Note, we describe the patients in this book: some are real and identified with permission, and others are drawn fictitiously from our many years of practice.) Here, they often appear at times when it was my job to persuade them to accept help but when the barriers to their doing so seemed insurmountable. Why would a middle-aged man hearing voices telling him that he is under surveillance by a militant religious group choose to confide his madness to a stranger, albeit one with a medical degree? Why would a woman struggling to care for a baby from the depths of postpartum depression agree to put a pill in her mouth every day despite her fears of poisoning her breast milk? Why would a physician wrestling with an addiction who knows he could lose his license to practice trust a psychiatrist enough to disclose the truth? What allows a fifteen-year-old Indigenous woman who has been sexually assaulted by a family member to tell a doctor what she cannot even tell her parents? Why would any of them ask for help? The answer? These individuals are suffering, and the right psychiatric care can provide understanding, trust, support, and hope.

I have thought of my meeting with Andrew several times in the intervening thirty years. Psychiatry cannot yet answer the essential question of why our lives took such different directions: why I get to work in a job I love, have a family that supports me, and the physical and mental health to support my activities, while my university squash partner was robbed by psychiatric illness of all those things. As psychiatrists, we have the capacity – and the obligation – to do a better job of explaining our current profession, our understanding of psychiatric disorders, and our treatments; of acknowledging our specialty’s past abuses and current mistakes; and of sharing our passion and hope with our patients, their friends and families, public policy makers, potential funders, and the media. It is only by fulfilling that obligation that we will replace fear and suspicion with trust and encourage individuals suffering from psychiatric disorders to seek our help.

This book is our contribution to that process.

Welcome to a week of my life on the front lines of medicine’s most misunderstood specialty.
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Family Medicine



SUNDAY

My mother rubs her eyes. “I can’t think why I’m having so much trouble with my vision these days. I keep seeing something moving, almost like a fan turning, but I know there’s nothing there. Nancy, what do you think? Should I get my eyes checked?”

My wife, Nancy, and I are chatting after lunch with my parents in the family room of our Toronto home. My parents are visiting from Halifax for the weekend to attend our older son’s graduation from law school. Nancy, an ophthalmologist, takes a surprisingly long time to answer.

“I have some ideas, Ruth,” she says finally. “Do you want to hear them?”

This is one of those moments when life slows down – when, for example, you know for certain that your car is going to crash into the vehicle in front of you, or you get the message that your child’s school is calling unexpectedly. We wait – Nancy, my father, and I: an ophthalmologist, a pediatrician, and a psychiatrist, respectively – for my mother to speak. Usually I focus more on people than on my physical environment, but now I watch the June sunlight coming through the window, lighting up the swirls of dust particles in the air like spun sugar. My diminutive but wildly energetic mother, diagnosed and treated for lung cancer six months ago – successfully, we thought – looks at her hands before flashing a glance at my father, sitting preternaturally still on our sofa.

“I’d like to hear what you think,” my mother replies.

My physician wife has realized immediately that my mother’s deteriorating vision is most likely caused by lung cancer spreading to her brain. Nancy chooses her words carefully, as she has been trained to do. All doctors have varying degrees of formal training or clinical experience in breaking bad news: Don’t convey certainty prematurely when the news is bad and confirmatory tests are pending. Don’t take away hope unnecessarily. Nancy talks about possibilities, about brain metastases, about ruling out certain diagnoses, about being thorough. This way, the patient – who on this warm June afternoon happens to be my mother – has time to get used to the possibility that she may eventually hear something that previously seemed unfathomable.

Bad news. It is an aspect of doctors’ work that separates us from everyone else except our professional relatives: nurses, ambulance staff, police. Physicians live in a world where the everyday statistical likelihood of bad news is reversed: we see the seven-year-old with fatal leukemia, the mother with two young children killed in a car accident, the grandfather dead of a heart attack after a family dinner where he complained of indigestion. It makes it hard in our personal lives to maintain a balanced perspective. Some of us have to work hard to remind ourselves that not every headache is a brain tumor or a stroke, and that not every child’s high fever is meningitis. Others soldier on with cavalier assumptions of their own immortality, a maladaptive coping strategy that lends itself to excessive risk taking. Every physician of my generation remembers a celebrated professor or two who smoked incessantly between patients or surgeries, even in the face of decades of grimly accumulating evidence about cigarettes’ extraordinary capacity not just to shorten lives but also to make the days left miserable.

I am more of the second type – assuming that my health and that of my family members will be robust until forced by undeniable evidence to admit otherwise. My experience to this point has largely supported my outlook. Both my parents have lived unusually long and healthy lives into their late eighties, a fact that has allowed my two siblings and me the illusion that we are still young things, barely flirting with middle age, despite being well into our fifties and sixties. We are the children of an optimistic pediatrician father and a tough-minded mother who made a career out of volunteering. As we grew up with the usual childhood maladies, my father exhibited healthy denial, while my mother, uncontaminated by any formal medical education, saw all forms of illness as character flaws.

In the Goldblooms’ handbook for life, one written by four generations of physicians, illness is part of the human lot, and anticipatory worrying or feeling oppressed by its appearance in oneself or one’s loved ones is not only a waste of time but also a potential roadblock to a good joke.

LATER SUNDAY EVENING, after the convenient distractions of Nancy’s composing and faxing a letter to my mother’s GP outlining her concerns and recommending next steps, organizing an earlier than scheduled flight home for my parents, and driving them to the airport, I am finally alone with my wife.

“How are you?” she asks.

I know she will not judge. “Fine, I think. Everything’s organized. There’s nothing more we can do until after the scan.”

Nancy doesn’t question this ridiculously superficial answer. It’s the advantage of having a spouse who has stuck with me for almost forty years and known me since childhood. She knows when to probe and when to allow me my illusions, at least temporarily.

“Yes, we’ll take good care of her.”

I hug her tightly, thinking of the myriad times in my life when Nancy has nudged me closer toward acknowledging feelings to which I cannot immediately gain access. This probably seems a strange thing for a psychiatrist to write, but as many of my patients, family, and colleagues have told me over the years, I am not the stereotypical psychiatrist.

I have heard the old chestnut that there is nothing like a parent’s impending mortality to make you think about your own, but this evening I have no intention of allowing my thoughts to bury either my mother or me prematurely. As I organize my belongings for the next day, I realize I haven’t thought for a long time about my decision in 1980 to choose psychiatry as the area of medicine (my version of a family business) that I wanted to pursue. There is – with the striking and influential exception of my father-in-law, Nate Epstein – a dearth of psychiatrists in my family and a plethora of Goldbloom pediatricians across four generations. Given my temperament, which has been characterized since birth by extroversion, a dislike for introspection, a love for performing (particularly comedy routines), and a general chattiness, my decision surprised almost everyone who knew me. These days, that decision comes to my attention only when an eager medical student or psychiatry resident facing his or her own career choice asks me how I made mine. Tonight, it does not take Nancy to point out to me that my reminiscences are an effective distraction from thinking about what news the week will bring.

THERE IS NO DOUBT that psychiatry is a peculiar job. While other doctors ask questions that few others in your life will ever ask – How are your bowel movements? What are your drinking habits? – and enter orifices of your body to which no one else will ever have access, psychiatrists have an even more unusual mandate. We want to know about your moods, your thoughts, worries and preoccupations, your relationships, your experience of school and work, and your grandmother’s tendency to put tinfoil inside all her hats to avoid electronic surveillance. We routinely interview police officers, criminals, and homeless people as part of our training, and we spend hours on call in the middle of the night calming individuals who believe that they are the victims of an international conspiracy or that scientists, extraterrestrial or otherwise, have implanted speaker devices in their brains. During the day, we may treat a depressed businessman, a panic-stricken college student, a substance-abusing medical colleague.

Being a psychiatrist also creates a considerable social barrier, at least initially. Announcing one’s career as a psychiatrist at social gatherings tends to produce a lull in the conversation while listeners seek to respond appropriately. Some say, “Oh, God, are you analyzing me?” and hastily review what they have previously said; others take the opportunity to divulge highly personal information in the hopes of a quick professional opinion.

Even some of our patients are initially put off by our profession. Very few people wish or believe they or their child will ever need to see a psychiatrist. A family doctor, an obstetrician, and arguably a surgeon to remove a recalcitrant appendix or to fix clogged arteries, but not a psychiatrist. Some patients enter my office and answer my initial questions with the enthusiasm of someone referred to a periodontist for gum surgery. Some are fearful that something said inadvertently will result in being “locked up” or fundamentally transformed by treatment in a bad way. Others dissolve in tears as they sit down for the first time, having waited too long to talk about something private and profoundly troubling.

Medical colleagues also tend to be wary. Medical students considering psychiatry as a specialty usually conceal it from their nonpsychiatric supervisors, surmising correctly that it will be a mark against them. “Why don’t you do something really useful?” “Won’t you miss real medicine?” “Do you really want to spend your time listening to miserable people?” After one long night on call in the ER during my residency, I met a friend, a resident in another medical specialty, for breakfast in the hospital cafeteria. She marveled, “I can’t believe you’re in psychiatry. I couldn’t do it. I would find it so depressing.” She was training in oncology.

It doesn’t get better once in practice. Colleagues forced to consult you for assistance with hospitalized patients frequently fail to let their patients know they have done so; as a result, when you appear at the bedside, they and their families are horrified and want to know why Dr. W felt they needed to see you. “Does he think I am crazy, that this is all in my head?” The greatest compliment either a patient or a physician colleague can pay a psychiatrist runs along the lines of “You don’t seem like a shrink . . .”

Arguably, the stereotype associated with psychiatrists is borrowed from the far greater stigma suffered by our patients. Patients with mental illness have historically been hived off from the majority of medical patients into asylums and large gloomy psychiatric hospitals built, like prisons, on the periphery of town. It is a relatively recent phenomenon – post–Second World War – for there to be psychiatric wards in general hospitals. Long before film and television, let alone the Internet, Charlotte Brontë’s Jane Eyre, published in 1847 to instant acclaim, depicted Mr. Rochester’s first wife as a violent, fire-setting lunatic, kept locked in the attic. Her caregiver, Grace Poole, resembled her unstable ward in both her demeanor and lack of social graces. Charles Dickens’ Great Expectations, first published in 1861, was equally well received, with its portrayals of the eccentric and demented Miss Havisham and her troubled adopted daughter, Estella. Neither masterpiece did anything to increase sympathy among readers for the mentally ill or their caregivers.

It hasn’t improved over time. In the twentieth century, F. Scott Fitzgerald, in his semi-autobiographical 1934 novel Tender Is the Night, described Dick Diver, a psychoanalyst, who marries his schizophrenic patient (modeled on Fitzgerald’s troubled wife, Zelda) and almost destroys himself with alcohol. More recently, films such as One Flew Over the Cuckoo’s Nest, Frances, and Girl, Interrupted have continued the theme of caregivers who resemble their wards in their unappealing psychiatric profiles. Nurse Ratched has entered the psyche of the English-speaking world as the epitome of the sadistic, parasitical torturer of the mentally ill who masquerades as caregiver.

The portrayals have some basis in historical reality. Psychiatry’s past has more than its fair share of horror stories: from the overcrowded asylums of the late nineteenth century with their unwashed and uncared-for patients, to the unheeding savage rush toward psychosurgeries in the United States and Britain from the 1930s to the 1950s, and the postwar psychoanalytic community’s endorsement of the cruel and unscientific concept of the schizophrenogenic mother. In this sense, psychiatry shares a history with the rest of medicine, which has its own repertoire of horrific treatments enthusiastically endorsed and subsequently abandoned.

There is also some truth to psychiatrists having things in common with their patients. Psychiatrists are more likely to have had experience with mental illness ourselves or in our families than doctors in other specialties. This shouldn’t be surprising. Some physicians who experienced insulin-dependent diabetes in childhood, or witnessed it in a close relative, have understandably become endocrinologists, driven by both noble and self-serving goals to improve understanding and treatment of that illness. Others have chosen oncology after a parent or sibling died of cancer.

Educational researchers describe medical students interested in psychiatry as a career as being more reflective and responsive to abstract ideas, liking complexity, and being more tolerant of ambiguity than their colleagues. They also have more nonauthoritarian attitudes, more open-mindedness, a greater interest in social welfare, and a preference for aesthetic values. Psychiatrists are also more likely than their medical colleagues in other specialties to have an undergraduate degree in the arts and humanities.1

On a more mundane level, psychiatrists face ignorance about the day-to-day nature of our work. The common image of a psychiatrist’s practice is of a middle-aged professorial type – not a “real” doctor – who conducts rambling intellectual conversations with interesting, troubled people in an office resembling a sitting room rather than the workplace of a medical doctor. My working life, and that of the majority of my colleagues, bears no resemblance to the professorial stereotype, appealing as it may be.

Most people don’t understand who psychiatrists are and are not in this day and age. We are not predominantly psychotherapists, and were rarely ever so outside North America. This fact causes confusion for the lay public, which has difficulty differentiating among the various types of mental health professionals, most of whom engage in the so-called talk therapies to a greater or lesser extent.

Psychologists are usually graduates of either a master’s or PhD level university program whose training includes the acquisition of therapy skills, the study of the mind in health, distress, and disease, and expertise in the measurement of individuals’ psychological states and function.

Social workers also train in university programs that focus predominantly on social and cultural determinants of mental health and function, and tend to acquire skills in interpreting families, systems, and relationship dynamics for the purposes of intervening for health.

Other therapists may train outside universities in programs that focus more narrowly on a single type of therapy: art, music, play, and dance, among others.

Psychoanalysts, practitioners of psychoanalysis, historically the best-known talk therapy and the intellectual child of Sigmund Freud and his disciples, have now largely been cast out of mainstream psychiatry. Contemporary psychoanalysis exists in institutes and centers outside hospitals and universities, and is practiced by professionals and academics from a variety of disciplines, including medicine, who have been trained in its origins, theory, and technique and who have undergone psychoanalysis themselves.

Each of these groups of mental health professionals – psychiatrists, social workers, psychologists, analysts, and other types of psychotherapists – has its own history and culture, not to mention professional territory to secure, and relationships among them have shifted at various times and in various countries. There can be frank competition for patients in private practice and a high degree of collaboration and teamwork in hospitals and community agencies.

Psychiatry is the only one of the mental health disciplines that lives within medicine and whose practitioners are all medical doctors. Psychiatrists may, as a result, struggle with a dual identity: on the one hand, they are physicians trained in the traditional model of medical science, and on the other, mental health practitioners who acknowledge multiple determinants of psychiatric disease and who work with colleagues from a wide variety of academic and philosophical perspectives. Depending on your viewpoint, this has either enriched psychiatry to an extent that it now offers medicine an extraordinarily diverse path forward to bringing mind, body, and society back together, or has led to an inferiority complex where psychiatrists feel the need to prove themselves “real doctors” by focusing on medications or neuroscience to the exclusion of other disciplines. It is probably clear by now that I am in the former camp.

Psychiatry has been a struggle for me, not the natural fit that pediatrics or surgery would have been, with their relatively sunny outlooks – at least within the medical profession – and fix-it approaches. The vast majority of children in the West in a post-antibiotic era grow to adulthood, and most surgeons have the satisfaction, at least in the short term, of removing, replacing, or resizing the offending body part that is causing their patient distress. In contrast to these specialties’ action-oriented fixes, I found the stereotypical psychiatrist’s probe of “Tell me how you feel about that” hackneyed and not particularly helpful. Patients are usually effective in telling me how they feel, consciously or unconsciously, without my asking. It is also the case that I am a doer, and I like to fix things. I come from a privileged background – both economically and genetically – that was often far from the experiences of my sickest patients, whose illnesses relegated them to society’s margins. And I was a bit of a jerk when I chose psychiatry: full of youthful narcissism, arrogant, loving the sound of my own voice, and convinced that I was going to make psychiatric history in some undefined way, coming from a lineage, by blood and by marriage, of people who made their marks on the world of pediatrics and psychiatry.

But from the beginning there was something in psychiatry that brought out the best in me. My natural curiosity and liking for people drew me to the patients’ unusual stories, as did the opportunity to spend longer periods in conversation with them than was possible in other faster-moving medical specialties. In psychiatry, the time spent talking with the patient was seen as essential to determining diagnosis and treatment. During the course of those conversations, I learned that the vast majority of patients were not weak or lazy but victims of both genetic and circumstantial bad luck. This misfortune took the form of a strong family history of mental illness, or the loss of jobs, relationships, and even housing. They taught me an understanding of both resilience and defeat that my previously limited experience of life’s hardships had not. I also loved the intellectual eclecticism that defines psychiatry’s unique mix of neuroscience, social anthropology, psychology, and philosophy. Understanding drug interactions and human interactions were equally important. What’s more, thirty years ago psychiatry offered scientific frontiers that appeared wider and deeper to my novelty-seeking nature than any others in medicine. In order to understand my patients’ experiences, I was forced to think more broadly.

In retrospect, the timing of my decision to enter psychiatry was a fluke. Even ten years earlier, I probably would not have chosen it. In the 1970s, Freudian psychoanalysis still reigned in North American psychiatry, where it had been imported in the 1930s and 1940s by Central European Jewish refugees fleeing Nazism. Its dominance intriguingly never extended to the rest of the psychiatric world, except in France and parts of Latin America. In postwar Britain, psychiatric treatments continued to be offered predominantly by physicians in hospital settings, or by the growing number of general practitioners. Neither did Australia nor other European countries share the North American experience of a rapidly burgeoning community of medical and lay psychoanalysts. But in North America forty years ago, it was psychoanalysis that became synonymous with psychiatry. I would have found the endless discussions of patients’ internal psychic worlds, and the hours spent analyzing both their repressed feelings, assumed to be expressed covertly in dreams, and their every interaction with me, tedious beyond belief.

MY MANY DISCUSSIONS WITH Nate Epstein, my father-in-law, profoundly shaped my view; my opportunities to watch him at work as a psychiatrist steered me into his profession. The composer and lyricist Stephen Sondheim has remarked that when he was a teenager, he came under the influence of a close family friend, Oscar Hammerstein II, and learned the craft of lyric writing from him; he suspects that had Hammerstein been a plumber, he would have followed him into that profession. So it was that Nate became a powerful figure in shaping my career.

Nate, like my mother, grew up in New Waterford, a coal-mining town of nine thousand people in Cape Breton Island. His father, Benny, and my grandmother, Rose, had adjacent stores on Plummer Avenue, the only commercial street in the town, and he and my mother grew up together as friends. Nate’s wife, Barbara, also from Cape Breton, also knew my mother and her family well. As a result, at our wedding, most of the relatives across three generations of our families already knew one another.

Nate had learned a tough and plain-speaking style on the streets of New Waterford. It reflected a broader trait of speaking his mind and not beating around the bush. His Cape Breton childhood also gave him an ability to relate easily to a broad range of people, to value family, and to adhere to principles. Nate had trained in medicine in the heyday of psychoanalysis in the 1950s. He relinquished psychoanalytic practice in the late 1960s for an academic career researching family function and family therapy. Its echoes, however, could be found in his willingness to engage in direct conversations with his patients, not to mention friends and family, about the unconscious drives that fueled their thoughts and behavior. Nancy still recalls, as a young teenager at the dinner table, relating a dream she had had the night before about a gun and then listening, mortified, as Nate explained phallic symbols to her.

I had not seen that side of Nate growing up. He had a way of relating to children that allowed them to connect with him quickly; he never pandered or pretended to be their age. From an early age I knew him simply as “Nate.”

But what Nate did for a living was largely a mystery to me – as it was at first for his Polish immigrant merchant father. Later, when his father became justifiably proud of Nate’s professional success, he gave a superb definition of the trade: “A psychiatrist is someone who knows when you’re lying, even when you don’t know yourself.”

I first experienced Nate’s professional skill at age eighteen. As an undergraduate, I found myself uncharacteristically down and irritable. I telephoned my brother Alan, then a medical student at McMaster, where Nate was the founding chair of the Department of Psychiatry. Alan suggested that I come to visit him and talk with Nate. So I called Nate, who said, “Sure, come on up.” Within an hour of my arrival, Nate had wormed out of me, much to my surprise, that I was furious with a roommate who had, in my view, treated me badly. Desperately uncomfortable with this novel experience of a negative emotion, I had persuaded myself that it was my fault. The encounter is still a bit of a blur, but what is distinct is my memory of the psychic equivalent of a thorn being taken out of my paw. The relief was quick and palpable. My meeting with Nate that afternoon opened my eyes to the oppressive consequences of unacknowledged feelings and to the ability of a psychiatrist to help someone untangle his or her emotions and beliefs within a relatively short period of time to an extent that brought relief. It was eight years later that I found myself applying to a psychiatry residency program, but in retrospect my experience that afternoon was the beginning of my path toward a profession that no one who knew me would have anticipated.

One of Nate’s other characteristics that made psychiatry seem possible and appealing for me in my early twenties was his irrepressible maleness. Tough, blunt, and unafraid of confrontation, he was infamous throughout his career for using expletives to pepper his expressed emotions and opinions, much to the joy of like-minded trainees but occasionally shocking to his more restrained colleagues. He was impatient with any psychiatric intervention that he did not view to be practical, immediately helpful, and comprehensible to patients. His research on and practice of family therapy was a model of his straightforward, jargon-free approach to family distress and dysfunction.2 More than fifty years later, the resulting McMaster Model of Family Therapy remains in international use for research and clinical care. I think the underlying message to me from Nate’s success in psychiatry was that if this irreverent, impatient, active man could carve a career path within the field, the likelihood of my finding similar rewards was high.

PSYCHIATRY IN MONTREAL, where I trained in the 1980s, as in the rest of North America, was experiencing an inexorable transformation to a modern medical specialty shaped by scientific findings. The majority of physicians entering the field no longer envisioned the practice of the urbane psychoanalyst in a discreet private office, and certainly not that of the white-coated alienist (a historical term used for physicians who looked after mentally ill patients) carrying his ring of heavy keys to the insane asylum on the edge of town. We rejected both the arcane traditions of psychoanalysis and the isolation of the asylum in favor of collaborating with our medical colleagues in shared clinical settings. We had a common goal: mining contemporary neuroscience for treatments to alleviate the mental anguish and socially distressing behaviors of patients with psychiatric illnesses. We hoped for cures but settled in the short term for drugs whose effects were limited to reducing symptoms of illness (sometimes markedly) but that unfortunately produced significant side effects. We recognized the importance of the therapeutic relationship enshrined in psychoanalytic models but were attracted to newer forms of talk therapy that were shorter, problem focused, less expensive, and had scientific research to support their effectiveness.

The contrast between the recent psychoanalytic past and my present as a newly minted doctor entering psychiatry mirrored an intellectual dualism that has characterized psychiatry since its inception. The popular historian of psychiatry Edward Shorter has written of cycles in psychiatry fluctuating between those who ground the specialty in medicine and the laboratory and those who see it as part of a philosophical, even spiritual exploration of the human condition. In A History of Psychiatry he writes that since its infancy, “psychiatry has always been torn between two visions of mental illness. One vision stresses the neurosciences, with their interest in brain chemistry, brain anatomy, and medication, seeing the origin of psychic distress in the biology of the cerebral cortex. The other vision stresses the psychosocial side of patients’ lives, attributing their symptoms to social problems or past personal stresses to which people may adjust imperfectly.”3

For a psychiatry resident in Montreal in 1982, psychiatry’s transition from an isolated psychoanalytic stronghold to a home within medicine felt as irresistible and irreversible as the Industrial Revolution, though I was soon to discover that this progression was to be far more challenging than it then appeared. In contrast to discoveries such as Prozac and positron emission tomography for visualizing brain function, Freud and his successors’ theoretical musings on the human psyche evoked the musty air of a nineteenth-century library.

Fortunately for me, at the time of my residency, psychiatry was clearly moving into a phase favoring the neuroscientific vision, one that suited my liking for practical and measurable medicine. In 1986, Leon Eisenberg, a well-known and respected leader in twentieth-century American psychiatry – coincidentally a friend of my father’s – wrote an article in the British Journal of Psychiatry with the title “Mindlessness and Brainlessness in Psychiatry.”4 In it, he argued against the historical distinction that had over the centuries rent psychiatry into warring camps – biological empiricists versus psychosocial theorists – affirming that the two categories necessarily overlap, and that both perspectives are needed to understand and help people with mental illness.

Eisenberg’s call to arms – trumpeted from a position clearly within the medical camp – inspired my newly minted fellow psychiatrists and me. In the mid-1980s, when I finished my training in psychiatry and began my clinical and research career, there was no question that I was on the side of those who saw psychiatry as necessarily and beneficially part of medicine. It is only in hindsight that I recognize the naïveté that characterized much of my belief in psychiatry’s ostensible progress. It was the famous third edition of The Diagnostic and Statistical Manual of Psychiatry (DSM-III ), published in 1980, that signified North American psychiatry’s rejection of psychoanalysis. It took an atheoretical approach to the causes of psychiatric disorders, focusing instead on signs and symptoms that could lead to reliable diagnoses – by which I mean that two psychiatrists, observing the same signs and symptoms, would come up with the same diagnosis. I pored over it as if it were a liturgical text, because it categorized relentlessly and made sense of nonsense. I believed the DSM-III ’s premise: that reliable diagnosis triggered correct and effective treatment, which in turn led to the relief of symptoms. The linearity of my thinking was youthful and simplistic, blinding me to the complexity that individual differences brought to the process of diagnosis and treatment. Though two people may share the diagnosis of schizophrenia, they will present their experiences through the lenses of their different personalities and backgrounds, and will consider treatments based not on the similarity of their symptoms but on how they relate to the physician treating them.

Then and now, psychiatrists have no laboratory tests, no blood screening or brain imaging to reliably diagnose psychiatric illness. We continue to rely on the symptoms and signs experienced by people, and their similarities and reproducibility. In contrast, we find our ability to treat by explaining these reproducible and generic illness categories in the contexts of individual narratives – narratives written from each patient’s genetics and experience, and the impact of these on brain structure and function. Over time, my colleagues and I learned that our attempts to understand a patient’s individual experience, belief system, support system, and sense of identity allowed the psychiatric treatment of generic symptoms such as disturbed sleep, depressed mood, and hallucinations to be individually tailored to that patient’s needs and preferences, and therefore tended – at least in our clinical eyes – to be more successful. This is the intersect of science and art in psychiatry – indeed, in all of medicine.

When I entered psychiatry, it was also changing in a way that was attractive to me in terms of the type of work and workplace environments that it offered. By the 1980s, North American psychiatry had moved back into the hospitals, both general hospitals and specialized psychiatric hospitals (in the rest of the world the majority of psychiatrists had never left). Fewer psychiatrists were holed up in isolated offices where faded Persian carpets and expensive couches evoked Freud’s secluded approach to his troubled patients. The isolation and drawing room atmosphere of such an office held no appeal for me. I could not imagine not being a doctor, and I had loved hospitals since my childhood days of collecting my father at the hospital after school, meeting his colleagues and hanging around his office. As a medical student, I had made rounds with Nate on the acute care general psychiatry inpatient unit he ran. Its scuffed floors and institutional color palette emphasized its utilitarian purpose. This was where the action was – the most severely ill people and the greatest opportunity to make a difference in psychiatry.

When I am asked for career advice by younger people now, I give them three simple yardsticks for gauging possible professions: you like it, it likes you, and you think you will be good at it. All three applied to me when I decided to pursue psychiatry. It continues to suit me: I still enjoy going to work. I still look forward to meeting new patients and learning new things. I still hope that somewhere in my week I will be able to help a patient (preferably more than one!) struggling with the distress and dysfunction caused by his or her psychiatric disorder. But what I didn’t – and couldn’t – anticipate was how it would change me.

BEFORE SETTLING INTO BED on Sunday night, I scan my BlackBerry calendar to review the workweek ahead. I turn to Nancy, who is reading beside me. “It’s a busy week for me. I’ll need to make sure I leave time for Mum. I don’t want to pretend this isn’t happening; I just really need to know what’s going on. And if her cancer has metastasized, I mean, she’s had an extraordinarily long, rich, healthy life. We all have to die sometime. It’d be ridiculous to think this is unexpected.”

“We’ll get through it,” Nancy says.
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Listening for a Diagnosis



MONDAY MORNING

At eight in the morning, after a vigorous squash game, I pull into the parking lot underneath the ugly 1960s midrise building where I work. It is a concrete fortress that houses one of the three main downtown sites of Toronto’s largest psychiatric hospital, known as the Centre for Addiction and Mental Health (CAMH), the result of a complex merger of four institutions in 1998.

Each of the three sites in its own way reflects the city’s history of shifting public attitudes toward the hospital. The largest site is in the city’s west end, an area that was countryside when the Provincial Lunatic Asylum was built there in 1850. The asylum was part of a larger nineteenth-century trend that crossed national boundaries; many psychiatric hospitals were built outside a city’s limits, ostensibly to provide their inhabitants with the respite and quiet associated with such bucolic locations. The United Kingdom’s Lunacy Act of 1845 specifically stipulated that an asylum should be placed in a spacious countryside location but comparatively close to an urban setting.1 Meanwhile, in nineteenth-century New Zealand, small purpose-built asylums were constructed on the outskirts of the main towns and in more remote areas2; and in Australia, Adelaide’s Parkside Asylum was built in 1870 just beyond the ring of parklands that surrounded the city center, to provide a “modern” alternative to the old overcrowded Adelaide Lunatic Asylum on one of Adelaide’s main streets.3

The desire to distance oneself from the strange and the unusual is as old as humanity, a trait shared with our animal relatives. It manifests today, despite our supposed sophistication, in the stigma and isolation that many visibly mentally ill individuals suffer. But history defeats our best-laid plans. Today my hospital’s western site, once a rural, sprawling campus, is surrounded by one of Toronto’s swiftly gentrifying neighborhoods. Large parts of the site are under construction; the plan is to create a state-of-the-art urban psychiatric hospital that brings together the best ideas in architecture, urban planning, landscaping, design, and mental health.

The central site, where I work, is located in a somewhat less fashionable part of the city, just west of its largest university. It is immediately adjacent to the old Jewish immigrant neighborhood, Kensington Market, whose streets over the years have been populated by successive waves of newcomers to Canada. The hospital at this site opened in 1966 as the Clarke Institute of Psychiatry, a younger twentieth-century sibling to the older provincial asylum in the west end. It was conceived of as a place where the university’s scientists and academics would mix with psychiatrists and their patients to push forward the frontiers of science. Yet significant advances, such as establishing one of the world’s leading brain-imaging centers in psychiatry, focused on positron emission tomography (a way of seeing the function rather than the static architecture of the brain), as well as an internationally renowned molecular genetics laboratory, have yet to trigger a major transformational shift when it comes to providing a biological underpinning to clinical diagnosis – that elusive laboratory test that says “you’ve got the illness” – or to improving psychiatric treatment outcomes.

MY OFFICE IS IN a corner of the building on the eighth floor, with windows on two sides and a view of the city down toward the lake. It is quiet, tucked away from the main patient areas of the hospital. One corner, with a wingback chair for me and a comfortable chair for patients, is where I do my clinical work with outpatients. There is also a large round table with comfortable chairs where I sit with families or committees.

Simone Rodrigue, my assistant, is not in yet. I am happy to have a quiet hour to catch up on my charts and email before the day begins. The mundane tasks keep thoughts of my mother at bay. Simone and I work well together; we respect each other’s rhythms. Last Friday, before she left, she placed all the relevant documents for today’s work in a file folder labeled “Monday” and stored it in a discreet cupboard. This morning I have a new assessment, a patient whom I have not met, whose family doctor recently referred her to the hospital’s outpatient clinic.

My job, and that of the resident with me for the morning, will be to answer the specific questions that the patient and her family doctor have for us. Most often they are about diagnosis: Why is the patient feeling or behaving in an unusual way? Sometimes the diagnosis has been made already and the questions are about treatment. Why is the most commonly recommended treatment used by the family physician not working? What else can be tried? Sometimes the latter category of questions leads back to the first category: the reason the treatment isn’t working is that the diagnosis is incorrect, and the treatment by definition is a bad fit.

I enjoy the process of diagnosis and appreciate its central importance in our care of patients. In psychiatry we rely primarily on listening to and observing the patient, although additional information from caregivers, family, and friends can be essential. This careful process harkens back to an era in medicine when physicians lacked our current sophisticated array of diagnostic imaging and laboratory tests, and were forced to rely on their five senses. Arthur Conan Doyle, a physician as well as the author of the Sherlock Holmes mysteries, used his clinical skills to inform his protagonist’s feats of diagnostic observation. A more recent exemplar of the diagnostic virtuosity made possible by acute observation and penetrating history taking is the infamous television medic, Dr. Gregory House. It is true – historically and now – that sometimes a physical cause for the patient’s psychiatric symptoms is identified, leading to medical investigations that provide confirmation, but even then the path to diagnosis is determined initially through the physician’s history taking and observation. I was taught in medical school, long before I entered psychiatry, that a physical exam or lab tests should serve mainly to confirm what the physician already suspects after taking a careful patient history.

These outpatient assessments for the purpose of diagnosis (and sometimes, if the diagnosis has already been made, for advice regarding treatment) are probably the portion of my work that most fits with the public’s largely outdated perceptions of how psychiatrists practice – in an office, probably not part of a hospital, on their own rather than as part of a team, in a one-to-one relationship with the patient, with meetings taking place once to several times weekly, and the psychiatrist asking penetrating and at times oblique questions that unerringly get to the heart of the patient’s dilemma. My reality and the reality of most of my psychiatric colleagues today is quite different. Even these outpatient meetings tend to be one-time events, or at most are followed up with widely spaced visits at the request of the patient and the family doctor to review the effectiveness of the suggested treatment or to try something else if the treatment proves ineffective. Even among the patients I have followed for a number of years, there is no “Tuesdays at 4:00 p.m.” regularity to the contact. If they are in crisis or relapse, I see them as often as needed, but if they are well, the visits are irregular and more infrequent. I have not practiced open-ended weekly psychotherapy with my patients since my residency.

And while most psychiatrists have some type of outpatient practice, many of us are also based in hospitals, treating patients who come to emergency rooms or who are admitted to inpatient units, working in the same environments in which our training took place. Hospitals are where we see the severely mentally ill: patients who cannot function at all, albeit temporarily in most cases.

In diagnostic assessments, our questions tend to be transparent and focused on the patients’ current state of health and their response to treatment. We ask about disturbances in the most basic, animalistic aspects of functioning – energy, appetite, sleep, sexual drive – as well as those that reflect our complex humanity – pleasures and interests, mood, concentration, memory, and motivation.

I flip through the pile of papers that Simone has left for me and find the referral note for this morning’s patient. The consultation was requested five weeks ago from a physician in a walk-in clinic, and the cover letter is terse and unhelpful – “Please assess and treat” – reflective of either a busy day or simply an anxiety about managing patients with psychiatric problems and a wish to pass them on as swiftly as possible. Fortunately, most of the time the letters give a provisional diagnosis and an account of what has already been tried. And learning from experience, the hospital now has a referral form that compels the referring physician to address a number of important clinical issues before the patient will be seen here. Most of the boxes on this morning’s referral form are sparingly filled with “not applicable” and provide little additional information apart from the patient’s age, sex, and contact information.

In some ways, I prefer to see patients “cold,” without information that might bias my perspective. But the reality is that I have at least two people to be concerned about – the patient and the referring doctor – and I have to try to meet both their needs. Those needs may not be the same. Sometimes family physicians want clarification and reassurance regarding their diagnoses, and sometimes advice about what to do next in the way of treatment. Other times, they may hope to have a psychiatrist take over the care of a complex patient. Some patients come in somewhat unwillingly, rejecting or dreading a psychiatric diagnosis, while others have had to prod their family physician to initiate a referral. The other reality is the family, who all too often feels blamed or ignored or both. I compromise by telling patients that “I’ve seen the information your doctor provided and it’s very helpful, but there’s no substitute for hearing things directly from you.”

The outpatient clinic is part of a teaching hospital, so this morning’s seventy-five-minute assessment for the purpose of clarifying the patient’s diagnosis will be conducted by a senior resident in psychiatry (a qualified physician in his final year of specialty training). I will be in the room observing silently until I can no longer restrain myself. As soon as the resident gets to “That covers what I wanted to ask you about. Now let’s see if Dr. Goldbloom has any questions,” my self-imposed gag order is lifted. When I am on my own, these initial assessments take less time, generally an hour. But residents need more time as they learn the longhand of interviewing; clinical experience will teach them the shorthand.

Some mornings, based on the training needs of the resident, I do the entire assessment myself and allow the resident to watch. It’s frankly easier, in part because it is a less passive experience for me. And it’s a chance to provide an observation opportunity that our students rarely get: to see how a psychiatrist works rather than how he or she talks about working. It has always struck me as bizarre that surgical students spend much of their early training watching staff surgeons cut, but most psychiatrists do their clinical work in a more clandestine fashion. The roots of twentieth-century psychiatric practice, as opposed to nineteenth-century asylum care, are in the cloistered dyad of the psychoanalytic relationship, where the peeling back of layers of unconscious thought occurred in a secular confessional, far from prying eyes. While psychoanalysts view this Socratic process leading to self-revelatory disclosures on the part of the patient as a treatment in itself, today’s psychiatric assessment uses some of the same techniques – questions that go beyond the surface response, silence that allows the patient to reflect or muster the words to express inner states – to identify the patient’s problem and to gauge his or her willingness (both conscious and unconscious) to engage in treatment. This is the popular image of “seeing a psychiatrist” – a quiet room where the distractions of the outside world are silenced to allow the exploration of the inside world. By contrast, surgeons work in an operating theater, with its implicit and actual audience.

THERE IS A KNOCK on the outside door of the office on the other side of Simone’s desk. I open it to see a tall, muscular young man with broad shoulders, dressed in slacks and an open-necked button-down shirt. Josh Leitner is one of several senior residents currently working with me who are completing their fifth and final year of training, before getting to hang their shingle as psychiatrists. We are relatively new to each other, but he has observed several of my interviews, and he participated in my Introduction to Clinical Interviewing seminar some four years earlier.

Josh has an easy charm and self-confidence that I suspect will appeal to or disconcert patients, depending on what they are looking for in a psychiatrist. He is hardworking and eager, determined to achieve and demonstrate mastery of the essential clinical skill of diagnostic assessment. He is ambitious, and I like that. Armed with an impressive academic background in neuroscience, he has already published some basic science research. He bones up assiduously on diagnoses and appears to have committed to memory all the diagnostic criteria (the specified abnormal experiences and behaviors described by and/or observed in the patient) for all the disorders. He is a prolific reader of the major journals, scouring them for articles that relate to the cases we see. It’s not hard for me to see that at a superficial level, he is an amalgam of elements reminiscent of my own youth – either real or just aspirational (certainly the latter when it comes to height).

But at the same time, as Josh nears the end of his residency, I get the feeling he is logging time with me as a necessary requirement, unsure if I really have much left to teach him at this point. His sense of his own clinical certainty is unsettling, perhaps because it is familiar to me from thirty years ago, when I took an earlier version of the DSM – the American Psychiatric Association’s Diagnostic and Statistical Manual outlining all the established diagnostic criteria for psychiatric disorders – to be the unvarnished truth rather than the best-possible expert consensus at the time. It makes me realize that there is no substitute for seeing a great number of patients over time to both bolster and also undermine your faith in theory and practice. I worry more about the students who lack doubt at the end of their training than those who feel on the edge of an uncertain career precipice and are hungry for advice and correctives.

Usually, the resident and I meet for a few minutes before the arrival of the patient to review the referral material. Today, however, the advance details are scarce. When I suggest we review the few details we have regarding the patient, Josh says he would like this morning’s assessment to be a simulation of his impending licensing exam, meaning he will not have any advance information about the patient and will complete the entire interview in fifty minutes; under other circumstances we have the flexibility to let the interview run longer if clinically indicated.

As is our ritual, we head out to the hallway to introduce ourselves to the patient before bringing her in for the interview. For me, the process of diagnostic observation begins there – how the patient appears and interacts in those first few seconds. Everything is fair game in our medical sleuthing – appearance, clothing, grooming, facial expression, speed of movement, style of interaction – as long as it doesn’t lead to premature judgment. There is no blank slate when two people meet, and I know that patients size me up with the same speed, their impressions superimposed on their assumptions (and often Google searches) about me. I hope Josh’s antennae are also tingling in the hallway encounter.

In the long corridor, our patient, a woman in her early thirties, is seated, holding her BlackBerry but not looking at it. She is blond, but her clothes – black leggings, a loose gray tunic, and short scuffed black boots – wash her out; she looks pale and tired and has dark circles under her eyes. She is dabbing her eyes with a tissue and starts when I address her.

“Good morning, Ms. Ludovic. I hope I’m pronouncing it correctly.”

She nods and manages a smile, but it appears effortful rather than spontaneous.

“Please call me Anya.”

“I’m Dr. David Goldbloom, and this is Dr. Josh Leitner, a resident in his last year of training who is working with me today. Please come in.”

As we usher her into my office, I recall my own first teacher in psychiatry, Joel Paris, who went on to become chair of psychiatry at McGill University. In my first year of training, Joel would barge into the outpatient assessments I was conducting as an earnest resident, observe for ten minutes, and leave. Afterward, as we debriefed, I found out to my chagrin that he had picked up more in his ten minutes of silent observation than I had in an hour of talking with the patient. I had been too preoccupied with determining what I would ask next to listen carefully and observe.

Anya takes the seat Josh offers her. As he begins a formal but hurried explanation of the interview process, her eyes fill with tears.

“I don’t know why I’m crying,” she says.

Josh doesn’t waver from his recitation of the rules of and exceptions to confidentiality, the letter that will follow to her family physician, and the duration of the encounter. It’s like a cop on TV mechanically reciting to a perp his Miranda rights – “You have the right to remain silent . . .” My notepad starts to fill, not with clinical information about the patient but rather with notes about how Josh can refine his interview technique and convey more interest in the patient’s experience. It’s not about the questions he missed so much as the cues, verbal and nonverbal, that he ignored – the patient’s pauses, the averted glances. Whenever he uses an awkward or unclear turn of phrase, I write it down precisely so he can hear how it sounds afterward. My first note concerns one of my particular peeves as I hear Josh warn Anya, “I need to ask you some questions now that I ask everyone, even though they may not apply to you.” It irritates me to hear residents dismiss their own questions even before they ask them.

Researchers have provided some sense of what people want to hear at the beginning of a first psychiatric encounter – useful information, since first impressions can be lasting ones. A recent experiment involved three types of introductions – the psychiatrist provided a brief introduction with only his name, professional status, and the statement that the patient had been referred by a family doctor; the psychiatrist provided the same information as well as telling the patient how long the appointment would be and what help would be provided; and the psychiatrist provided all of the above as well as an apology for being late because a personal issue, details of which were also provided (ill relative, lost keys, etc.). Videos of these introductions were shown to a range of patients, who were asked the following three questions: Do you believe each one is a good doctor? Do you think each doctor is trustworthy? Would you like this doctor as your psychiatrist? This was a good litmus test, based on first impressions, of how well the patient was likely to work with the physician. The results were clear: patients want only an explanation of what is going to happen and how long it is going to take.4
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